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Abstract
In the context of increasing nursing labor shortages around the world, the Philippines has
become a major producer and exporter of nurses, with 85 percent of employed Filipino nurses
working outside of the Philippines. Based on 12 months of ethnographic research in a provincial
center for nursing education and healthcare in Northern Luzon, Philippines, I utilize a global
nurse care chain (Yeates 2004a, 2009a) framework to explore transnational nurse migration out
of the Philippines through the experiences of nurses, nursing students, their families and other
stakeholders in nurse production and migration.
As a more local GNCC analysis, the present study traces the production and provision of
nursing care labor through the family and local and transnational household, to formal training
and nursing experiences in educational and health institutions, and through other encounters with
state, private, and international agencies that facilitate and shape the experiences and
subjectivities of migrant nurses. Chapter 2 traces the relationship between the production and
migration industries and between these industries and the state, exploring the ways that both the
healthcare landscape and experiences of new nursing graduates (as consumers and laborers) has
been shaped by migration booms and busts. Chapters 3 and 4 examine the household as a site of
nurse production and the role of the household’s moral economy and structures of feeling
(Williams 1977). In Chapter 3, I examine nursing students’ narratives of choice in the decision to
study nursing and argue that obligation to family and reciprocal financial and emotional
relationships underlie nurse production. In Chapter 4, I explore the ways that nurses and students
imagine their future lives and identities as migrant nurses, illustrating how subjectivities are
shaped by a legacy of transnational migration, imagination, and family moral economy. In
Chapter 5, I use the narrative of a returned migrant nurse to illustrate the long-term impacts of
past and temporary migration, and the ways that returned migrants may construct their identities
through remembering. The final chapter explores the nurse migration industry through
recruitment agents and nurses navigating this privatized industry as they pursue migration
opportunities.
Beyond an ethnography of nursing students’, nurses’ and their families’ experiences of
nurse training and migration processes, this dissertation focuses the roles of the state, private
industry, and family in the mobilization of gendered and filial subjectivities to stimulate nurse
production and migration, and explores the complex effects of unregulated nurse migration
industries on students, nurses, and families as consumers and laborers.
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Chapter 1: An introduction to transnational nurse migration from the Philippines
“There are three things you can find all over the world: Coke, McDonald’s and Filipino nurses.”
[Miguel Abalos]

Nicole, 16 years old, first-year nursing student
I interviewed Nicole on a warm Saturday morning under an umbrella at an out-door cafe
while we sipped overly sweetened lemonade iced teas that were quickly watered down by
melting ice. Our interview covered the topics I usually addressed with nursing students: the
decision to study nursing, experiences of nursing school and post-graduation plans. Like many
students, Nicole didn’t “choose” nursing, but was influenced by her parents and grandmother—a
nurse working in Germany:
MP: How did you decide to study nursing?
Nicole: When I was a little girl they always say that I must take nursing because the salary is big and I can
go abroad.
MP: Is this your parents or your grandma?
Nicole: All my relatives.
MP: How old were you when they started telling you?
Nicole: When I was in elementary.
MP: Really?
Nicole: Yes, that's why it marked in my mind that I must take nursing.
MP: When they suggested it, what did you think about being a nurse?
Nicole: I don't exactly know, but sometimes I wonder why I take the nursing course.

Dr. Ong, administrator at Eastern University
As I attempted to gain affiliation with local universities in San Luis City, I was passed
down through the hierarchies of administrators, to whom I eagerly explained my project and my
research methods, hoping to eventually be endorsed to the deans and clinical instructors of the
nursing colleges. Often times, these meetings were brief and included a short interview about my
marital status and childlessness (as I was rather old to not have a family) and, if the administrator
was a nun, about my religious beliefs, before my letter of introduction was stamped and
initialed—proof that I could pass to the next office. My meeting with Dr. Ong, a vice president
9

of Eastern University (EU), turned into a fruitful interview about how the College of Nursing at
EU came about. The following is an edited excerpt from my field notes from our conversation:
In his June 2003 address to the general faculty, the university’s president said that EU would not be
offering nursing because it would be unethical, as it would contribute to the brain drain of the country. But
the school was losing so many students, as their high school graduates transferred to other universities that
offered a nursing degree.1 Two months later, the president called Dr. Ong and asked her to start working
toward opening a school of nursing at EU. They started making a plan immediately. They started sending
the nurses from their school infirmary to nursing graduate programs to gain Master’s degrees so that they
could be clinical instructors. EU hired a dean away from another local nursing school. They started looking
for a base hospital—a state-imposed requirement for new schools of nursing. Florence Nightingale Hospital
(FNH)—the premier local private hospital—was proposed; EU offered to build a wing for FNH hospital in
exchange for FNH allowing EU nursing students to train there. FNH denied the request because the
hospital was affiliated with the University of St. Claire (USC), and USC saw EU as competition; they
would save their hospital for their students only. So they proposed to work with Region A Medical Center
(RAMC), but RAMC countered that they could not have students from a private school training in RAMC.
The issue went to the national Department of Health (DOH) that ruled in favor of EU. Although they were
ordered to allow EU students to train, RAMC continued to refuse until EU threatened to take them to court,
which forced RAMC to comply with the DOH’s ruling. The ruling eventually opened RAMC’s door to
nursing students from all area private schools, including USC, San Luis City University (SLCU), and
Luzon Catholic College (LCC). EU’s nursing school opened in June 2004, and, at the time of fieldwork,
they had had three graduating classes.

Abigail, 25 years old, first-year nursing student
Abigail is older than her classmates and already has a family of her own—a husband who
is unemployed and a six-year-old son. She is supported by her mother who is a caregiver in the
UK and lives with Abigail’s siblings. “My mom wanted me to be a nurse so that when she is old
and can’t work anymore, I can take care of her and be her personal nurse,” Abigail tells me.
“[My mom] said, ‘I want you to study.’ She’s going to pay for my studies but I have to get the
scores. At first I didn’t like. I didn’t have any idea what a nurse is and I don’t like what they do. I
didn’t like that it was messy, take care of the wound, newborn baby. You’re going to see
injections in the hospital and I’m afraid of that. At first, I don’t say anything [to my mom]. She
keeps on saying. […] it’s best for me and someday I’m going to thank her for thinking this is the
best course for me. Afterwards, I say, “Okay, if you want that, I’ll do it.”

1

As is common in the Philippines, all colleges and universities in SLC also offered elementary and secondary
education and aimed to retain high school graduates for their college education.
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Her mom has been abroad since Abigail was 9, so she had not spent any significant
length of time with her mother. Abigail hopes to go abroad to join her mom and siblings in the
UK, even though she will have to leave her son behind in the Philippines: “I am hoping that I can
go there and spend my time with them and can finally experience having a life with my mom and
my siblings. Family times are very important to me because I don’t know if I experienced that
for once. Oh yeah, when [my mom] went here to get my siblings, but for one month.” I ask her
how it will affect her son. “It’s a big- it has a big impact, I know,” she says. “But I don’t know
what to do about that. Actually, I’m not thinking about that at this moment. It will affect my
disposition if I think about that. Because I’ve been there.”
Jeffrey Tan, Chief Nurse at Florence Nightingale Hospital in San Luis City
Tan estimates that Florence Nightingale Hospital (FNH) loses between 20 to 30 percent
of its staff nurses each year, mostly to Middle Eastern destinations. As opposed to trying to stop
nurse turnover as a result of nurse migration, Tan sees the cycles of turnover and migration as
beneficial to the nursing students, hospital, nurses, and the nursing profession:
Tan: Hopefully the turnover of nurses will be an opportunity to still grow. It will be like- okay, I was
asking of the staff nurses, “Okay let's try it. If I give you a salary of 50,000 [pesos] each what will
happen?” If I give 50,000 basic salary for all the staff nurses, what will be the effect? The effect will be
they will be staying here. There will be no one- The cycle in terms of turnover will be stopped. And you
can just imagine the global effect of this and in terms of the economy of the Philippines!
MP: What do you mean?
Tan: There will be no cycle and then in terms of the education, there will be less nurses who will be
enrolling in the nursing profession. Now there is thousands of nurses because they know there is a fast turn
over. That's why in terms of education in the nursing schools, there are a lot of enrollees. Still [despite
slowed migration] there is a lot of enrollees because there's a lot of hope in terms of turnover. They really
rely on this cycle. Can you imagine if you stop it because of higher salaries or because of salaries that are
comparable with the financial, ano, income that they would get abroad. It will have a total stop of the cycle.
[…] Let us not deprive all these new nurses to experience also that cycle. It's good. It's healthy in terms of
the profession.

As a result, Tan has implemented a series of policies to cope with nurse migration, including not
offering staff nurses a contract (so they are free to migrate), hiring more part-time nurses over
full-time nurses (to provide new nurses an opportunity to practice), and offering seminars for
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staff nurses on becoming a “nurse entrepreneur” to supplement their meager salary while in the
Philippines.
Miguel Abalos, owner of an exam review center and nurse recruitment agency
I immediately found Miguel’s frankness about the business of nurse production
refreshing. “Nursing is a product,” he says to me at the beginning of our interview about his
businesses. Miguel’s quote that opens the chapter illustrates not only the ubiquity of migrant
Filipino nurses around the world, but also identifies Filipino nurses as a global brand as
recognizable and popular as Coca Cola or McDonald’s. A returned migrant nurse, Miguel owns a
nurse recruitment agency that deploys nurses to the United States (US) and United Arab
Emirates (UAE), a nursing exam review center, as well as conducts acculturation seminars for
nurses headed to the US:
Miguel: [The price I get paid] differs depending on the hospital, the type of nurses they’re looking for. So
I’ll give you a sliding scale. We could charge an employer between 2000 US dollars service fee from the
start until deployment. Now remember, this is about two years (between a nurse signing a contract and
deployment), meaning to say we have to spread out that money to be able to keep the company running for
two years while we’re grooming the nurses. So usually the payment term is 50 percent, now, 25 percent
later, and 25 percent upon deployment. Larger institutions with deeper pockets with larger recruitment
budgets we were able to charge a little bit more, up to 5000 US dollars. But we need to only find nurses
from large tertiary institutions. And they will name us the hospital. They must only come from St. Luke’s
Medical Center, Medical City, Asian Hospital, Makati Medical Center, Philippine Heart Center.
MP: So they do their research on their end.
Miguel: Yes, they are very intelligent consumers. They know exactly what the prime hospitals are in the
Philippines. “We don’t want anybody from a little community hospital.” Because they know the training is
different, they know that person’s personality might be different at a little provincial hospital.
MP: What about [Region A Medical Center (RAMC)]?
Miguel: We were actually able to get people from [RAMC] because it qualifies as a tertiary hospital. But
we, as a company, provided a lot of acculturation program before they left. [Our sister company] (also
owned by Miguel) offered- it’s not really free, it’s an acculturation program for three months and we tag it
into the money [the US employer] sent to us to spend on behalf of the nurses. So part of that money goes to
my other company in payment of the three months training with four different modules: advanced clinical
skills, personality development, professional issues we bring to them, things that are American but not
Filipino like HIPPA compliance, and last but not least, cultural competence.

The following is an ethnography of the production of nurse migration out of the
Philippines, and the preceding vignettes attempt to illustrate the dispersion of these sites of nurse
production: the local and transnational household, the school, the hospital, and the businesses
12

that profit from the production and migration of nurses. In addition to documenting nursing
students’ and nurses’ diverse experiences of choosing to pursue a career in nursing, training and
migration, I attempt to articulate sites of nurse production within a provincial community, as they
prepare nurses for transnational migration. In the Philippines, in the context of a long history of
labor migration and institutionalized migration, migrant nurse production includes not only
college degrees, professional licenses and visas, but the mobilization of resources for
participation in a costly (and somewhat risky) endeavor, construction of particular subjectivities,
and the creation or maintenance of a local environment that spurs migration through inadequate
employment opportunities, compensation and a lack of security, as well as imagined
transnational lives and futures. Although the experiences of students, nurses, their families and
other stakeholders are central to this ethnography, their stories are embedded within historically
patterned nurse migration and larger political-economic context, in which the roles of the state
and migration industry are foregrounded. In this first chapter, I introduce the phenomenon and
study of transnational nurse migration, situate this research theoretically, discuss my research
methodology, and introduce the study participants.
Understanding nurse migration: the literature
Growing nursing shortages, inequities, and market imbalances
Nursing scholars and health planners have identified nurse migration as a global health
priority (Chaguturu & Vallabhaneni, 2005, WHO 2006, Dovlo 2007, Garrett 2007, Mackey &
Liang, 2012). The World Health Organization (WHO) estimates that there is a global shortage of
4.3 million health care workers (2006). Health care workers and shortages are inequitably
distributed, with health care laborers concentrated in higher-income countries, and the burden of
shortages being most acutely felt in lower-income countries.
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Higher-income countries, including the US, United Kingdom (UK) and Canada, have
had, in market terms, a higher demand for health care workers that has not been satisfied
domestically, and have imported such labor. In the US, for example, approximately 10 percent of
nurses and 22 percent of physicians are foreign educated (Cooper & Aiken, 2006, p. 66),
although in some hospitals, foreign trained nurses constitute 60 to 70 percent of the nurses
(Nichols 2006, p. 13). Projected shortages in the US will likely require a long-term need for
importing nursing labor from abroad. The US Department of Health and Human Services
(USDHHS) reported that in 2000 there was a shortage of 110,000 nurses in the US, and that by
2020 the shortage would grow to 800,000 (U.S. Department of Health and Human Services
2002). More recent research has calculated a deficit of more than 900,000 nurses by 2030, with
the greatest shortages in the southern and western states (Juraschek, Zhang, Ranganathan, & Lin,
2012).
Health planners and nursing scholars who study global nursing shortages and migration
pay special attention to imbalances in the US’s nurse workforce. The US’s nurse workforce is the
largest in the world with its 3 million nurses comprising one fifth of the world’s nurses. Thus,
small imbalances in supply and demand in the US exert a pull on the global pool of nurses
(Aiken 2007, pp. 1299-1300). US nursing shortages (see 2007, World Health Organization 2006,
Chan, Tam, Lung, Wong, & Chau, 2013, Donley et al., 2003, U.S. Department of Health and
Human Services 2002, Staiger, Auerbach, & Buerhaus, 2012) create or exacerbate shortages
around the world. Approximately 80 percent of internationally trained nurses in the United States
are from lower-income countries (Aiken 2007). The other 20 percent hail from high-income
countries—UK, Canada, other Western European countries—that are thus both sending and
receiving countries (Little 2007, Pittman, Aiken, & Buchan, 2007. When the US lures nurses
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from developed countries, those developed countries also have to import health care workers
from developing countries. Buchan (2006) reports that approximately 40 percent of new nurses
entering the workforce in the UK are internationally trained. Thus, there is a domino effect, in
which shortages in the US aggravate shortages in other developed countries, and those countries
most severely affected are those that experience the biggest exodus of their health care
professionals—developing countries (Cooper & Aiken, 2006). In fact, some African and
Caribbean countries suffer from the most acute shortages because transnational migration outstrips annual production (Connell, Zurn, Stilwell, Awases, & Braichet, 2007, Denton 2006,
Dovlo 2007, Kalipeni, Semu, & Mbilizi, 2012, Yan 2006). As Buchan (2001) notes, when the
US imports nurses to resolve their shortages, they “export the shortage elsewhere” (203).
While the need for nurses is high and the projected demand for nurses remains, the
worldwide recession that began in 2007 and immigration retrogression has impacted the nursing
labor market in the US (Baxter 2012, Ostrow 2012) and opportunities for migration in source
countries. During periods of increased recruitment and rapid out-migration, brain drain of
sending countries has been a significant concern. However, slowed flows out of countries with
large labor pools for export has created a different type of crisis—that of widespread
unemployment and deskilling of health professionals who cannot find suitable jobs at home or
employment abroad. Despite slowed migration to some developed countries, nurse production
industries survive in some exporting countries as nurses continue to migrate to other destinations.
Push/pull and brain drain: dominant frameworks in the literature
Many analyses of the causes of nurse migration have focused on rational economic
push/pull logic (World Health Organization 2006, Connell et al., 2007, Dovlo 2007, Dywili,
Bonner, & O'Brien, 2013, Habermann & Stagge, 2010, Kline 2003, Mejia 1978). Low pay, lack

15

of employment opportunities in source countries, poor and dangerous working conditions, as
well as low professional status are major “push” forces (Buchan et al., 2003). Political instability
is another push factor, particularly for nurses in sub-Saharan Africa (Kalipeni et al., 2012). Major
pull factors are the recruitment efforts by developed countries and higher pay and better working
conditions in receiving countries (Buchan, Parkin, & Sochalski, 2003). Neoclassical push/pull
theories of migration emphasize individual decision-making based largely on economic
disparities between countries (Bach 2007). However, migration is often more complex, involving
global political-economic policy, colonial histories, household decision-making and strategizing,
and transnational networks. This is not to suggest that the factors used in push/pull analyses are
irrelevant. However, patterned migration requires greater contextualization. In addition, nurses
do not uniformly respond to push/pull forces and the extent to which nurses are motivated by
particular forces requires local research (Alonso-Garbayo & Maben, 2009, Buchan, Perfilieva, &
Organization, 2006).
More recent studies have attempted to situate health worker migration in current political
economic contexts, and specifically, global neoliberal policies. Thus, while underinvestment in
nurse production in developed countries has been described by nursing scholars, causes of
underinvestment (and push factors) in developing countries might be better understood in
relation to neoliberal reorganization of the state as brought about by structural adjustment
policies that have shrunk national health budgets (Gaidzanwa 1999, Kalipeni et al., 2012). In
addition, structural adjustment has been accompanied by the growth of international
development projects, health initiatives and health nongovernmental organizations (NGOs) that
recruit nurses from local health systems (Dovlo 2007, Pfeiffer & Nichter, 2008). Moreover, as
will be discussed, exporting labor may be a vital part of a country’s development scheme, in
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which the state hopes to profit from the remittances sent back by its overseas migrant workers
(Barber 2000, Masselink & Daniel Lee, 2013, Tyner 1999, Xu 2007). Such is the case for the
Philippines.
Push/pull logic can also simplify patterns of multiple migrations and long-term plans
individuals and families make to eventually settle in a desired country. Chikanda (2005)
describes migration out of Zimbabwe as “being undertaken in phases” –from public to private
and rural to urban (171; see also Chikanda 2008, Gaidzanwa 1999). Multiple transnational
migrations over multiple years may be planned to get to one’s desired destination. While the best
and most skilled nurses may be recruited for work in the US or UK straight from a source
country, other lesser qualified nurses may migrate to the Middle East first to gain experience,
save money and prepare for foreign nursing exams before attempting to migrate to the US or
UK. Thus, for young Indian nurses, emigration to the Gulf is a stepping-stone to their “real”
future in the West (Percot 2006, p. 163). In addition, most of the literature addresses south to
north migration or migration from developing to developed countries, but intraregional migration
also occurs in sub-Saharan Africa (Chikanda 2005, Dovlo 2007, Kalipeni et al., 2012). Thus,
nurse migration is described as a “carousel” (Kingma 2007) rather than a simple south to north
flow. Movement between the public to private sector, from rural to urban locations, and between
multiple transnational destinations needs to be addressed in future longitudinal, multi-sited
research.
The negative impacts of the migration of health care professionals have been
conceptualized in terms of “brain drain” and the unequal economic investments made by source
countries for the production of health care professionals who migrate to the developed world.
Brain drain refers to the migration of a country’s most skilled and educated workers to the
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detriment of the sending country that is left with a less skilled or unskilled workforce. Indeed,
scholars refer to the recruitment of nurses from areas with critical shortages as “pilfering”
(Kalipeni et al., 2012, p. 154) and “poaching “(160).2
However, a focus on transnational brain drain obscures other causes of health care worker
maldistributions and the effects on both countries with shortages and countries with
“surpluses.” Localized brain drains occur as an outcome of macroeconomic reforms that have
weakened state health systems and contributed to the commodification of health care. For
example, nurses migrate from rural to urban areas, public to private service (Kanchanachitra et
al., 2011), and from national health systems to proliferating development NGOs resulting local
and regional maldistributions (Mackey & Liang, 2012, Pfeiffer & Nichter, 2008). In some
instances localized brain drains are precursors to transnational migration.
While scholars often point to unfilled nursing positions as evidence of brain drain,
vacancies are not always an accurate indicator of nursing shortages. Several countries specialize
in sending health care workers abroad and have well-developed training industries or programs,
including the Philippines, Cuba, and India. For example, the Philippines is often portrayed as the
model for overproducing and then exporting health professionals to receiving countries (Buchan
et al., 2003) to the benefit of the national economy. In fact, about 85 percent of employed
Philippines-born and trained nurses work outside the Philippines (Aiken, Buchan, Sochalski,
Nichols, & Powell, 2004, Buchan et al., 2003, Lorenzo, Galvez-Tan, Icamina, & Javier, 2007).
China, Korea, Indonesia, Vietnam, and some Caribbean countries are likewise in the process of
producing nurses for the foreign health care market (Brush & Sochalski, 2007, World Health

2

These accusations are also based in colonial histories and political economic relationships. Pittman et al. (2010)
found such language was only used to describe migration from source countries to Western countries (South to
North) and not from regional South to South (for example Botswana to South Africa) migration (which in some
places exceeds migration to Western countries).
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Organization 2006, Fang 2007, Khadria 2007, Salmon, Yan, Hewitt, & Guisinger, 2007).
However, many countries do not possess the resources to retain or create paid positions for much
needed staff. The paradox of nurse migration, is that nurse migration often occurs in countries
with large populations of unemployed nurses due to “lack of funds and/or sector reform
restrictions” despite a great need for nursing services (Kingma 2007, p. 1287). This is the case
for the Philippines, India (Gill 2011), and China (Fang 2007). This constitutes more of a “brain
waste” than a brain drain (Pang, Lansang, & Haines, 2002). Yet, little is known about the men
and women who train as nurses in order to migrate, but cannot pass exams, find jobs or find
themselves unable to migrate as a result of labor market fluctuations, immigration policies, or
other circumstances. In countries with a surplus, it is usually the most skilled and experienced
nurses that are recruited for work abroad, which undermines both the capacity of public and
private hospitals to provide quality care, and the capacity of educational and training institutions
to produce quality nurses.
Scholars argue that developing countries are subsidizing the costs of health care in
developed countries and have calculated the financial loss of training nurses who migrate
(Kalipeni et al., 2012, Kirigia, Gbary, Muthuri, Nyoni, & Seddoh, 2006, Mackey & Liang, 2012,
Yan 2006). These calculations do not account for numerous, other losses that undermine
development and health care capacity building: losses of health services, mentors for health
sciences trainees, functionality of referral systems, role models, public health researchers,
custodians of human rights, entrepreneurs, creators of employment opportunities, government
tax revenue, family stability, and the loss of a middle class, to name a few (Kirigia et al., 2006).
Ethnographic research is especially suited to attend to the broader effects of the migration of
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nurses all of whom are members of larger communities, including families, and perhaps the
middle-class, as well as integral to local health systems.
Sociocultural and political-economic studies
Increasingly, scholars have contextualized these flows in historical and politicaleconomic relationships and sociocultural systems, and attended to the other multiple effects of
nurse migration, even in countries with surpluses. Scholars have explored the role of colonialism
in creating patterns in both nurse migration and nurse production (Choy 2003, George 2005,
Solano & Rafferty, 2007, Tumulty 2001), noting that countries of desired destination and the
establishment of congruent training programs are geopolitical (Choy 2003, George 2005,Solano
& Rafferty, 2007).
A growing number of studies have examined the role of the state in health worker
migration (Bach 2007, Ball 2004, Kaelin 2011, Masselink & Daniel Lee, 2013, Onuki 2009,
Yeates 2009b). Sending and receiving states can explicitly and subtly stimulate migration
(Feldbaum & Michaud, 2010, Xu 2006), manage migration, create the demand for migrant
nurses (Kaelin 2011) and shape the experiences of migrant nurses (Ball & Piper, 2002, Kaelin
2011, Pratt 1999). On the sending side, policies to globalize the labor force through the
deregulation of the labor export industry impact citizens’ experience of the migration process as
necessary services and processes for migration become commodified, and responsibility for
procuring safe and legitimate employment abroad is shifted onto the migrant/consumer. These
policies are often at odds with other responsibilities of the state to protect its citizens (Ball &
Piper, 2002) and provide quality health care at home (Masselink & Daniel Lee, 2013). This is
discussed further in Chapter 2.
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A few other studies have explored nurse or women’s labor migration as it intersects with
gender, culture, religion3 and family, professional and social status. Women’s increased
participation in labor migration shapes and is shaped by gender relations. In some cases, female
labor migrants have been recognized as playing an important role in economic development
(Rudnyckyj 2004), though explicit recognition of their inclusion in national projects and
narratives is dependent on the type of labor and cultural understandings of women’s mobility. In
the Philippines, nurses are one of the higher status female migrant groups, as compared to their
compatriots who migrate as domestic helpers, nannies, caregivers, and entertainers. This is
owing to the religious and moral associations with nursing, as well as the fact that nurses are
skilled professionals holding four-year university degrees.4 As a result, nurses have been
explicitly enlisted in the project of national development by politicians and celebrated for their
participation in labor migration (see this chapter, below, and Chapter 2), in contrast to other
“unskilled” female migrants who—by virtue of their transnational migration away from their
families and in spite of their husbands’ migration away from family—have been accused of
branding the Philippines as a nation of maids (see Palma-Beltran & Rodriguez, 1996) and
blamed for a host of social ills (such as adolescent drug use and delinquency, teen pregnancy,
and divorce) that are popularly (and unfairly) associated with specifically female migration. In
contrast, Indian migrant nurses’ sexuality is scrutinized, equating their mobility with loose
3

While not discussed in-depth here, several scholars of Indian nurse migration have noted the importance of
religious congruence between British nursing’s Christian foundations and Christians in Kerala in developing the
nursing profession in India. Christians in the state of Kerala were more easily recruited to nursing during
colonialism due to religious norms that restricted Hindus and Muslims from doing polluting “body work” (WaltonRoberts 2012, p. 177; see also Gill 2011, Percot 2006, Percot & Rajan, 2007), and because nursing's Christian
foundation established in India during colonization (George 2005, Percot & Rajan, 2007). As a result, Keralites
compose approximately 90 percent of the nurses in India (Nair & Percot, 2007).
4
However, the boundary between unskilled and skilled leaks, and an emphasis on the migration of “skilled” women
may neglect and devalue the skills and background, and potential of “unskilled” female laborers, as many of these
women—at least in the Philippines case—also possess four-year university degrees and are overqualified for the job
they will do; in fact, many nannies and caregivers in Canada are actually licensed nurses (Pratt 1999). In addition,
migrant nurses working in some countries or in certain employment situations have experienced or are vulnerable to
abuse often associated with women’s unskilled labor.
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morals. Thus, “the contribution of Indian female migrants to India’s development tends to be
muted, or cast as a problem that the state needs to manage” (Walton-Roberts 2012, p. 185).
Walton-Roberts (2012) notes that in this way, “unskilled and skilled female labor migrants are
bound together” (185). This contrast in popular perceptions of nurse migration in India and the
Philippines illustrates the need for local and contextualized research.
Several studies, many of which have focused on Indian nurses, have attended to gender
relations in the household and community. Sheba George’s ethnography When Women Come
First (2005), examines the household and community effects of Keralite women’s skilled
migration to the US as nurses, in which case men come as dependents—a new phenomenon that
upsets traditional gender roles. She found that Indian husbands migrating as dependents of their
nurse wives were threatened by their wives’ status as breadwinner and attempted to reinforce
gendered roles and hierarchies through local and religious communities upon arrival in the US
George (2005). Walton-Roberts (2012) has briefly described the effects of Indian nurse
migration on marriage patterns and prospects, arguing that nurse migration perpetuates elements
of patriarchy, as men and their families have come to view nurses as attractive mates because
they will provide their own dowry and may provide the man with ticket abroad.
In addition to George’s (2005) ethnography, only a few studies have explored the role of
the family in nurse migration or the effects of nurse migration on the household. Percot (2006)
and Nair and Percot (2007) found that Indian migrant nurses had a higher status within their
extended in-law families as significant financial contributors to the household economy, and
even were able to exert greater autonomy from their in-laws by establishing nuclear households
with their husbands. On the other hand, women who worked abroad and supported their in-laws
while their in-laws raised their children often felt “exploited” (Percot 2006, p. 23). Ronquillo et
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al. (2011) collected oral histories of Filipino migrant nurses to Canada that foreground family
expectations and filial duties as stimulating nurse production and migration. In contrast,
Constable’s (2004) study of Filipino domestic helpers explores the ways in which migration can
be an escape and that family roles (e.g., a mother who migrates to provide for her children) can
legitimate otherwise unacceptable actions for a daughter/mother/wife.
Situating the present study
I began studying Filipino nurse migration in 2004, as I prepared to conduct my Master’s
research among immigrant Filipino nurses in the Chicago area. At the time nurse migration was
booming and the literature—dominated by the fields of nursing and human resources planning—
largely focused on the causes (rational push/pull theory) and effects (brain drain) of migration.
Choy (2003) and Le Espiritu (2003) illustrated the historical (Choy) and cultural and political
economic (Le Espiritu) context of Filipino migration to the United States. Collecting narrative
histories of Filipino immigrant nurses for my Master’s research provided me with a much deeper
understanding of the complex relationships and obligations, contradictory emotions, and
transnational ties that are both emotional and financial, and of a phenomenon that is as much—if
not more—personal as it is professional.
Very broadly, in this study I trace the processes of nurse production and migration and
seek to understand nursing students’, nurses’, and their families’ experiences of navigating these
processes and industries. I was primarily interested in the local and transnational household as a
site of production and from which migration occurs, as well as the role of the state in
encouraging, managing, and facilitating nurse migration. Beyond providing an in-depth,
ethnographic study of stakeholders’ experiences of nurse production and migration, the present
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study articulates with the literature on global nurse care chains, women’s labor migration, and
transnational governmentality.
Global Nurse Care Chains
The present study builds on the literature that has used the concept of global care chains
in order to understand care labor migration. Nurse migration, as part of care labor migration,
contributes to the feminization of migration, as women make up the great majority of nurses and
nurse migrants worldwide. Like other female labor migrants, nurses also leave behind families
and pass care labor onto eldest daughters, parents, and housemaids. As such, nurse migration
entails the extraction of both health and family care resources from developing countries. In
theorizing about the global distribution of care labor, Hochschild (2000) loosely adapts Hopkins
and Wallerstein’s (1986, 1994) concept of commodity chains in which goods pass through
various nodes and processes in their production and distribution within the world system .
Global care chains illustrate the way that care is inequitably distributed globally, whereby
emotional surplus value is distributed among families in the developed world, while those “lower
down the class/race/nation chain do not share the ‘profits’” (Hochschild 2000, p. 134). Salazar
Parreñas (2005) likewise refers to “care resource extraction” or “the systematic withdrawal of
care from poor nations to rich nations in the global economy” (14). The global nurse care chain
(GNCC) might be conceptualized as a hierarchy in which nurses migrate from the “poorest
African and Asian states and the relatively small and poor island states of the Caribbean and the
Pacific, to the developed world, culminating in the United States” (Connell & Stilwell, 2006, p.
2006, see also Connell 2008). Here, class inequalities and gender are central, as most caring
labor is done by women.
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Yeates (2004, 2004a) has offered a feminist revision of Hochschild’s (2000) global care
chain concept (based on commodity chain and global value chain analyses) appropriate for the
production of services that includes: making reproductive labor central and the household as a
site of production; embedding global care chains in a historical context (Yeates 2004a);
incorporating skilled, semi-skilled and unskilled care labor, care work in institutional and
household settings, and different types of families and household arrangements; and utilizing key
concepts of commodity chain analysis—namely, the structure of inputs and outputs, territoriality
and governance (Yeates 2004b). In the present study, I use the concept of GNCCs to understand
nurse production in and migration from a provincial city in the Philippines. As a more local
GNCC analysis, the present study traces the production and provision of nursing care labor
through the family and local (and transnational) household, to formal training and nursing
experiences in educational and health institutions, and through other encounters with state,
private, and international agencies that facilitate and shape the experiences and subjectivities of
migrant nurses. From a systems perspective, I attempt to understand the relationship between
production and migration industries and the role of the state in managing these industries. By
utilizing ethnographic methods I attend to the experience of nursing students and nurses (and
their families) as they navigate these (largely) privatized industries. As such, this ethnography is
case study of the ways that a legacy of transnational migration and the global labor market for
nurses affects the local production of nurses and their out-migration.
A GNCC perspective foregrounds a nurse’s role in the household, wider kin network, and
local and national community. Transnational nurse migration, as a process of globalization, is
constituted through specific bodies “situated within social and economic processes and cultural
meaning” (Freeman 2001, p. 1010). Ong (1991) has drawn attention to women laborers as
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subjects “shaped by the intersection of state agencies, the local workings of capital, and already
configured local power/culture realms”, and has noted that key in the arrangement of power
relations is their status as “daughters/young women” which is “linked to domination by family,
industry, and society” (296). While Ong is referring to women laborers in manufacturing, gender
and family are mobilized in similar ways for the production and management of women as health
care migrant workers. In other words, gender relations and ideologies are central at every node in
the GNCC (Ramamurthy 2004) affecting the everyday lives of nurses in myriad ways (Leslie
2012).
Although subjectivities are shaped by family, industry, state and society, and gender
relations and ideologies are key in subjectivity formation, Ong’s conceptualization leaves little
room for understanding women’s roles, and actions in terms of their affective bonds, which,
although socially and culturally constructed, are real, meaningful and often valued by women
(and their kin). The mobilization of these affective relationships and its effects are varied,
contested and contradictory. In a similar vein, some have critiqued global care chain analysis for
neglecting women’s agency (Lutz 2002; Mckay 2007). Two dominant and competing discourses
appear in the review of the literature on women’s labor migration: 1) the representation of
women migrants as victims in both popular and academic circles; and 2) the strength of ties to
family, homeland and diasporas and their financial impact. Both discourses may simplify the
complex phenomenon and diverse experiences of participants. In fact, Barber (2000) and McKay
(2007) note that migrant women and their families’ experiences of migration do not match the
popular and academic discourses of victimized female migrants.5

5

In a more recent publication, Yeates (2012), too, makes this critique of global care chains’ tendency to portray
women as immiserated, noting that many are from middle-class families, and hold professional positions prior to
their migration (49). Yeates (2012) views both structure and agency as components of the global care chain.
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Arthur Kleinman’s (1999) discussions of “local moral worlds” and Raymond Williams’
(1978) concept of “structures of feeling” provide a way to understand the micropolitics and
emotions that are central to nurses’ and nursing students’ narratives. Kleinman (1999) reminds us
that despite the influence of global forces, everyday life is guided by “what is locally at stake”
(70), that within local moral processes, values are negotiated intersubjectively (71), and that
values, experiences and emotions are shared and felt among individuals and those within their
networks. Attention to “structures of feeling” refocuses the study of nurse migration in terms of
the felt, affective and embodied experiences and tensions that “lie beyond or be uncovered or
imperfectly covered by, the elsewhere recognizable systematic elements" (Williams 1977, p.
133). Attending to structures of feeling requires serious consideration of the cultural expression
of emotion in local worlds (Mckay 2007); the emotional experience of migration for all
concerned (Ryan 2008); differing senses of agency perceived by actors occupying different
social positions (Coe 2008); ambivalences expressed about becoming a nurse, family obligations,
the migration of a family member, or returning “home” (Constable 2004); and narratives that
don’t fit stereotypical discourses (Barber 2000).
Analyses of systems and networks of nursing production and processes of migration must
attend to the complex and contradictory experiences, narratives and emotions of participants in
this process, and ethnography is particularly well suited to exploring these embodied and felt
experiences. While Yeates (2009) has articulated the nodes in the GNCCs in various places
(including the Philippines) and uses qualitative interview data to highlight personal experiences,
an ethnography—as an in-depth, grounded study—of nurse production and migration does not
exist. As I aimed to focus on the household as a site of production and from which migration
occurs, I asked, What is the role of the family in stimulating or encouraging nurse migration and
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how is the household affected by a nurse family member’s (a daughter’s, sister’s, aunt’s,
mother’s, wife’s) migration? How does the family mobilize resources for a member of the family
to train as a nurse? How do nursing students imagine their future selves and lives as migrant
nurses and members of transnational families? How are nurses socialized to be providers of care
for foreign patients? What other subjectivities are formed and facilitate nurse migration?
Usually studied as women’s labor migration or in terms of the effects of healthcare
worker migration, men’s roles in nurse migration have received less attention. To date, women’s
labor migration research has largely considered men in the course of examining the effects of
women’s labor migration on family and gender relations in the household. A key issue has been
whether women’s breadwinning increases their status in the household, leads men to take up
routine household and childcare responsibilities, and/or effectively challenges traditional gender
roles. Research has generally shown that this is not the case. Salazar Parreñas (2001; 2005)
found that migrant women from the Philippines continue to be responsible for managing the
household from afar, and that men migrate abroad or locally—sometimes in an attempt to avoid
becoming responsible for household labor—and pass household labor onto daughters or other
female kin. Here communication technologies may aid in the maintenance of traditional gender
roles when women migrate. Men who—in the absence of local employment—do become
“househusbands” may experience enforcement of traditional gender roles by in-laws (Pingol
2001) and may assert their masculinity in alternative ways—drinking, smoking, or gambling
remittances away (Gamburd 2008, Pingol 2001). In the following study, I explore the ways in
which nurses and students negotiate their personal desires, professional goals, and (gendered)
social obligations as mothers, daughters (and sons), and wives.
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Men also play key roles in nurse migration as nursing students and migrant nurses in their
own right. Few studies have examined men as migrant nurses and providers of technical and
affective nursing labor. In the Philippines, opportunities for migration have attracted men to the
nursing profession. Although nursing is still highly gendered, approximately 30 percent of
nursing students are men in the Philippines. As of yet, there have been no studies that examine
the formation or performance of masculinity among male nursing students and nurses who study
or work in a caring profession in contexts where care is perceived as a natural quality of
femininity. Nor have there been studies to compare how gender ideologies are differentially
mobilized by the family and state to stimulate and/or manage nurse migration.6 More broadly,
migration opportunities available to nurses challenge the common (gendered) vocational
narrative of career choice of both male and female nurses. While I do not systematically compare
male nurses and nursing students to their female counterparts, males are included in the study
population as they made up a significant portion of students and nurses. In general, I found that
male and female nursing students perceive—as sons and daughters—similar obligations to their
parents.
Raghuram (2012) has questioned whether global care chains are too unidirectional,
portraying care worker production and migration as a simple, tidy process. Indeed, nurse
production and migration sometimes involves circuitous movement between nodes (Kingma
2006). The present study attempts to illuminate nurses’ and nursing students’ indirect and
circuitous movement through and between nodes in the processes of production and migration,
as a result of inadequacies in training, state bureaucracies, changing state policies, and/or
changes in the labor market.

6

Though see Romina Guevarra 2006 and Tyner 1999 for an examination of gendered migration from the
Philippines.
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Heeding Yeates’ (2004a) call for study of the governance of GNCCs and interested in
Ferguson and Gupta’s (2002) concept of transnational governmentality, I intended to study
government as dispersed throughout state and private production and migration agencies, as well
as local and transnational organizations advocating for and supporting Filipino migrants: How is
nurse production and migration managed and governed throughout the care chain? How are
nurses managed as Filipino citizens and non-citizens living abroad? How are nursing students
and potential migrant nurses socialized to be the breadwinners of the transnational households
of which they are a part? While Foucault’s concept of governmentality privileged independent
states, government is increasingly organized on a transnational scale (Ferguson & Gupta, 2002),
and might include international agencies, government agencies, private transnational companies
and transnational NGOs, as well as transnational families and individuals. Several studies on
domestic laborers in Southeast Asia have examined agents in a systems of transnational
governmentality, including state-sponsored NGOs providing pre-departure training for
“vulnerable” categories of female overseas Filipino workers in the Philippines (Romina
Guevarra 2006), private human resources recruiting and training companies in Indonesia
(Rudnyckyj 2004), and transnational NGOs providing support and protection to and advocacy
for Filipino overseas Filipino workers in Japan (Ball & Piper, 2002). An analysis of transnational
governmentality in nurse production and migration implicates agencies of the state, nursing
education institutions, public and private health institutions, private exam preparation services,
licensure and exam agencies, transnational recruiting or employment agencies, trade unions, and
local and transnational NGOs providing information, support and/or advocacy in the absence of
state protection of its overseas populations.
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Both the family and state attempt to manage migration and its effects. In order for outmigration to benefit the state and family, labor migrants must remain political subjects of their
country of origin, and emotionally and financially connected to the kin they leave behind. Of
course there may be other stakeholders that hope to benefit from the migration of nurses who, in
addition to being members of a (transnational) household and citizens, are alumni of schools and
former employees of hospitals. Although state economies have been denationalized through
transnational and global movements of capital, the transnational movement of people has
resulted in the renationalization of politics (Sassen 1996). Thus, immigration discourses and
practices become key sites to examine renationalization and sovereign control. Sassen (1996)
attends to the ways labor-importing states, despite their need for labor as a result of their
globalizing economies, continue to engage in differential inclusion into the host nation,
particularly by limiting citizenship. However, labor-exporting countries are also engaging in
renationalizing political discourses and practices by interpellating (Althusser 2006) their
overseas populations as national populations (Basch, Schiller, & Szanton Blanc, 1994, Schiller,
Basch, & Blanc, 1995), making claims of sovereignty over their emigrants “through consent
rather than coercion” (Gamlen 2008, p. 847). For example, when addressing a group of overseas
Filipino workers in Hong Kong, President Cory Aquino called them the “mga bagong bayani” or
“new heroes.” Transmigrants may also be interpellated and citizenship established through the
emotions, such as guilt (Ho 2009). State power can be dispersed and subtle, working though
intimate relationships, cultural and social conventions that structure relationships in a variety of
contexts (the workplace, the school, the community, the family).
In the end, I limited my study of transnational governmentality to the work—beyond the
parameters of the state—of family and clinical instructors in teaching nursing students how to
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become good daughters, mothers, wives, and Filipino citizens. Although this ethnography is
multi-sited as I trace nodes in production within a community and processes of migration
between San Luis City and Manila, my focus is largely on the household, school and local health
care institutions. A wider, transnational scale project would allow greater inclusion of the
dispersed institutions that might compose a network of transnational governmentality. With
regard to production and stimulating a desire to pursue a career in nursing and to migrate, I found
the role of the local and transnational family and processes that occur within the household
and/or context of close family and friends (exposure to Western media/goods through a legacy of
transnational migration) to be stronger than the role of state, private agencies, or NGOs. As will
be discussed in the last chapter, the state benefits from nurse migration and encourages it through
neglecting health care needs in the country, including the needs of critical health care workers.
But nurses are not much influenced by state rhetoric to migrate. Likewise, while they retain close
emotional and financial ties to family in the Philippines even after migration, and express a
strong affection for their homeland, they are highly critical of the state that bureaucratically
manages migration, rhetorically celebrates their financial contribution to the country, but profits
from their personal sacrifice. In other words, my data did not demonstrate that migrant nurses
remit as a result of state discourse, though the state greatly profits from the long-distance and
enduring familial relationships that facilitate such remittances.
Finally, between my Master’s and my Ph.D. fieldwork, nurse production and migration
was going through a radical shift as the global recession and US immigration retrogression
brought out-migration to the US and some other developed countries (specifically the UK and
Canada) to a screeching halt. As out-migration opportunities for nurses dried up, the booming
nurse production industry also began to struggle. Thus, I set out to document how shifts in the
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labor market and state policy affected nurses’ and their families’ during a bust period: What
happened to nurses who could not migrate? What about nursing students’ who were still in the
process of training? How did migration and production industries respond to a changing
market? How are community health institutions affected by shifts in the global labor market for
nurses? This study would fill a gap in nurse migration research that had only documented and
cautioned against the effects of rapid out-migration.
Studying nurse production and migration in San Luis City, Philippines
While there are probably many ideal locations for a study of nurse production in and
migration out of the Philippines, I chose San Luis City (SLC) as the primary site because of its
size, the presence of several health and education communities within which I could integrate
and recruit participants, and because I had made connections with several institutions willing to
support this research in SLC while conducting exploratory research the previous year. SLC is a
center for nursing training in Region A as it is the location of four private colleges/universities,
each offering a four-year Bachelor’s of Nursing Science degree, as well as the regional tertiary
hospital—Region A Medical Center (RAMC). Although Manila is the center of migration
activities and home to countless nursing schools, it was not chosen as the primary field site
because of the difficulty integrating into a large, anonymous urban community, and because I
was interested in studying nursing production in the Philippines provinces. A systematic
community-based study of nurse production and migration in Manila would not have been
possible (given time and resources) given its size, number of education and health institutions,
the wide dispersal of students away from their families, and the practical difficulty of navigating
the vast, sprawling city. Research in a small community allowed me to better understand the
relationships between institutions and the significance of nurse migration in the context of local
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health needs. Thus, the present study is an ethnography of nurse production in a provincial
community attracting students from Region A. Much is made of the differences between urban
and provincial nurses—in their dispositions, their desirability to employers abroad, and their
access to migration opportunities.7 Regardless of such perceptions, provincially located schools
are training thousands of nurses each year, most of whom intend—or hope—to migrate out of the
Philippines after graduation. While, the present study does not systematically evaluate the
relationship of rural to urban migration as a precursor to transnational migration, I document the
geographical dispersion of the global nurse care chain through provincial nurses’ temporary and
repetitious movement between SLC and Manila, as they seek employment, temporarily relocate
to Manila by staying with relatives, or commute to Manila for day trips for interviews with
recruitment agencies and to complete and submit necessary paperwork. Thus, I also spent
approximately a month in Metro Manila to gather data from government and recruitment
agencies located there and better understand the process of migration. In this way, this
ethnography attempts to explore the ways that geographical and professional peripheries are
incorporated into major migration streams (Raman 2012).
SLC is in the heart of Region A8 of the Philippines. Region A is located on the largest
island of the Philippines—Luzon—and is largely agricultural with rice, coconut and bananas
being the top three crops. SLC, located in Province B, is the second largest urban center in
Region A with a population of more than 150,000. From above, the province looks like a
patchwork quilt of mirrored rice fields and green fields of fruit trees. On the ground, SLC is a
densely populated and bustling metropolis divided into 27 barangays (districts or

7
8

These perceptions are addressed in Chapter 6.
In accordance with IRB, I anonymize both research participants and the field site.
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neighborhoods9). Of the 17 regions of the Philippines, Region A ranks near the bottom in terms
of average annual family income. Average annual income in 2006 was P152,000, which was
equivalent to about USD3,167 in 2010. Table 1 shows the distribution of Region A households
across five income groups.

9

A barangay is the smallest administrative unit in the Philippines, and is essentially a neighborhood or district
headed by an elected barangay captain.
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Table 1. Number of families in each income class in Region A in 2009 (Philippine Statistics
Authority 2011).
Income class:
Under
40,00060,000100,000250,000+/year
40,000/year
59,999/year
99,999/year
249,999/year
Number of
130,000
45,000
353,000
396,000
145,000
families

Yet, SLC had seen a small economic boom in the couple years prior to fieldwork, as it had
become a major tourist destination for domestic and international tourists. Specifically, the
construction of a sports complex, large modern mall, swanky four-star hotel and an ocean resort
area10 outside the landlocked city has drawn tourists for vacations, international sports
competitions, and professional conferences. Likewise, the annual festival of the Catholic
patroness of Region A in September draws thousands of tourists, residents and former or migrant
residents of Region A back to SLC to celebrate with family and friends. Thus, when I conducted
fieldwork during 2010, in the midst of a global recession, many residents of SLC told me that
they had been little affected by the recession crippling the US and Europe that they were reading
and hearing so much about; in fact, most perceived SLC to be growing economically.11
I solicited the participation of many institutions in the SLC community, including the
educational institutions that offered four-year nursing degree programs (n=4), private and public
health institutions (n=2), and privately-owned exam review centers (n=2). According to local
convention, I submitted letters of introduction and intent—one written by my advisor Mark
Nichter, and one written by myself—and met in person with administrators or business owners to

10

Province B and SLC also gained notoriety when this resort area was used as the location for the taping for the
reality show franchise Survivor, for shows that aired in Europe and the Middle East.
11
Of course, economic growth in SLC, like the rest of the Philippines during the recession, is also rooted in
remittances of OFWs and the Filipino diaspora. Despite economic hardships, Filipinos abroad increased their
remittances to family in the Philippines (instead of decreased them, as was expected) and helped the Philippines
weather the financial storm (World Bank 2011). Despite an overall increase in remittances, nursing school
administrators attested that some students had to drop out of nursing school because their relatives in the US had lost
their jobs and had to decrease or stop remitting money to family in the Philippines.
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discuss the research questions, methodology and answer questions. Most institutions welcomed
me onto their campuses, and allowed me to observe, and recruit participants for in-depth
interviews and written surveys. Interviews were also conducted with administrators and
business-owners as they, too, constituted key stakeholders in the processes of nurse production
and migration. These institutional relationships were crucial to the study in that they allowed me
to meet and recruit the target populations of this study. Chapter 2 explores the healthcare and
education landscape in SLC and provides greater detail on these institutions.
While I spent most of my time in SLC, I spent a month in Manila, a center of migration
activities, to better understand the process and costs of nurse migration, as well as the
perspectives and practices of government and private stakeholders. While overseas recruiting
agencies exist in major cities in the provinces (including SLC), most are based in Manila, and
most nurses that I interviewed chose agencies in Manila and commuted to Manila to complete
agency requirements necessary for migration.12 Indeed it is not difficult to find agencies which
are often clumped together—around the Philippines Overseas Employment Agency (POEA) in
Mandaluyong, in the high-rise office buildings surrounding the international banks in the
business district of Makati, in the make-shift booths that line Rizal Park, and in small store fronts
intermixed with the “red-light” businesses up and down Mabini Street in Malate. However, I
found it difficult to recruit agencies for participation in this study. Because there were a total of
896 licensed land-based labor recruitment agencies13 in 2010, and because agencies were not the
primary focus of this study, I did not attempt to recruit a random, representative sample. Instead,
I used the Philippine’s Overseas Workers Welfare Administration’s (OWWA) list of agencies

12

This meant that nurses took the 12-hour overnight bus from SLC to Manila in order to fill out or submit
paperwork or to complete interviews during the day, and then take the overnight bus back to SLC to avoid incurring
additional lodging costs.
13
Another 382 agencies specialize in recruitment of sea-farers.

37

offering Pre-Departure Orientation Seminars for OFWs14 to solicit participation.15 This meant
that, having been certified by the OWWA to provide this mandatory training to OFWs, the
agencies selected were in good standing with the POEA and most likely legit. In other words, I
did not include unlicensed/illegal recruiters or agencies whose legitimacy was in question. While
letters of introduction and intent were submitted to solicit the participation to more than a dozen
businesses, none responded. Therefore, participation was ultimately solicited through in-person
inquiries to the business offices. During in-person solicitations I was met with great suspicion
and most were unwilling to disclose information about business practices or profits. Only two of
five solicited agencies agreed to participate.16 However, I also worked through the referrals of
friends and research participants who had relationships with these businesses. Through these
connections three more agencies agreed to participate. A total of five nurse recruiters were
interviewed for this research, including two operating in SLC. Participating agencies recruited
nurses to Saudi Arabia, United Arab Emirates, US, Australia, and UK.
Likewise, representatives of relevant government and professional agencies—including
the Department of Health (DOH), Department of Labor and Employment (DOLE), the POEA the
Commission on Filipinos Overseas (CFO), OWWA, Board of Nursing (BON) and the
Commission on Higher Education (CHEd), as well as the non-governmental professional

14
All OFWs are legally required to attend a Pre-Departure Orientation Seminar (PDOS) prior to migration. In
addition to being conducted by OWWA, private agencies are certified by OWWA to provide PDOSs. PDOSs
prepare migrants for departure and life abroad by educating them on how to navigate the international airport,
immigration and customs, how to manage their behavior, and relationships with employers and family at home
while abroad, who to contact in the case of abuse abroad, how to remit money through official channels, and how to
manage their finances and make good investment decisions. See Romina Guevarra 2006 for an analysis of PDOSs
for women migrants.
15
While I attempted to recruit from agencies located around Mabini Street in Malate and in the Makati business
district, I eventually favored those located in Makati due to their accessibility to my temporary residence, and due to
my personal discomfort recruiting from the seedier area of Mabini Street. On this street, expat labor recruiters,
foreign sex tourists (mostly from Japan, Korea, European countries, Australia and the US) and diplomats mingle
with migrant-hopefuls, and I often received unwanted attention from both business proprietors and foreigners.
16
The agency that agreed to participate was headed by an expat who was also suspicious of me, and did not agree to
our interview being audio-recorded.
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association Philippine Nurses Association (PNA)—were solicited through in-person inquiries to
government offices. In the end, I interviewed representatives from the POEA, CFO, BON,
CHEd, and PNA.
Methods
Written surveys
I designed a written survey, informed by interviews with college deans, clinical
instructors and nursing students, that contained both close-ended (discrete variables, Likert scale,
rank order list) and open-ended questions. The survey was designed to compliment in-depth
interviews with students by providing quantifiable data from a larger sample. In addition to
soliciting socio-demographic information about the student and his or her family, the survey
addressed motivations for studying nursing, plans after graduation, self and family expectations,
and perceptions of nurse migration from the Philippines.
Surveys were administered during July and August 2010 at the four four-year higher
education institutions in SLC that offer a four-year Bachelor of Science nursing degree. The
surveys were scheduled through the Deans of Nursing with the input of clinical instructors. One
section per level (first, second, third and fourth year) per school was selected to participate. In
addition, one section of first-year students enrolled in a “ladderized” nursing program17 (offered
through one of the four nursing schools in San Luis) were surveyed. Sections were selected
based on schedule, availability of time, and clinical instructors’ willingness to allow the surveys.

17
“Ladderized” nursing programs are designed to students who intend to migrate and who anticipate difficulty
finishing a four-year degree program due to financial difficulties (e.g., can no longer afford tuition) or family
responsibilities (to financially provide for family as opposed to being in school). Ladderized programs provide a
professional certificate or opportunity for professional licensure at the end of each year (caregiving, nursing
assistant, midwife, and, after completion of the fourth year, a Bachelor’s of Science in Nursing) so that students who
have to stop midway through the program leave with skills to get a job in the Philippines (midwifery) or abroad
(caregiving, midwifery). Tuition for the ladderized program is more expensive than the traditional BSN.
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Each section represents a more or less random collection of students. Therefore, the survey
represents a random selection of nursing students in SLC.18 A total of 618 nursing students were
surveyed.19
The survey was read out loud and questions were clarified for students as needed.
Financial independence from parents, remittances or “receiving money from abroad” (including
tuition or money for nursing school expenses), the difference between a loan and a gift (for
example, from relatives), the categorization of seamen as “working abroad” (even if students did
not know where their seamen-relatives were currently located), requests for students to parse out
who chose nursing or who influenced the choice, and requests for specificity in occupation if
relatives were “OFWs” were all points of clarification I made for students during the survey.
Despite efforts to minimize confusion of survey questions, individuals still responded
inconsistently and/or misreported information according to the directions. For example, in a
question asking students to list the individuals remitting to them or their household, I explained
that remittances received from abroad would include those individuals who are working abroad
and are paying for or contributing to a student’s nursing school expenses. However, many
students reported that they or members of their household do not receive remittances from
abroad, but later listed that a relative overseas is paying for their nursing school expenses.
Responses to key questions like these were cross-checked. For the purposes of this study,
18

However, the survey sample sizes are not representative of the actual enrollment of students in nursing schools.
Specifically, the distribution of students across levels in the survey is not a proportional sample of the population of
students in each level due to decreasing enrollment at the time of fieldwork. In some cases, schools only had one or
two sections of first-year students; as a result half of the students were surveyed. However, among fourth-year levels
composing many more sections, a smaller proportion of these students were surveyed. However, achieving a decent
sample size of each level was prioritized over achieving proportional representation.
19
In accordance with IRB policy, students were consented as a group after I read the consent form aloud, allowed
them the opportunity to ask questions and provided instructions for the survey for those that wished to participate.
Students were reminded that while the institutions allowed me to ask them to participate, their individual
participation is voluntary and there are no consequences for not participating. Few students chose not to participate.
All students, both participating and not, and instructors were offered a snack during the survey, as a small token of
my gratitude.
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remittances include any money sent back by family or friends abroad, whether the money is
spent on food, bills, buying property, developing a business, or expenses related to education of
members of the household. Thus, when entering this data for later analysis, I went back to the
earlier question on remittances and included the individual paying for nursing school expenses as
someone who is sending money to the student or household from abroad. Other examples of
inconsistencies in survey data were indicative of the complex dynamic between Filipino culture,
the family, and the individual, and will be discussed further in Chapter 3.
In-depth interviews
In-depth semi-structured and unstructured interviews were conducted with stakeholders
in the process of nurse production and nurse migration, including: nursing students, parents of
nursing students and/or nurses, clinical instructors, deans of colleges of nursing, nurses
(employed and unemployed), family members of migrant nurses, returned migrant nurses, nurse
entrepreneurs, representatives of exam review centers and transnational recruiting agencies, and
agents of the state. In-depth interviews were semi-structured or unstructured, in which I used
specific topics and questions to guide a conversation, but also allowed our conversation to
meander to other topics considered relevant or important to the interviewee. Interviews were
audio-recorded if the participant consented.
Nursing students were recruited through several methods. Flyers with take-away contact
information—specifically an email address—were hung in the colleges of nursing at several
schools. While the take-away contact information was rapidly ripped off of the flyer, I received
little response from this method of recruiting. At the time of the written surveys with students, I
also recruited students for interviews by briefly explaining the methodological differences
between surveys and interviews, while emphasizing that the participation in interviews—like the
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survey—is voluntary. Some students who volunteered were eager to practice their English with
me. On more than one occasion, it became clear that the students were also using the interviews,
which happened outside of their class-time in a public location (sometimes on the school’s
campus, and sometimes at a café) as a way out of the house—an opportunity to hang out with
friends (“jamming”) or meet the boy- or girlfriends that they were otherwise forbidden to see.
The interview with me became the excuse to parents for the need to leave the house. On some
occasions, students requested to be interviewed as a group. I agreed to this because I had
originally planned to conduct focus groups with self-selected groups. However, after I conducted
one focus group, I found that the conversations were deeper and data was richer when I
conducted one-on-one interviews, as a focus group format changed the questions that I asked.
Thus, I encouraged private, one-on-one interviews, but still conducted focus-groups (three or
more participants) and interviewed two participants together when participants expressed that
preference.20 In total, I conducted two focus groups, and interviewed participants in pairs on a
handful of occasions.
Parents of nursing students were recruited through word-of-mouth. I came into contact
with parents through social interactions or through meeting parents who happen to work at the
schools through which I was recruiting. Often I was referred to a parent or a parent was referred
to me. In general, I did not interview the parents of the students I had already interviewed. While
parents often volunteered their children for participation, their children were not as interested in

20

In these few cases, students felt more comfortable interacting with me when a friend was present, and thus
preferred to be interviewed in a group or pair. Other students made a point to request private interviews or send their
friends away when we met up.
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participating. Likewise it was telling that students who I interviewed never volunteered their
parents for participation.21
Returned nurse migrants were recruited by word-of-mouth. Many returned nurse
migrants, if they are continuing to work in the field of nursing, work as clinical instructors in the
colleges. Some start businesses (for example nursing exam review centers), but few go back to
practicing nursing in the local hospitals. Thus, when I introduced my research to nursing school
administrators they often recommended that I solicit faculty members who had been nurses
abroad for participation. Two of the four nursing school deans had also worked abroad and were
interested in sharing their experiences with me.
I also solicited the participation of the three major hospitals in SLC, two of which helped
facilitate my research. RAMC is the largest public hospital in the region. Several smaller
hospitals serve SLC, including a public district hospital, and three private hospitals: Florence
Nightingale Hospital (FNH) the largest private hospital in the region having 250 beds, St.
Vincent’s Hospital (SVH) having 100 beds, and another “hospital” operated by a single doctor,
having only a couple beds and providing mostly obstetric and pediatric services. A six-story
modern medical office building was errected, intended to house local doctors’ private practices,
but was not yet operational during fieldwork. I concentrated research activities at the public
regional medical center (RAMC) and FNH because they were the largest hospitals, constituted
the base hospitals for the nurse training institutions in SLC, and their administrators were
receptive to my research interests. At both RAMC and FNH I interviewed the chief nurses and
some ward nurses, some who had decided not to migrate, some who were in the process of
21
In one case—at the request of the participants and against my urging—I interviewed an unemployed nurse and her
mother together. As I anticipated, the nurse seemed restrained in front of her mother, but their interaction during the
interview provided a glimpse into the prodding parents do to encourage their child to work abroad (discussed in
Chapter 3).
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migrating, and some who were working to gain experience to be eligible to migrate. I spent a fair
amount of time observing in the surgical ward at RAMC, where I observed the limitations of
nursing work and care and its affects on patients and nursing staff in an overburdened hospital.
Despite their growing population in the Philippines, unemployed nurses or nurses
working outside the nursing field were the most difficult to recruit for this study. Because I was
working through schools and hospitals, it was difficult to locate those nurses outside of these
networks. A few of these nurses were referred to me through friends. In fact, while everyone
knew an out-of-work nurse or a nurse who was now teaching science in a primary school or
working as a sales clerk at the local department store, these nurses had little interest in discussing
their situation with me. While high levels of nurse unemployment is largely due to changes in the
global labor market and/or immigration policies of receiving states, a nurse’s inability to go
abroad or even get a nursing job domestically is sometimes internalized and felt as a personal
failure. In fact, nursing students described the bleak prospect of unemployment after graduation
as “shameful” since their families had invested so much money in their education.
As I got to know clinical instructors at the various schools and nurses at the hospitals, I
learned that many of them are “in the process of migrating,” meaning that they have already
contacted a recruiting or placement agency, have filed necessary paperwork and are waiting for
placement and/or a visa to go abroad (though many keep this a secret). Some have already
completed the necessary interviews and/or signed contracts with employers in the United States;
they know the name of city to which they will be going, the name of the institution, and the
salary they will be receiving. These are the nurses that are “stuck in retrogression.” These
individuals were recruited for in-depth interviews as I got to know them through other research
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activities (participant observation in the classroom, administering written surveys, introductions
through friends).
Finally, I draw upon the numerous informal interviews I conducted. Because I was one of
only a handful of longer-term Western residents of SLC, I was often approached on the street
(walking through my neighborhood) or when engaged in non-research activities (visiting the
local hot springs and national park, riding in a tricycle or jeepney, attending a friend of a friend’s
birthday party, and so on). by people who wanted to know where I was from and what I was
doing there. When I would tell them about my project, almost everyone offered a story about a
daughter, a niece or nephew, a parent or an auntie who was studying nursing, had gone abroad,
or who would be returning from abroad later in the year for the local religious festival.
All interviews were conducted in English and the far majority of potential participants
were competent English-speakers. I found my language training in Filipino of little use in SLC.
For the most part, the residents speak a dialect of Filipino22 that is quite different from Filipino
and I was only able to master a rudimentary understanding.23 However, I rarely encountered a
problem communicating with SLC residents. Most people who attended primary and secondary
school in the last two decades are (nearly) fluent in English, even though I found that many
people underestimated their ability and (unnecessarily) apologized for their “bad English.” In
fact, it became clear that English-speaking was seen as a marker of class and intelligence and
young people harshly judged their peers (and clinical instructors) based on the size of their
vocabulary, pronunciation, and the common grammar mistakes often made by Filipino-speakers

22

I do not name the dialect in the manuscript in order to preserve anonymity of the research site.
Although I knew prior to fieldwork, that residents did not speak Filipino widely, I did not have the opportunity to
formally study the local dialect while in the US prior to fieldwork.

23
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speaking English.24 Regardless of class, participants used the local dialect to shift into informal
banter (and to talk about me while in front of me).
Nursing students and younger nurses preparing to migrate were especially keen to
practice their English with me. In fact, many students considered the experience of being
interviewed in English an incentive to participate. English is the official language of colleges and
universities. Hoping to prepare their students for a global labor market, instruction and business
within the school is supposed to be carried out in English. While nursing classes are supposed to
taught in English, I observed many classes that were taught in “Taglish”—a combination of
Tagalog (or Filipino) and English.25 The struggle over enactment of English-only policies are
evidenced by the many signs meant to encourage and remind students, faculty and staff: a sign
taped inside the walk-up window of the business office where students pay their tuition that
reads “English only please!”, posters in the halls of the nursing department that announce “This
is an English speaking zone!”, and a large banner at the entry of the campus gates that wished
students “Happy English Speaking Day” every Monday. In fact, I became another medium of
intervention, as administrators of the school encouraged me to speak English to the students and
faculty and to conduct interviews in English to provide them with the opportunity to “practice.”
Enforcement has proven difficult since schools have largely done away with the now politically
incorrect punishment of fining students 25 centavos if caught speaking Filipino or the local
dialect on campus. Although many educators lamented the decline in English fluency of students
(and the general Philippines population),26 I rarely encountered students who were unable to

24

These were relatively minor mistakes that rarely inhibited understanding, such as misuse of gendered pronouns
and prepositions, as in the statement, “I would like to go in abroad.”
25
This meant that the majority of the lectures were carried out in Filipino and peppered with English medical terms
and slang.
26
I also encountered clinical instructors who criticized English-only policies, arguing that such policies are evidence
of Filipinos’ “colonial mentality” and essentially teach Filipinos to be ashamed of their own language. This is
further discussed in Chapter 4.
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effectively communicate in English. However, it was very common to encounter students who
felt timid and insecure speaking with a native English-speaker. Thus, introducing myself and
conducting formal interviews in English likely discounted nursing students who were
uncomfortable with English.
Students police each other through teasing that I often found mean-spirited. At a collegesponsored beauty pageant, I was embarrassed to be in the audience in which members laughed at
and loudly mocked contestants during the question and answer potion of the competition if they
struggled to find the English words they were looking for, used incorrect grammar, or—worst of
all—switched into Filipino or the local dialect to finish an answer after becoming flustered by
the audiences’ jeers. Clinical instructors complained the fact that students judged them harshly
and did not respect them if they did not speak English well. Another clinical instructor told me
that some students were too shy to talk to me or be interviewed because they were not confident
in their English. Thus, while I introduced myself to nursing classrooms in English, I made a
point to tell them that I was also trying to learn Filipino and the local dialect and tried out some
phrases (greetings, common expressions) on them, which gave them the opportunity to laugh at
me (and they did). I also reassured them that they should not be concerned about their Englishspeaking abilities, and that they were much better English-speakers than I was of Filipino or the
local dialect. I also offered to have a translator present for the interviews if they felt more
comfortable conversing in Filipino or the local dialect. Of the students that volunteered to
participate, none requested a translator. Rather, I suspect that students who felt more
uncomfortable speaking English one-on-one with a native English-speaker were less likely to
volunteer to participate in the research study.
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In general, I found that Filipinos associated English-speaking with socioeconomic class;
those who were not as fluent were thought to have received a less quality primary education
and/or to have less educated and poorer parents. Interviews with school administrators and call
center managers27 confirmed a perceived association between socioeconomic status and English.
Although I did not find this to be an absolute, I did initially struggle to recruit students from
lower socioeconomic groups. Nursing courses often attract students from middle to upper
income families, due to the higher tuition cost as compared to other courses. Thus, nursing
students are probably more likely to come from financially better off families. Perhaps it took me
longer to recruit an adequate sample of nursing students from lower socioeconomic groups due
to the high number of students of wealthier families. However, I also suspect that students from
wealthier families were perhaps better prepared in English and/or felt more confident conversing
with me.
Transcribed audio-recorded interviews, interview notes (in the case that the interview was
not audio-recorded) and field notes were coded using HyperRESEARCH. After identifying
important themes, the software, and specifically the coding function, served as a way to organize
and mine the qualitative data. In the present study, the survey data has been analyzed using only
basic statistics to compliment in-depth interviews.
Study participants
A total of 99 people were interviewed for this study, 44 of whom are nurses, and 40 of
whom are nursing students, and 15 who are non-nurse stakeholders. See Table 2 for a description

27
A hiring manager for the local call center said that nursing graduates made the best call center employees, based
on the logic that because their families sent them to expensive nursing school, the families were probably financially
well-off, which meant that they probably sent them to quality primary and secondary schools where they would have
received more quality instruction in English. Still, there are many nursing students whose families would be
considered low-income, and who rely on loans or financial gifts from family abroad to finance an education in
nursing.
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of study participants. Nurse participants are employed as practicing nurses in hospitals or clinical
instructors or nursing school administrators (n=30), in other nursing-related jobs28 (n=2), in the
nurse migration industry or nurse entrepreneurs (n=3), in professional or government agencies
(n=2), unemployed (n=5), or employed in non-nursing fields (n=2). These 44 nurses vary in age,
employment and background and thus, in interviews, explored a variety of experiences relevant
to nurse production and migration. Some are in the process of migrating, some are returned
migrants and some are family members of migrant nurses. Some are parents of nursing students.
And many of the participants are many of these things. For example, Elena is a returned migrant
nurse, current clinical instructor at a local college, and is also the mother of a nursing student.
Table 2. Research participants
Total
Participants
Nursing students
40
Nurses
44
Non-nurse
13
stakeholders
Total
99

The 40 nursing students that participated in semi-structured interviews were recruited
from the four nursing schools in SLC. Of the 40 students, 30 are women, and 10 are men. Their
ages ranged from 16 to 45 and they represent both students completing their first college degree
(n=35), as well as students who are retraining as nurses after completing other degrees (n=5).
While according to defined socioeconomic classes in the Philippines, it appears that most nursing
students come from the lower class (see Table 3)29, the average household income of interviewed

28

Specifically, one nurse was employed in the government rural nursing program (Nurses Assigned in Rural
Services, or Project NARS) and another was employed as a school nurse at a private college. Both of these jobs
were fairly undesirable among nurses and nursing students (because they did aid in preparing nurses for migration)
and were widely believed to be deskilling (in that they did not utilize nurses’ more technical knowledge and skills).
29
Note that the ceiling of the lower class is fairly high and that range of the middle class is quite large.
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nursing students (reporting students n=18) is much higher (P339,611) than the average
household income in Region A (P152,000/year).30
Table 3. Nursing student participants: distribution across low-, middle- and high-classes
according to self-reported household income
Philippines Statistics
Low
Middle
High
Authority-defined
<P294,296
P294-297-2,393,125
>2,393,126
income classes
Number of
12
6
interviewed students
0
67%
33%
in each class
Number of surveyed
128
236
3
students in each class
35%
64%
1%

Breaking the classes into smaller income levels (see Table 4) reveals that students’ households
are distributed among the wealthier income levels when compared to the distribution of
households from Region A among these groups, and very few come from the poorest sections of
the population.

30

Household income was self-reported by students in both interviews and surveys and should be considered an
estimate. Nursing students were asked in the written survey and interview to report their family’s monthly income,
jobs that members of their household held, and monthly remittances the household received. While some students
were able to report this information easily and confidently, others were only able to provide a rough estimate, were
not able to report this information, did not wish to report it, or were not asked due to the type of interview (students
who were interviewed in pairs or participated in focus groups were not asked about household income). I found in
interviews that students who were the eldest child in their family were more likely to be included in the discussions
and decisions on finances in their family and have specific knowledge of their family’s finances. Thus, of the
students that completed a written survey, only 59 percent (367/618) reported household monthly income. Of
students interviewed, I collected household income data from only 45 percent (18/40).
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Table 4. Nursing student participants: students’ self-reported household income
100,00060,00040,000Under
250,000+/
249,999/
99,999/
59,999/
Gender
40,000/
Total
year
year
year
year
year
Families in
Region A
4%
12%
33%
37%
14%
100%
(% only)
Students
1
12
5
n=1831
0
0
interviewed
6%
66%
28%
Students
1
1
13
111
241
n=36732
surveyed
.3%33
.3%
4%
30%
66%

Did
not
report
N/A
22
251

This is not a surprising distribution, as during 2010, nursing ranked among the most expensive
college courses34 and families have to mobilize significant resources to afford the costly tuition.
The remaining 13 non-nurse participants were parents of nursing students, representatives
of national or local government offices and agencies or business owners—others who are
considered stakeholders in either or both of the processes of nurse production or migration.
A total of 618 students—423 females, 184 males, 11 undisclosed—from four nursing
schools were surveyed. A total of 376 students reported their household income on the survey.
The distribution of students across income level is described in Table 4.
Roadmap of the following chapters
I begin this dissertation by providing an overview of labor and nurse migration out of the
Philippines, and outlining the relationship between nodes in the global nurse care chain in the
Philippines and the local field site. In Chapter 2, I illustrate the political-economic and historic
relationship between migration and production industries, arguing that the state and production

31

Of 40 students interviewed, I collected household income data from 18. The remaining students were either not
asked, did not know their household income, or did not wish to divulge this information.
32
Of 618 students surveyed, 367 reported their household income. When students reported a range, the median was
used to figure income level and class.
33
Percents do not add up to 100 due to rounding.
34
In the Philippines, tuition costs are dependent on the major or degree sought, with nursing, hotel and restaurant
management (HRM) and accountancy being the most expensive college courses in which to enroll.
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industries are really handmaidens of the migration industry, as the state’s economy is dependent
on transnational out-migration. This relationship is explored through the boom and bust periods
in nurse migration out of the Philippines. In both periods, nurses and their families—as
consumers—navigating unregulated, mostly-privatized industries bear the burden of the risk in
pursing a career in nursing. Nurses and their families invest much money in training and nurses
provide much uncompensated nursing labor in order to gain experience necessary for local and
transnational employment, both of which were largely inaccessible during the most recent nursemigration bust period that was occurring during fieldwork. In this way, nurses (and nursing
students) subsidize the costs of both public and private health care.
Chapters 3 and 4 examine the household as a site of nurse production and the role of the
household’s moral economy. In Chapter 3, I examine nursing students’ narratives of choice in
the decision to study nursing, as well as public perceptions of nurses and the nursing profession.
Nursing students’ narratives foreground the role of parents, grandparents and other members of
the local and transnational household in both making these career decisions, strategizing future
migrations, and mobilizing the financial resources to send younger member of the family to
nursing school. Obligation to family and reciprocal financial and emotional relationships
underlie nurse production. Finally, at the end of Chapter 3, I explore the articulation of the
household and school, as the household production reduces the role of “vocational calling” in
nurse production, and schools and health institutions are tasked with creating “caring” nurses.
Chapter 4 continues to examine the household as a site of nurse production by exploring
the ways that nurses and nursing students imagine their futures—their work, their identities, and
their families—as migrant nurses. Recognizing the role of the legacy of transnational migration,
imagination, and family moral economy in shaping young peoples’ subjectivities and motivating
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action in the present. As they largely ignore or deny the possible negative effects of migration on
themselves or their families, nurses and students imagine fulfilling filial and parental roles by
providing for the family and, as financial providers, raising their status in the family. Students
and nurses who are also parents were most likely to spend time considering the issues that
transnational families often face, but often prioritized the desires of their parents for them to
migrate over their spouses/partners concerns or possible negative effects.
In Chapter 5, I use the narrative of Sheila Mae, a returned migrant nurse (or balikbayan
nurse), to illustrate the way that memory of the past lives in the present, specifically the longterm impacts that past and temporary migration may have, and the ways that returned migrants
may construct their identities through remembering. Sheila Mae’s remembering provides a
counter-narrative to the imagined futures of nurses and nursing students presented in Chapter 4
and illustrates the way that distance and time away, despite frequent communication, can affect
relationships in the family.
The final chapter explores the nurse migration industry through recruitment agents and
nurses navigating this privatized industry as they pursue migration opportunities. Interviews with
nurses and recruitment agents reveals that pathways abroad are not transparent or direct and are
variable based on agencies’ and employers’ requirements, immigration politics and labor markets
abroad and changing professional standards. Nurses’ narratives highlight the unpaid labor and
financial investments nurses make as they pursue migration opportunities, and the risk involved
in making this investment given that they are dependent on foreign labor markets, immigration
politics, and their recruitment agents to facilitate their employment. Interviews with recruitment
agents reveal the role that transnational social capital plays in developing a recruitment business,
the range of profits made from the export of nursing labor, as well as the ways that agents

53

attempt to adapt to changes in the global nursing labor market. Finally, I address the role of the
state, as a labor recruiter and regulator of the recruitment industry, as well as it’s perception
among recruiters, returned migrants, and professional advocacy organizations as a financial
parasite of its citizens and overseas migrant workers.

54

Chapter 2: Boom and bust: the impact of nurse migration cycles on nurse training and
labor
An analysis of a global nurse care chain (GNCC) relies on tracing the production and
migration of nurses, incorporating the structure of inputs and outputs, territoriality and
governance. These GNCCs include institutions, state agencies, non-governmental organizations
(NGOs), professional organizations, individuals and families that span host and sending
countries. I quote at length from Yeates (2009a) to provide a more specific and illustrative
picture of a GNCC before discussing the relationships between these various nodes in production
and migration seen in the Philippines:
A GNCC consists of a nursing institution in the host country (whether hospital, nursing home or other
nursing care environment), the nurse who moves along the chain, sometimes an intermediate nursing
situation in a third country (as in step-migration) and the nursing or education institution in the source
country. GNCCs also involve recruitment (which can be both physical and virtual, even if the former
sometimes only involves telephone contact/interview), travel, training and migration law companies.
Governance can involve state immigration and migration services nursing licensing authorities (whether
national or state), accreditation or examination management authorities, international agreements (whether
bi-lateral agreements or Multilateral MRAs), while international trade agreements also have the potential to
be important in future governance of these chains. Among other groups that exert influence in the care
chain are professional representative and trade union bodies, while advocacy and service NGOs are a more
recent addition to those involved in GNCCs. In addition, wider social networks of families, friends, and
colleagues also exert an influence on GNCCs, whether it be in terms of financing entry into the market
sector, assisting in the decision to emigrate, or influencing the choice of destination country and migration
trajectory. [75-76]

Yeates (2009a) argues that in nurse-exporting countries (the Philippines and India are given as
examples with highly developed and commercialized industries), production and migration
industries are linked and form a “nurse migration industrial complex” (95):
The GNCC includes nurse production (including educational) strategies, recruitment strategies, increasing
international linkages through the global nursing care chain, including increasing international governance,
institutionalization and commercialization of GNCCs. Health care is a highly regulation sector, so the
institutional framework of national and supranational, state and non-state actors is of particular importance
in accounting for the magnitude and direction of nurse migration. International nurse migration occurs
inside a matrix formed by state policies and commercial, professional and labour interests, and GNCCs are
taken as an example of the formation of Migration Industrial Complexes (MICs). [76]
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Thus, the nurse migration industrial complex (NMIC) includes the production industry, as well
as migration industry. As I will show is the case in the Philippines, public and private health
institutions in sending countries are also a part of the NMIC, as they contribute to training and
structure labor conditions and opportunities. Yeates (2009a) outlines nurse production strategies
in the Philippines, as well as other sending countries with less “mature” industries (94) and
provides an overview of the “advanced bureaucracy for managing export” (85), as well as private
nodes in the chain of nurse production and migration. However, the actual operation of these
nodes and their effects on nurses, nursing students and their families is neglected. For example,
the existence of an extensive and formal bureaucracy may give the false impression of a highly
regulated industry, and a systems perspective may neglect the experiences of nurses and students
who navigate these institutions or experience the effects of neoliberal state policy. Rather,
ethnographic research provides grounded data that speaks to the everyday operations of these
systems.
In the following chapter, I explore the various nodes in nurse production in the
Philippines as they responded to cyclical out-migration booms and busts in the recent years prior
to and during fieldwork. Specifically, I focus on nursing schools, and the government agencies
that regulate them, exam review centers, and health institutions. Beyond outlining nodes in nurse
production and demonstrating the way in which production and migration industries are
intimately related, I illustrate the ways that macro political-economic processes, such as
international labor markets, cyclical transnational migration, and state policies affect local health
and education institutions, as well as the experiences of students and nurses and their families in
SLC (SLC). As such, this chapter provides an overview of the health and education landscape in
the Philippines, in general, as well as in SLC.
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First, I provide a brief history of the nursing profession in and nurse migration out of the
Philippines, based largely on Catherine Ceniza Choy’s more comprehensive Empire of Care:
Nursing and Migration in Filipino American History (2003), as well as others that have
documented the development of nursing and migration in the context of colonialism and the
world system. Second, I outline the ways in which sending and receiving countries create the
global market for nurses through state policies and bureaucracies, as well as local programs
aimed at facilitating nurse migration. Then, through an analysis of the recent out-migration boom
period during the late 1990s and early 2000s and subsequent bust period that began in the mid2000s and was witnessed in full effect during fieldwork in 2010, I aim to illuminate the way the
GNCC in the Philippines articulates with neoliberalism. I argue that nurse education, in a
privatized system with little regulation, has suffered during both boom and bust periods as a
result of profit-driven business practices, and that laborers (nurses and clinical instructors) and
consumers (nursing students & families) bear the negative impacts of these up and down cycles.
Specifically, consumers do not benefit from (the rhetoric of) state regulation, unemployed nurses
subsidize both public and private healthcare, and the surplus of nurses has increased their
insecurity as laborers.
A brief history of nurse migration from the Philippines
Patterns of migration from the Philippines to the United States (US) are the result of
colonization and cannot be reduced to push/pull analyses (Choy 2003, Le Espiritu 2003, Tyner
1999). Such studies obscure the influence of US imperialism that created Americanized medical
practice and gendered and racialized categories in the early 1900s (Choy 2003). Choy’s Empire
of Care (2003) provides a comprehensive history of the role of colonization in structuring nurse
migration from the Philippines to the US as she chronicles the development of nurse training
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from the early 1900s to the late 1980s. In the following section, I briefly summarize Choy’s
history to provide set the context for nursing production and migration today.
Nursing education in the Philippines began as a colonial project not only to intervene on
behalf of “Filipinos’ poor health” (2003, p. 24) and other public health concerns, but more
importantly to provide a channel of involvement in colonization for American women. Prior to
US colonization, Choy argues, Filipinos viewed nursing as the work of lower classes, as
hospitals were the site of sickness and death for those who were too poor to die in their home. In
contrast, American teachers promoted nursing as both a way for Filipino women to serve their
people and as a pathway to new professional opportunities (Choy 2003).
Consequently, the nursing education system was based upon US nursing practices and
standards. Filipinos nurses were educated about Western hygiene and sanitation practices in
response to the Filipinos’ “primitive customs” (2003, p. 25). Likewise, nursing students in the
Philippines learned English. Finally, nursing was constructed as “women’s work,” modeled after
American nursing (2003). Later, in the 1920s and 1930s, professional nursing organizations in
the US attempted to raise the prestige of nursing by making admission more difficult and
developing curricular standards. The Philippines, likewise, adopted similar strategies in order to
model themselves after US nursing education. In these ways, the propagation of US nursing
education and standards fostered the racialized and gendered beliefs inherent in Western
medicine (2003).35

35
However, Choy (2003) emphasizes that nursing training in the Philippines did not simply replicate training in the
US. Nursing in the Philippines concentrated on tropical diseases and “industrial and living conditions in the islands”
(2003, p. 47). Likewise, although nurses learned English, Philippine schools of nursing argued that Filipino health
would be best promoted and improved by Filipino nurses spreading their knowledge “in the dialects of their own
people” (Choy 2003, p. 47, Choy’s emphasis). Men also entered nursing despite American efforts to keep them out.
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Despite colonial impositions, Choy (2003) says that professional nursing in the
Philippines introduced new opportunities to Filipino women, including interactions with colonial
officials and medical students, opportunities to study abroad, and opportunities for professional
advancement. After 1913, American officials attempted to implement the “Filipinization”
campaign that aimed to replace the colonial government with Filipinos (2003). As a result, some
Filipino nurses were sent to the US to receive an American education and then were promoted to
supervisory and teaching positions. Thus, Filipino women used the nursing profession to raise
their status and “promote a Philippine nationalist and feminist pride” (2003, p. 35). However, the
influence of the colonial government and American nursing profession established a hierarchical
relationship between the US and the Philippines, in which educational and career opportunities
offered in the US were sought after to further not only education and career goals but also
socioeconomic status. Such a relationship helped construct Filipinos’ desires to travel to the US
and sometimes remain there indefinitely (2003).
In 1948, the US developed the Exchange Visitors Program (EVP) that allowed students
and professionals from other countries to work and study in the US for a maximum of 24
months. Choy (2003) notes that the program was developed out of cold war politics in which the
US wanted to “promote a better understanding of the United States in other countries” (64) in
order to counter “hostile propaganda campaigns directed against democracy, human welfare,
freedom, truth and the US” (qtd. in Choy 2003:64). By the 1960s, 80 percent of the EVPs were
from the Philippines, the majority of whom were nurses: “[b]etween 1956 and 1969, over eleven
thousand Filipino nurses participated in the program” (2003, p. 65). However, the program also
maintained a relationship between US colonialism and the colonized:
It created a type of sojourner, elite class of Filipino professionals who would study in the United
States for a limited period, earn US educational credentials and gain US work experience, and
eventually return to work in the Philippines after having been exposed to US professional trends.
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In doing so, the EVP recreated the racialized, social, cultural and intellectual hierarchies of US
colonialism in which US institutions—medical, political, educational—were superior to those of
the Philippines. [Choy 2003, p. 65-66]

Nurses and students today echo these hierarchies, citing the US as the place their nursing
textbooks are published and practice in the US as pinnacle of professional development.
EVP was attractive to Filipino nurses because it connoted prestige and fostered
socioeconomic mobility of those who traveled and studied abroad, as wells as allowed nurses to
practice under better working conditions and receive greater pay (2003). In fact, travel agencies
advertised that the EVP would turn Filipino nurses into “cosmopolitan, modern women through
the visual and experiential consumption of exotic places” (2003, p. 67) outside the Philippines.
Participation in the EVP also bestowed prestige and socioeconomic mobility on the family as
they were sent presents and luxuries from the US not available in the Philippines: “The material
evidence of the exchange visitor ‘success’ (also realized only outside, but recognized only inside
the Philippines) preceded and helped shape the contours of this notion of Filipino immigrant
success in the post-1965 period” (2003, p. 72).
However, Choy (2003) also attempts to draw attention to the mixed experiences of the
Filipino EVP participants. While able to participate in leisure and consumption activities and
escape lower pay and poor working conditions in the Philippines, their exploitation in the US is
also documented. Although meant to be ambassadors of the US upon their return, while in the
US many Filipino nurses were treated as cheap labor. EVP nurse participants were paid less and
assigned to the least desirable tasks and schedules (2003, p. 79).
Although the American Nursing Association (ANA) helped to sponsor Filipino EVP
participants and criticized their exploitation, they also prioritized American nursing professional
goals. The ANA argued that Filipino nurses should not be allowed to fulfill the roles of
American registered nurses because they were not licensed and did not necessarily meet US
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professional standards (2003). In addition, they argued that the presence of foreign educated
nurses lowered the economic status of American nurses and jeopardized patient health and safety
(2003).
Despite the EVP not necessarily living up to its idealization, Filipino nurses continued to
come to the US through the program, and some attempted to become permanent citizens of the
US:
Some married American citizens; others immigrated to Canada; some exited the United States
through Canada or Mexico and then reentered as students; still others used a combination of
requests by American universities, the Philippines Consul General, and American hospital
employers to petition the Exchange Visitor Waiver Board of the Department of Health, Education,
and Welfare for a waiver of the foreign residence requirements. [Choy 2003, p. 82]

Meanwhile, government health officials and leaders in the nursing profession in the Philippines
had mixed reactions to emerging patters of nurse migration through the EVP. On the one hand,
[t]hey took pride in the professional achievements of Filipino nurses abroad and empathized with
nurses’ desire to go to the US. They also continued to endorse participation in the EVP, believing
that Filipino nurses’ training abroad was necessary for Philippine development into a modern
nation. [Choy 2003, p. 87]

However, health officials in the Philippines also encouraged nurses to return to the Philippines to
fulfill national duties and address domestic health concerns (2003). Leaders in nursing education
made moral appeals to nursing graduates, who were urged not be seduced by the materialism,
monetary greed, and licentious and indulgent lifestyles available in the US, and instead were
encouraged to embrace more altruistic motives to provide their services in the Philippines
(2003).
The Immigration Act of 1965, which emphasized skill over race and country of origin
increased nurse migration and made more permanent immigration possible (Ball 2004, Choy
2003). Individuals were admitted to the US based on a structured preference system, in which
family members of US citizens, skilled and educated professionals, and unskilled workers that
could occupy particular labor shortages were primary (2003). As a result, Filipino professionals
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flocked to the US in disproportionately large numbers. While professionals made up only 11
percent of total immigrants to the US in 1970, Filipino professionals made up almost one-third of
all Filipino immigrants between 1966 and 1970 (2003, p. 97). In addition, the Immigration Act
of 1965 allowed approximately 7,500 Filipino exchange visitors to change their status to
permanent residents (2003). Over 3,000 Filipino nurses immigrated between 1966 and 1970, and
“[b]y 1967, the Philippines became the world’s top sending country of nurses to the United
States, ending decades of numerical domination by European and North American countries”
(2003, p. 98).
Nurse migration is an extension of a long history of labor migration from the Philippines
(Barber 2000, Tyner 1999). Labor migration from the Philippines began with the migration of
men to sugar plantations in Hawaii in the early 1900s (1999). Ferdinand Marcos’ model of
development depended on the growth of an export-oriented economy, including the export of
labor. As laborers became a significant export and streams of remittances became the new
“foreign investment,” the Philippines implemented an official overseas labor policy that included
the development of state bureaucracies36 to manage and facilitate migration. These agencies
helped to increase and diversify the destinations of labor migrants with “the overall destinations
increase[ing] from 74 countries and territories in 1975 to 130 in 1987” (1999, p. 683). In 2010,
overseas Filipino workers (OFWs) were sent to 190 countries and territories (POEA 2010).
The 1970s and 1980s ushered in a new type of labor migration. Short-term contract labor
to all parts of the globe came to characterize out-migration (Ball 2004). In fact, now, “ten times
as many Filipino migrants go to other Asian countries” on temporary contracts “as go to North
America” (Oishi 2005, p. 4). While countries in Asia and the Middle East depended on

36

The history and development of these agencies is beyond the scope of the study. See Tyner (1999) for a brief
history.
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temporary, government-sponsored contract labor to fill labor shortages, Filipinos entered the US
as emigrants and on tourist and student visas. Between 1975 and 1987, “more than 500,000
Philippine settlement migrants entered the United States” (Tyner 1999, p. 684). Currently,
Filipinos usually enter the US as emigrants and their numbers are not counted by the POEA. In
the US, a larger portion of Filipino immigrants—especially women—are employed in technical
and skilled professions when compared to other Asian and Middle Eastern countries, because
unskilled and menial labor jobs are filled by laborers coming from Mexico and Central America
(1999).
In addition, the profile of the Filipino migrant worker began to change during the 1970s
and 1980s. Males had dominated migration filling labor shortages in production and
construction, particularly in Asia and the Middle East. However, as infrastructural projects (such
as building hospitals) came to an end, the demand for service occupations (such as nursing)
increased, which increased opportunities for female workers (Ball 2004, Tyner 1999). Since the
1980s, women have constituted almost 50 percent of migrant laborers leaving the Philippines
(Ball 2004, p. 124); in 2010, women made up 55 percent of land-based OFWs (POEA 2010).
When the US started enforcing qualifying exams37 for nurses in the 1980s, the Middle East
became a major destination for nurses who lacked the resources to sit the costly exam or who
were unqualified to go the US (2004).38 These nurses migrate with temporary working visas and
must return to the Philippines at the conclusion of their contract. Choy (2003) cites Marcos’ 1973

37

The examination of the Commission for Graduate Foreign Nurses (CFGNS) was required prior to a nurse’s
migration as it was used as a predictor for the National Council Licensure Examination for Registered Nurses
(NCLEX-RN or NCLEX). Up until 2007, The NCLEX was only offered in the US and US territories, so nurses
often migrated to the US first, working as nurse assistants doing menial and basic care tasks, until they studied for
and took the exam and were promoted to nurse in the US.
38
Shortages in Saudi Arabia result from a historical lack of professional development due to cultural norms that
made nursing work (although highly gendered as “women’s work”) incompatible with family expectations of Saudi
women (Tumulty 2001).
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speech to a PNA convention as his explicit recognition of women migrant laborers, and
specifically nurses, as part of his export policy:
It is our policy to promote the migration of nurses. […] We intend to take care of [Filipino nurses] but as
we encourage this migration, I repeat, we will now encourage the training of all nurses because as I repeat,
this is a market that we should take advantage of. Instead of stopping the nurses from going abroad why
don’t we produce more nurses? If they want one thousand nurses we produce a thousand more. [qtd. Choy
2003, p. 115-116]

Choy notes that Marcos ended his speech encouraging nurses to participate in the “dollar
repatriation program” by keeping their dollars in Philippines banks in order to grow the national
economy and fund industrialization programs (Choy 2003, p. 116). Thus, Marcos not only
named nurses as an export commodity, but also prescribed migrant nurses’ roles in development.
No longer were they abandoning their country by leaving; they were becoming the “new national
heroes” (2003, p. 116). In this way the gendering of Filipino labor migration reflects political and
institutional responses to changes in the global economy, specifically from the shift from
industrial to service economies (Tyner 1999).
Today, both highly developed state and private labor recruiting agencies facilitate and
encourage out-migration, which eases domestic unemployment and creates a significant stream
of revenue to the state to service foreign debts (Barber 2000, Masselink & Daniel Lee, 2013,
Tyner 1999). Remittances spur consumerism and sustain the basic needs of many families
(including health and education expenses) in the face of widespread un-or underemployment.39
Remittances disguise the failure of the state to create employment opportunities for its
population as family responsibility to strategize out-migration. It is within this context that a
“culture of migration” (Massey et al., 1993) has developed, in which long-term patterns of
migration normalize migration as a right of passage for young people or as a pathway to fulfill

39

Adult joblessness—defined as those who are 18 years old or older and who are “without a job and looking for a
job”—has generally been above 20 percent since May 2005. During fieldwork, adult joblessness averaged 22.5
percent (Social Weather Station 2014:3).
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filial or parental roles. Thus, approximately 8.5 million OFWs and 4.3 million Filipino emigrants
remitted over $25 billion dollars—almost 8.5 percent of the Philippines’ GDP in 2013. In 2009,
remittances totaled $19.76 billion and accounted for 12 percent of the Philippines GDP. In 2010,
the Philippines ranked fourth behind India, China and Mexico in the list of top remittance
recipients and remittances worldwide made up three times the amount of official foreign aid and
was as large as foreign direct investments in developing countries (World Bank 2011).
Despite the economic recession that began in 2007, worldwide remittances remained
fairly steady, even as other foreign investments dropped. In 2009, worldwide remittances
decreased by only 5.5 percent in 2009 and rose again in 2010, while foreign direct investments
decreased by 40 percent (2011, p. x). The Philippines actually saw a 5.6 percent increase in
remittances despite WB and IMF predictions. Thus, laborers are the export commodities and
remittances are the unofficial “foreign aid” on which the Philippines depends. For nurses, the
worldwide recession, stricter immigration policies in the US, healthcare retrenchment in other
developed countries (UK and Canada) meant exploring opportunities in other destination
countries or waiting out embargos on migration to the most desired locations.
Creating the global market for nurses
In both sending and receiving countries, underinvestment in nurse production and
retention rooted in the rise of neoliberal policies that commoditized health and privatized the
provision of healthcare contribute to a global market for nursing labor and nurse migration. In
contrast to depictions of migration as a “quasi-natural event,” Kaelin (2011) stresses that
“migration is made” (490, 492). In the following section I explore the state’s role in creating a
global market for nurses, and specifically boom and bust cycles in the Philippines.
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Receiving countries contribute to global demand for nurses when they import nurses
instead of investing in domestic production. In the US, public policies, like the Public Health
Service Act and the Nurse Reinvestment Act, commit money to nurse workforce development
programs in the form of “advanced practice in nurse training […], grant support to increase nurse
workforce diversity and improve retention, and loan repayment and scholarship funds (Aiken
2007, p. 1314). However, these public investments have been insufficient to meet domestic
demands. In fact, Aiken (2007) estimates that an increase in $400 million per year in addition to
what is already committed would be needed for the US to increase its nurse workforce selfsufficiency. As a consequence, the US experiences cyclical nursing shortages.
The most recent nurse shortage in the US began in 1998, following a period of decreased
demand for nurses in the early 1990s caused by health institutions adjustments to growing
managed care and nursing layoffs (2007, Buerhaus, Staiger, & Auerbach, 2003). Because in the
US, nurses pay for their own education, enrollment rates are subject to labor dynamics (Aiken
2007, p. 1312). Thus, these layoffs and the changing character of nursing work (Donley et al.
2002) contributed to the reduction in nursing school enrollments, causing hospitals to look
abroad for its nurses. Nurse migration out of the Philippines starts its steep increase at about this
same time, deploying about 5,000 in 1998 and 19,000 in 2003 (Lorenzo et al., 2007).
As a result of nationwide nursing shortages and health institutions’ new financial
incentives to attract and retain nurses [e.g., a 12.8 percent wage increase (U.S. Department of
Health and Human Services 2002), signing bonuses and employer repayment of student loans],
the number of nursing school graduates in the US began increasing in 2003. While in 2001, less
than 70,000 nurses graduated, in 2005 there were close to 99,000 nursing graduates (Aiken
2007). In fact, from 2005 to 2010, the US saw the largest nurse workforce increase in 40 years

66

(Staiger et al., 2012). Unfortunately, shortages of nursing faculty and inadequate training
infrastructure still impact the US’s ability to accommodate its need (Cooper & Aiken, 2006).
Approximately 150,000 nursing applicants were turned away in 2004 (2006, p. 68).40
State policies of countries with privatized or public health systems both contribute to
global flows of nurses, albeit in different ways. States, like the UK, may directly import nurses to
fill shortages in national health systems. In the UK, these shortages result, at least partially, from
the fact that the UK is also a sending country, supplying nurses to the US. In the UK,
international nurse recruitment has been an “explicit national-level government policy response
to the need to increase staffing levels in a public sector, government-funded health care system”
(Buchan 2007, p. 1323). As a recruiter of nurses, the UK has acknowledged concerns about brain
drain, engaged in the discourse on ethical nurse recruitment, and responded to calls for receiving
countries to help ease the negative effects of nurse migration in sending countries (citations).
Specifically, the NHS is prohibited from recruiting from a list of developing countries with
critical shortages (2007, Brush & Sochalski, 2007)41 and has made a bilateral agreement to invest
in Malawi’s health worker training infrastructure in return for its recruitment of Malawi’s nurses
(Brush & Sochalski, 2007, Nullis-Kapp 2005). State policies that direct nurse recruitment or
respond to concerns about ethical recruitment influence and/or construct the particular patterned
flows we observe.
In contrast, the US, with its mostly privatized health system, does little to regulate the
health workforce (Aiken 2007, Pittman et al., 2007) or organize explicit international nurse
recruitment (Buchan 2007), and has been criticized for avoiding responsibility for brain drain
40

However, this number is probably inflated by individuals submitting multiple applications (Aiken 2007).
This does not prevent private health institutions operating in the UK from recruiting from these countries,
however (Buchan 2007). Buchan (2007) notes that implementation of an ethical recruitment code has done little to
limit nurse migration from countries with critical shortages, including sub-Saharan African countries; these nurses
might be being recruited by private institutions or be migrating to the UK through their own initiative.

41
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(see Chaguturu & Vallabhaneni, 2005; Pang et al., 2002 , Mallaby 2004, Inquirer 2006) and not
implementing policies for ethical nurse recruitment.42 Without a national policy directing
recruitment, private hospitals/systems are individually responsible for managing (and importing)
their individual workforces. However, US hospitals lobbied congress to have 140,000
employment-based visas designated for or include nurses in 2005 and 2006 (Aiken 2007). Thus,
by neglecting to adequately invest in health care worker production and allocating employmentbased visas to nurses states with privatized health systems also contribute to creating the global
market for nurses.
States that promote migration or export labor as a development strategy both take
advantage of global labor markets and create migration flows. The Philippines has long been
dependent on the out-migration as way to ease domestic unemployment, and as a source of
foreign revenue through remittances. Beginning with agricultural laborers that migrated to work
in sugar cane plantations in Hawaii in the early 20th century (Tyner 1999, Barber 2000), more
organized, state-promoted labor migration developed in the 1970s as a path toward economic
development (Tyner 1999). Several government agencies responsible for managing migrant and
emigrant Filipinos were created, including the Philippines Overseas Employment Agency
(POEA), the Overseas Workers Welfare Administration (OWWA), and the Commission on
Filipinos Overseas (CFO).43
The POEA is often accused of encouraging migration, although bureaucrats from the
POEA will deny that they promote, encourage or facilitate migration if asked. However, the fact
is that POEA markets Filipino laborers abroad, negotiates contracts with private and public
42

There is a voluntary code of recruitment ethics by which US recruiters can abide (Pittman, Folsom, & Bass,
2010).
43
Among their main responsibilities: The POEA is responsible for regulating labor migration. OWWA monitors the
welfare of OFWs and responds to complaints about abuse and exploitation of workers abroad. The CFO fosters
permanent ties between the Philippines and Filipino emigrants.
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institutions abroad to provide Filipino laborers for projects, and prepares laborers for work
abroad through training seminars and processing necessary paperwork. In fact, the POEA’s
“Marketing Division” is responsible for “creating jobs” for Filipino workers abroad,
“establishing working relationships with host nations,” and “getting concessions for workers”
(POEA Marketing Division bureaucrat). Still, when pushed a bureaucrat from the Marketing
Division maintained that they simply “provide [Filipinos] with a choice”: “We acknowledge the
need and we acknowledge migration’s impact to the Philippines. […] We want the choice to be
there. There is a want of employment. If this is happening we have to have a system. The state is
the parent of the citizens.” Outside of this agency, there is widespread agreement that for the
state, its citizens—as laborers—have become products to market, sell and export.
Despite state promotion and facilitation, migration is mostly a privatized industry in the
Philippines. In 2010, the POEA licensed 1,278 labor recruiting agencies (POEA 2010). These
companies are essentially in competition with the POEA (which also deploys OFWs through
government-to-government agreements), and a majority of overseas Filipino workers (OFWs)
use private agencies (although they interact with the POEA during this process). In fact, less than
a half of a percent of OFWs are hired through the POEA’s government-to-government hiring
program. In total, almost 1.5 million OFWs were deployed in 2010 (POEA 2010).
State policies affecting public health investments and labor practices can also indirectly
spur nurse out-migration. The Magna Carta of Public Health Workers (Republic Act No. 7305) is
aimed at increasing the remuneration for public health workers, including nurses. For nurses, it
mandates a five pay-grade increase (from P12,000 to about P25,000). Although passed in 1992,
it has gone unfunded for two decades, due to ambiguities delineating from where the funding
should come, and all possibly responsible stakeholders claiming an inability to provide such
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funding (Lavado 2011). Furthermore, the General Appropriations Act of 2012 made cuts to
calculated subsistence allowances and hazard pay that have reduced public health workers’
(including nurses’) salaries by P3000 per month (Salamat 2012). In addition, public hospitals are
allowed to hire contractual nurses if funding for full-time staff nurses (also called plantilla
positions) is not available. However, contractual nurses work without job security and no
benefits. Hiring contractual nurses allows public hospitals to operate without creating new
plantilla positions. Although low remuneration is often analyzed in the migration literature as a
“push” factor that encourages individuals to choose migration over staying, such an analysis
takes the individual as the unit of analysis and fails to recognize the political and economic
context that influences his or her choices. Recognition of the state’s role in creating
uninhabitable labor environments, and thus nurse migration flows, refocuses attention on a
nurse’s right stay in his or her country, as opposed to his or her right migrate (Buchan 2006).
Local government policies can also facilitate or encourage nurse migration. In SLC, the
Nursing Employment Initiative (NEI), funded by a local congressperson, is aimed at facilitating
greater nurse migration by removing a barrier: getting paid clinical experience in an environment
with few available jobs. Local politicians can use their budgets for local “pet” projects. In the
Philippines, these projects are often referred to as “pork,” similar to the (often derogatory) term
“pork barrel” in the US for a congressperson’s local projects to benefit their constituents that are
added to federal bills. Many of these projects are visible signs of political patronage. The roofs of
buildings, such as a state school or a community center, read in big red block letters “Built by
Congressman Luis Santos”; bridges and roads read the same. Driving through cities and rural
provinces, one cannot forget the gifts bestowed upon them by the politicians. Not all pet projects
are so visible. In 2008, the local congressperson of Province B, Luis Santos, used a portion of his
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Economic Development Fund to create the NEI, which provides two years of paid clinical
experience at Region A Medical Center (RAMC) to nurses who are preparing for migration.
Recognizing that the two years of paid clinical experience required by many employers abroad
was difficult to obtain due to the limited number of paid positions, NEI offered another source of
funding for nurses’ salary. The salary at the time of fieldwork was P5,000 per month—
significantly less than a staff nurse (P12,000-15,000) and lacking all of the benefits of
government employment. Although the funding for NEI technically comes from the state, since
it is allocated through local politicians it is discretionary and irregular, and dependent on a
politician’s priorities.44 In other words, these pesos are not earmarked for public health and the
program is not guaranteed to continue year after year. Thus, NEI nurses, who work for up to a
third of what staff nurses earn, subsidize the cost of public health. While the program began with
16 nurses, the program has grown dramatically; in 2010, 174 NEI nurses were employed by the
congressperson and working at RAMC, supplementing the labor of 168 regular staff (plantilla)
nurses (see Table 2).
The NEI is not “open” to all nurses; while anyone can apply, being accepted into the
program is not guaranteed. The program’s size is limited by the congressperson’s budget, and
many NEI nurses openly acknowledged that they were admitted into the program because they
had a “white horse”—a Filipino expression for having personal connections to a politician or
other person in a position of power; in other words, many NEI nurses may have a personal
connection to the congressperson. One NEI nurse who did not have such a connection to
Congressperson Santos submitted an application, but it was “ignored.” She finally resorted to
waiting outside Santos’ home very early in the morning with other residents of SLC and
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However, it is rumored that when the congressperson’s budget has been short, he paid the nurses out of his own
pocket.
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Province B hoping to catch him and request personal favors or money. She managed to get his
attention, ask him to admit her to his program, and he agreed.
At its start, the program was designed specifically for nurses who were attempting to
migrate to the US. Nurses who entered the program were required to have taken or be registered
in National Council Licensure Examination (NCLEX, the US national nursing licensure exam)
and International English Language Testing System (IELTS) exam review courses in order to be
accepted into the program. Since opportunities for US migration have waned, nurses aiming to
migrate to other destinations have been accepted. While I was there, a nurse enrolled in Nihongo
training to demonstrate her intentions to migrate to Japan. It is important to note that the impetus
for NEI is not the effects of the shortage of paid nursing positions on patient outcomes/care or
the work conditions of overburdened nurses; rather, the impetus was recognition that the limited
nursing positions in hospitals limit the migration opportunities of nurses. Due to the decreased
migration opportunities, only a handful of NEI nurses have migrated abroad, most of whom have
gone to the US and many through family-based petitions.
Nurse migration and production: Boom and bust industries
Nurse migration out of the Philippines has been cyclical (Choy 2003). As will be
discussed, during the boom period of the late 1990s and early 2000s, nurse production
proliferated, spurred by the increased demand for nurse training by students and parents. In the
Philippines’s “culture of migration” (Massey et al. 1993), migration opportunities spur the
production of particular types of laborers. Most families have witnessed or experienced for
themselves both the costs and benefits of migration. Parents and/or children may want to
experience the benefits they have witnessed in other families or sustain the benefits they have
already experienced as a result of previous migrations. As a result, children are encouraged to
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enroll in college courses that will provide opportunities for work abroad (to be discussed in
Chapter 3). Thus, production and migration industries are intimately tied to each other, and form
a nurse migration industrial complex that is highly institutionalized and commercialized (Yeates
2009a).
Changes in state policy and the labor market affect migration opportunities for nurses. By
2010, during fieldwork, migration routes had been limited by the worldwide recession that began
in 2007, US immigration retrogression, and policy changes and financial difficulties in the UK’s
NHS (Buchan 2007).45 However, production lags behind migration since nursing training is
approximately a five-year commitment.46 For example, during the boom years of 2001 to 2003,
migrating nurses numbered three times the number of newly licensed nurses (Adversario 2003,
Brush & Sochalski, 2007), and thus some scholars in the Philippines referred to nurse outmigration as a “brain hemorrhage,” instead of brain drain (qtd. in Adversario 2003). Given their
time and financial investment, it is difficult for students, families and nurses to respond to
sudden changes in the market or policies that limit migration opportunities. The number of
nursing graduates taking the Nurse Licensure Exam (NLE)47 peaked in November 2009 and July
2010—a period characterized by fewer migration opportunities than in the early to mid-2000s
and a period when schools were producing a much smaller numbers of nursing graduates (see
Table 1). While the Philippines has produced 457,896 licensed nurses since 2002 (see Table 1),
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Middle Eastern destinations remained open for nurses willing to accept short-term contracts, work and live in
what is popularly believed to be a hostile social environment, and earn only marginally better wages than what was
available in the Philippines. Most nurses intended to wait until pathways to the US, UK or Canada reopen. In fact, in
mid-2010 there were approximately 5,000 unfilled nursing jobs in Middle Eastern countries (Quiros 2010).
However, in 2008, Saudi Arabia began requiring migrant nurses to have two years of clinical experience, which also
contributed to slowing migration streams (Interview, RAMC Chief Nurse).
46
This includes a four-year degree, time to take the licensure exam, as well as complete local training in the
hospital. In addition to these five years, most recruiters and employers abroad also require two-years of paid work
experience.
47
NLE takers have to have graduated from a four-year BSN program in order to register for the exam.

73

there are only approximately 60,000 paid nursing positions48 in public and private hospitals
domestically (Dioquino 2012). Furthermore, while the Philippines has educated over a million
nurses in a ten-year period (2002-2012), only 42.7 percent of them have been able to pass the
NLE (see Table 1). Without their license, they are unable to practice in the Philippines or abroad.
Table 1: Passing rates of Philippines Nurse Licensure Exam (NLE)*
Annual average
Percent
Exam date
Takers
Passers
passing rate
passing
December 2012
49,066
16,908
34.5
June 2012
60,895
27,823
45.7
December 2011
67,095
22,760
33.9
July 2011
78,135
37,513
48.0
December 2010
84,287
29,711
35.2
July 2010
91,008
37,679
41.4
November 2009
94,462
37,527
39.7
June 2009
77,901
32,617
41.9
November 2008
88,649
39,455
44.5
June 2008
64,459
27,765
43.1
December 2007
67,728
28,942
42.7
June 2007
64,909
31,275
48.2
December 2006
40,147
19,712
49.1
June 2006
42,006
17,821
42.4
December 2005
24,287
13,208
54.4
June 2005
26,000
12,843
49.4
December 2004
12,100
5,210
43.1
June 2004
13,225
7,371
55.7
December 2003
7,632
3,311
43.4
June 2003
7,992
4,217
52.8
December 2002
4,522
1,936
42.8
June 2002
4,931
2,292
46.5
Total
1,071,436 457,896
*Compiled from the Professional Regulation Commission.

40.1
40.9
38.3
40.8
43.8
45.5
45.8
51.9
49.4
48.1
44.7

48

This estimate comes from a PRC official quoted in a newspaper article and may be an overly generous one, as it is
about double the estimate that Lorenzo et al. (2007) provide, which also included positions in nursing education.
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In some ways, the nurse migration industry49 has proven more adaptable than the nurse
training industries. Several of the recruiting agencies that participated in this research had altered
their business to respond to changes in the global market.50 For example, several agencies that
specialized in sending nurses to the US, expanded the destinations for which they recruit when
the US migration opportunities dried up. Another agency that specialized in sending nurses to the
US expanded the business to provide outsourced call center services. They now hire nurses to
work in-house reviewing insurance claims and codes for US companies. Nurses were hired from
the pool of nurses who were already contracted with the agency and who are now waiting in
retrogression; in other words, some agencies may already have a pool of nurses with the skills
necessary to do US-based nursing (paper)-work from afar. However, the pool of unemployed or
“waiting” nurses is much greater than can be absorbed into these new business ventures.51
Higher education institutions, likewise, survive by diversifying their course offerings or
growing those that are en vogue. As nurse out-migration has slowed and enrollment in nursing
programs has declined, schools have shrunk their nursing programs dramatically, decreasing the
employment opportunities for nurses. In fact, during fieldwork, a SLC school (Luzon Catholic
College or LCC) was forced to lay off 22 clinical instructors following an 80 percent decrease in
enrollment from 2006 to 2010.52 Because many nurses are hired to be clinical instructors without
yet having obtained a Master’s degree (a requirement outlined by the Commission on Higher
Education), many are enrolled in graduate courses (sometimes in the school at which they teach).
Thus, they have continued to invest in their training in order to meet the requirements for their
employment. Being laid off may impact a clinical instructor’s ability to continue his or her
49
By nurse migration industry, I mean those private and public organizations that facilitate, profit from, regulate, or
are otherwise invested in the migration of nurses out of the Philippines.
50
Recruitment agency adaptability is further explored in Chapter 6.
51
This is further explored in Chapter 6.
52
In other words, 400 graduating nurses were being replaced with only 80 incoming first-year nursing students.
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education and thus is both a financial and educational loss to the nurse, as well as a loss in nurse
training human resources. Thus, nurse educators, along with students, also suffer the negative
impacts of the decline in the nurse training. Meanwhile, LCC expanded their training program in
hotel and restaurant management—the new “in-demand” degree.
The impact of nurse migration on nurse training: The recent past
In the following section, I explore the impacts of the boom and bust migration patterns on
nursing education in the Philippines, and more specifically in SLC. First, I provide an overview
of the Philippine’s mostly private higher education system and the government agencies that
regulate them. Nursing schools are regulated by two state agencies: the Commission on Higher
Education (CHEd) and the Professional Regulations Commission (PRC). Created in 1994, CHEd
is responsible for processing applications for new schools, setting standards for institutions of
higher education, accreditation, and closing under-performing schools. CHEd works closely with
the Board of Nursing (BON) a professional regulatory board53 that operates under the PRC and
reports to the Office of the President. In addition, professional organizations, such as the
Association of Deans of Philippines Colleges of Nursing (ADPCN), Philippine Nurses
Association (PNA), and the administrators of the UP College of Nursing54 contribute to
curriculum and training discussions. The PRC administers all professional licensure exams,
tracks passing rates over time, and issues professional licenses. Passing rates are used by CHEd
to assess performance.

53

According to the Professional Regulations Commission website, the professional regulatory boards, including the
Board of Nursing, “exercise administrative, quasi-legislative, and quasi-judicial powers over their respective
professions” (http://www.prc.gov.ph/prb/default.aspx).
54
The UP College of Nursing program is the model for other schools; their practices and policies guide the
standards mandated by CHEd. As such, UP College of Nursing reports directly to Malacañang, the presidential
palace, instead of CHEd.
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While the state funds a handful of state colleges (in addition to the national university), in
nurse exporting countries like the Philippines and India, nursing training is largely privatized
(Masselink & Lee, 2013). Thus, nurse training industries are directly related to nurse migration.
The late 1990s and early 2000s saw a boom in nurse out-migration with nurses migrating to US,
UK, Canada and Middle East, among other countries. Approximately 19,000 nurses were
deployed in 2003 (Lorenzo et al., 2007). The demand for nurse training increased, as parents and
students looked toward a nursing degree as a ticket out of the Philippines. Motivated by the
potential profits to be made from families hopeful that their sons and daughters might become
nurses and migrate abroad, private and for-profit training institutions proliferated and flooded the
education market. In the Philippines, the nurse training industry exploded over the course of a
few short years. In 2004, there were approximately 251 nursing colleges offering a Bachelor of
Science in Nursing (BSN) (Brush & Sochalski, 2007; Overland 2005); by 2006, there were 460
(Lorenzo et al., 2007), the large majority of which are privately owned.
Three of SLC’s four nursing schools opened (or reopened) during this period. Luzon
Catholic College (LCC) opened in 1998, San Luis Ctiy University (SLCU) in 2003, and Eastern
University (EU) opened in 2004. Interestingly, SLCU’s motivation to reopen their nursing school
that had closed in 1981 (due to not having a base hospital for students to complete clinical
rotations) came from nursing alumni working abroad (mostly in the US), who collected
signatures and wrote letters urging the administration to reopen the school. In the early 2000s EU
started losing their high school graduates55 to other schools because these students (or their
families) wanted to pursue nursing and EU did not offer nursing. In June 2003, in a speech to the
general faculty, the university’s president said that EU would not be opening a nursing school
55

Most private colleges and universities provide primary and secondary education, as well as undergraduate and
graduate programs. Thus, in addition to attracting new students to their undergraduate programs, schools also
attempt to retain their primary and high school students as college students.
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because it would contribute to the brain drain of Filipino nurses. However, by August, the
president had put together a plan for opening a nursing school by the 2004 school year
(Interview, EU Research Coordinator).
During this migration boom, schools admitted beyond their capacity to take advantage of
parents’ hopefulness that nursing would provide better opportunities for their son or daughter.
These institutions also profited from the remittance streams from overseas workers—nurses,
engineers, seamen, domestic helpers—much of which goes toward the education expenses of
younger relatives. Older clinical instructors and nursing school administrators recall changes in
nursing school practices as a result of the high demand for nurse training. Dean Paola of LCC
argued that the administration forced the department over-enroll. The boom period for LCC
began in 2000. From 1998, when their nursing program opened, to 2000 the school had very low
enrollment—about 48 students in all levels combined. While the school can accommodate 800
nursing students, during the boom they enrolled 1,800 students: “[The administrators] saw the
school as a business and the students as money makers” (Dean Paolo, LCC).56
CHEd’s guidelines outline specific ratios to be followed: ratio of students to instructors,
students to facility resources, and student to patient ratios in the affiliated hospitals. For example
the student to patient ratio should be 1:1 in a hospital so that students gain the necessary
exposure to clinical cases and experiences. Thus, a five hundred-bed hospital can support a
maximum of five schools with 100 students affiliating with the hospital. According to a CHEd
representative, some schools have a 15:1 ratio in the hospital.

56
Deans, including Paolo, also blame students and parents for the low performance of the school as judged by NLE
passing rates. Because students and parents have come to see nursing in terms of the financial reward it might
provide, nursing schools administrators, clinical instructors, and even nursing administrators at the hospital often
lament the quality of nursing students who want to please their parents, migrate and earn a lot of money, but do not
want to be nurses and so do not try harder to succeed, and are even accused of purposely sabotaging their exams as
an act of rebellion. This is explored further in Chapter 3.
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To accommodate more students, schools hired more clinical instructors. However, nurses
with clinical experience were recruited for work abroad. Although clinical instructors can make
more than a practicing nurse working in either a public or private hospital, working in a hospital
is necessary for future migration since many abroad employers require up to two years of paid
clinical experience in a tertiary hospital. Thus, nurses are most often recruited from hospitals (not
from training institutions) and most nurses would prefer to work in the hospital to prepare for
future migration.57 As a result, most clinical instructors during this period of rapid out-migration
were new graduates, most did not have a Master’s degree, and most had never practiced nursing
in a clinical setting. Deans at three of the four nursing schools in SLC admitted to hiring
unqualified clinical instructors during this time, most of whom were still employed at the time of
fieldwork. Thus, over-enrollment impacted the quality of education as a result of limited
facilities, inadequate clinical exposure, and unqualified instructors who were hired to train the
new nurses.
It was also during this period that passing rates for the NLE began to fall, over which
there has been much public discourse. Table 1 provides the passing rates of the NLE from 2002
to 2012. The passing rate of the December/November exams is consistently lower than the
June/July exam. Local experts attribute this to the fact that first-time exam takers make up a
higher proportion of exam takers during the June/July exam, while re-takers (graduates who have
already failed the exam once) make up a greater proportion during the December exam.58 The
annual passing rates (an average of the June/July and November/December rates) show a gradual
decline with the lowest annual passing rate in 2010. In contrast, passing rates in the 1970s and

57

As will be discussed in Chapters 3 and 4, most nurses and nursing students hope and intend to migrate abroad.
The school year ends in May and graduates typically attempt their first exam in June/July, after taking an exam
preparation course.
58
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1980s were about 85 percent (Overland 2005, see also Brush and Sochalski 2007).59 The lowest
passing rates in history were in December 2010, December 2011, and December 2012 (Dioquino
2012, see also Table 1).
In 2004, CHEd established a moratorium on the opening of new schools due to concerns
over the quality and oversupply of graduates (Dioquino 2012). Despite the moratorium, over 100
new schools have opened (Dioquino 2012). (Others have closed on their own and for other
reasons.) When I questioned a CHEd bureaucrat about the moratorium, I received a variety of
responses that reaffirmed the public discourse of the state’s corruption and general inability to
enforce its policies.60 First, the bureaucrat maintained that schools that have opened since the
moratorium had submitted their paperwork to open a nursing school prior to the moratorium.
Then she admitted that some of the schools’ administrators have political connections, whereby
politicians are able to influence CHEd’s enforcement of the moratorium.61 Finally, the bureaucrat
said, “We don’t have a hard rule with regard to new nursing schools. As long as they have
complied with the standards and as long as the school has a base hospital.”
Before the start of the 2010 school year, CHEd vowed to shut down those programs
whose passing rate ranged from zero to 30 percent.62 [The previous required passing rate for a
nursing school was only 10 percent (Bagaoisan and Ching 2009).] About 150 schools appeared
on this list, 16 of which were government schools. The names of the schools, including one of
the schools in SLC, were published in a national newspaper (Manila Standard Today 2010) and
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As a point of comparison, in 1995, the passing rate for US nurses taking the NCLEX was 87 percent (Aiken
2007).
60
See also section on corruption in Chapter 6.
61
This is was echoed by a recruiting agent who discussed corruption in the POEA with me. Before moving on to
another topic, he added, “You want to talk about corruption, talk to CHEd.” However, I was most surprised to hear
about corruption and political favors from a bureaucrat within CHEd.
62
CHEd had vowed to close schools before but was not successful (Padua 2008). Indeed, some nursing schools
received backing from politicians, others attempted to fight the orders in court, and others simply refused to stop
admitting students (Bagaoisan and Ching 2009).
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reported locally. The SLC nursing school was quick to respond posting a press release declaring
that the nursing program would not close, enrollment was continuing as usual, and that the
charges against it were false, as evidenced by the production of several “topnotchers”— students
who receive the top ten highest scores on the exam, nationally—over the years. Indeed,
enrollment continued for the 2010-2011 school year.
I, again, found that the rule—like the ban on opening more nursing schools—was
actually softer than what had been reported in the papers. According to the CHEd insider, only
those deemed “very low” performing—those with passing rates below 20 percent—would be
targeted for monitoring and phasing out of the program. When I asked her what the NLE passing
rates of the schools should be, she said that passing rates for individual schools should match or
exceed the national passing rate. I made the point that a passing rate of 50 percent, while above
the national average, is still low. She did not agree with me and instead reiterated the policy
already established. I continued to press her, asking about monitoring and closing those schools
performing below the national standard (the national passing rate for the July 2010 licensure was
41.4 percent): “We have limited manpower and cannot afford to investigate all those schools. We
have to hire the services of an independent technical panel that evaluates the nursing schools.”
She handed me a thick purple book outlining the guidelines that nursing schools are supposed to
comply with. “Who checks to make sure the schools are following through?” I asked. “We don’t
have. What can we do? We cannot be there.” From the interview, it seemed that CHEd’s plan to
close these schools was more of an empty threat rather than an enforceable policy.
A few months later (the end of August 2010), the suicide of student from Iloilo,
Philippines after she found out that she did not pass the NLE made national news (Baclay 2010),
and seemed to give a voice to the frustrated and desperate students and parents who bear the
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burden of and consequences for navigating this under-regulated industry. One nursing student
organization expressed their anger as consumers at the low passing rates in a piece that appeared
in a national newspaper titled, “Students demand money’s worth”:
Nursing education has become a purely business venture to many nursing school operators. Even as the
number of nursing colleges has mushroomed to almost 500, they operate with little supervision, regulation
or monitoring by government. Left almost on their own, their students are left helpless against exorbitant
and abusive fees (tuition and hospital affiliation). Worse, control and monitoring of the number of students
vis-à-vis the schools’ capacity to provide experienced and competent teachers, available facilities and
hospital/clinical/community exposures are inadequate, if not completely absent. The Commission on
Higher Education has still to make good its threat to close down non-performing or low-performing nursing
schools on its watch list. Meanwhile, the quality of nursing education continues to decline. [Asuncion
2010]

However, there are few organizations of concerned consumers and, although frequently reported
in the news, relatively little local public discourse about the inadequate training and low passing
rates. Instead, parents and students made decisions about the local nursing school options based
on cost, local reputation, word-of-mouth recommendations, and academic performance
requirements for enrollment, and hoped they will have a success story. In SLC, glossy tarpaulin
banners cover the nursing schools’ gates with photos of smiling topnotchers in their white
uniforms and caps (if they are lucky enough to have such alumni to boast of) or long lists of the
most recent NLE passers. Schools even hire flat-bed trucks decorated with balloons and
streamers to drive around town with their topnotcher riding and waving in the back—a one-float
parade to celebrate and advertise the student’s and school’s success. In fact, when I asked
students from the school that had appeared on the “underperforming” listed in The Manila
Standard Today about why they chose to attend the school, most did not seem to know what the
school’s NLE passing rate was, only that it had produced topnotchers in the past.
It is important to note that nursing is typically the most (or one of the most) expensive
courses in college or university.63 In fact, while some parents are financially able send their child
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In the Philippines, tuition is based on a student’s major; students in different majors pay different tuition rates.
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to college, they may not be able to afford the nursing course. There are very few scholarships in
colleges and universities. In SLC, two of the four schools had a scholarship available to a nursing
student provided by nursing alumni working overseas. There are also very few governmentbased scholarships or grants. Government financial support is provided for students attending the
national university—The University of the Philippines (UP). The few nursing students admitted
to UP nursing program (about 80 annually) receive a free or significantly discounted education.64
Private schools often offer a discount (ranging from 10 to 50 percent) to employees who enroll
their children. Administrators justify the high tuition by citing the expense of constructing
modern facilities and maintenance of high-tech equipment.65 However, the most expensive
courses (nursing, hotel and restaurant management and accounting) happen to also be the most
popular, and two (HRM and nursing) are migration-oriented. Thus, parents/relatives make a
large investment in choosing to send their son or daughter to nursing school, hoping it will pay
off in the long term.
Finally, in 2011 CHEd sent out cease and desist orders to an undisclosed number of
underperforming schools. Approximately 20 voluntarily complied and stopped admitting
students. It was not clear how many schools did not comply and what the repercussions were for
those schools.66 The timing and motivations for CHEd’s greater efforts to regulate nursing
schools reveal that there is greater political will to regulate when the production industry is
weakened. The demand for nurse training was already low and sustaining a program with low
enrollment is not profitable; it seems less likely that schools would have voluntarily complied
64

The UP School of Nursing is highly competitive, as it receives about 14,000 applications (as indicated by high
schools students who take the UP entrance exam and indicate an interest in majoring in nursing) and admits only 80
students each year. Thus, most students are forced to choose between private school options. Students in the highest
income bracket may pay about 50 percent of the tuition costs at UP.
65
Students complained that while departments bragged about these resources and materials to increase enrollment,
the use of high-tech equipment and learning tools were rationed out of fear that students would break them. Students
maintained that such rationing (of, for example, simulation dummies) limited their ability to practice their skills.
66
In the past, schools have defied CHEd’s orders to close and continued to operate (Bagaoisan and Ching 2009).
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with CHEd’s orders during a boom period when enrollment (and potential profit) was higher.67
In their 2011 attempts to close low-performing schools, CHEd refused to release the names of
the schools that were being ordered to close to the public, making it difficult for consumers to
ensure they were investing in a quality education. CHEd announced in late 2012 that more
closures were scheduled for 2013. Beyond protecting student and parent consumer, CHEd
affirmed their first priority was preserving the international reputation of Filipino nurses:
[CHEd legal services director Carmelita Yadao-Sison] said they were being strict in order to protect
students from wasting time and money with unlikely chances of employment.
More importantly, she said, they have to protect the reputation of Filipino nurses abroad.
[…]
She said the regard for Filipino nurses abroad has gone down after many schools took advantage of the
demand for nurses abroad by offering poor and ill-equipped nursing programs. [Pazzibugan 2012]

From the perspective of the state, maintaining quality educational institutions is important in
order to preserve the Philippine’s reputation and migration opportunities, as opposed to protect
consumers of higher education or domestic patients of future nurses. In the field of nursing then,
the education industry is a handmaiden to the privatized and state labor export industry.
During the current bust cycle, nurse out-migration has significantly slowed and fewer
young people are enrolling in nursing. SLC’s nursing schools have attempted to adapt to the
market changes by lowering the entrance standards. Many schools previously required students
to achieve a minimum score on a standardized exam for entrance, and for students to maintain
certain scores to stay enrolled. Now schools admit students who scored below the minimum and
some, including LCC, have eliminated grade requirements for continued enrollment. In other
words, under-achieving students do not fail out of the program, allowing the school to benefit
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For example, Bagaoisan and Ching (2009) reported that “from 2001 to November 2007, a dozen schools have
scored zero to three percent in at least three exams” (electronic document). At the time of their reporting, four of the
schools had closed due to low enrollment or market forces, and the other eight remained open (Bagaoisan and Ching
2009).
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from the tuition of students who may (or may not) graduate from the program but who may not
be able to pass the NLE. This will likely have a negative impact on the school’s NLE passing
rate and put them at risk for monitoring by CHEd, demonstrating that school administrators are
more concerned about losing students’ tuition money than CHEd’s threats to close underperforming schools.
The proliferation of the training industry: Exam review centers
Due to the low passing rates, private exam review centers have also proliferated to fill in
the gaps created by inadequate higher education institutions and help students pass the NLE, as
well as foreign nursing exams like the NCLEX, Canadian Registered Nurse Examination
(CRNE), and language exams such as the International English Language Testing System
(IELTS). Nursing schools contract with exam review centers to provide “in-house” reviews
during the last year or semester of the program. While this review is all but required and takes
place at school and during school hours, students are required to pay extra fees beyond their
regular tuition for this service. Then, following graduation but before the NLE, nurses often pay
for more exam review services. There are four review centers in SLC—two offer NLE review,
one offers NCLEX review, and one offers both NCLEX and NLE review.68 At the time of
fieldwork, Nurse Human Resources Consulting (NHRC), which is both a recruitment and exam
review company, was in the process of developing and marketing review services to graduates
who had failed the NLE on their first try. As migration opportunities decreased, so to did interest
in NCLEX review services. So NHRC was attempting to expand their business NLE review.
Miguel, the owner, proudly showed me the marketing materials:
Miguel (NHRC owner): We don’t call them re-takers because there’s a social stigma attached to
it.
68

Though, many nursing schools bring in nationally-known review companies from Manila.
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MP: So, “Encore” then?
Miguel: So we want them to come back for a repeat performance. Again, it’s very Filipino. If you
say “NLE re-takers” they are not going to come here because it’s a stigmatized label. But here we
are trying to empower them by saying we want you have a repeat performance.

Locally, review centers advertise their success much the same as nursing schools, but also
emphasize other small perks, like air-conditioned rooms, snacks, in-person lectures (instead of
computer-based review modules), and final coaching prior to the exam. In addition to the passing
rates of patrons, many nationally-known, Manila-based review centers advertise the success
stories of the owner, who is often a top-notcher of the NLE, passer of the NCLEX, and has
perhaps migrated abroad and practiced nursing in the US. One Manila nursing exam review
center has gained popularity by appealing to their target demographic—16-17-year-olds. In their
services, the Royal Pentagon Review Specialists include a final coaching performance for
thousands of students packed into a theatre, in which the lecturers (all male) transform
themselves into flamboyant drag personalities that incorporate clinical terms and processes into
elaborate song and dance routines set to Lady Gaga tunes.
During boom years, nurse training was a lucrative industry. Owners of nursing schools
and exam review centers reap the greatest financial rewards. The high demand for training
services means that, domestically, employment in training was more highly rewarded than
practicing nursing. In fact, at the time of fieldwork, a nurse could make the most money working
as a lecturer in an exam review center, earning up to P1,000,000 in one month (though the work
is seasonal). The salaries for clinical instructors vary by school and according to qualifications,
but in SLC ranged from P14,000 to 40,000.69 In contrast, a staff nurse working at RAMC might
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However, during a bust period clinical instructors may also suffer pay decreases. In an effort to raise the quality of
education, the state mandated reductions in the teaching loads of clinical instructors by 25 percent. In SLC, the dean
of LCC said that this policy would likely result in a 25 percent decrease in their salaries, and that several clinical
instructors had already told her that they would begin more seriously pursuing migration opportunities due to the
dramatic decrease in salary.
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make about P12,000 to15,000 per month, and P8,000 to 10,000 at the private Florence
Nightingale Hospital (FNH). This is opposite the pattern seen in the US, in which nurses with
advanced degrees often return to practice nursing instead of teach and conduct research as a
result of the low remuneration for nurse educators in comparison to practicing nurses.
Exploiting the market: Health system strategies capitalize on the overproduction of nurses
Hospitals have also taken advantage of the overproduction of nurses and inadequate
training. Pay-to-volunteer training programs are now ubiquitous and necessary for employment
in the Philippines. After nurses have graduated and obtained their license, both public and private
hospitals require nurses to complete a three to six month “basic skills training” program to
provide orientation to the hospital. Nurses must have completed the training to be considered for
future employment at the hospital. The costs of these programs vary. In SLC, nurses paid P2000
at RAMC and P3,300 at FNH, though extra fees charged for specific training in IV therapy and
basic life support brought the fees to P5,500 and P8,000 at RAMC and FNH, respectively.
According to the Chief Nurse at RAMC, the fees collected from nurses simply maintain the
operation of the program; in other words, she denies that RAMC makes money from the training
program. However, Philippines General Hospital in Manila charges P10,000 to graduates of
private schools for a six month training, and fees as high as P20,000 have been reported in other
hospitals in Manila (Dalangin-Fernandez 2010). Perhaps more exploitative than the fees paid,
nurses provide free nursing labor while training.70 During fieldwork, RAMC depended on the
unpaid labor of 236 trainee nurses71 to supplement the paid labor of 168 permanent staff nurses.

70

While some nurses characterized these training programs as exploitation, a surprising number said they didn’t
mind “giving back” and working for free. They did wish, however, that the hospital could at least reimburse them
for their meals and travel expenses incurred going to/while at work.
71
This does not include the labor of student nurses who also provide unpaid labor during clinical rotations on a daily
basis, or the Nursing Employment Initiative (NEI) nurses who work full-time but are paid P5000 per month out of
the local governor’s budget.
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In this way, unemployed nurses subsidize the private and public costs of healthcare in an
underfunded system (see Table 2).
Hospital administrators argue the training is necessary because graduates are
inadequately trained and not familiar with the hospital protocols. Others argue that nurse training
at the colleges and universities is oriented toward practice abroad (specifically the US), and that
graduates are not properly prepared for practice in the Philippines. However, trainees have
already passed the licensure exam and, in SLC, all local nurses have completed clinical rotations
at RAMC. University of Saint Claire (USC)-trained nurses will have completed clinical rotations
at FNH and RAMC during their education.72
Thus, nursing graduates choose between deskilling (if they choose not to participated in
hospital pay-to-volunteer training programs) or being exploited as free laborers, though choosing
deskilling does not guarantee nurses’ future employment. At FNH, while each batch of
volunteers turns out 80 to 100 ready-to-work nurses, only a handful will be absorbed each year;
even more are trained at RAMC and fewer absorbed.
Table 2: Nurses working at Region A Medical Center (RAMC) during 2010
Type of nurse

Number

Salary per month

Benefits

Contract

Staff (Plantilla)

168

P12,000-15,000

Yes

Permanent

Contractual

Unknown

P6,000-11,000

None

6 months

Nursing
Employment
Initiative (NEI)

174

P5,000

None

2 years

Trainee

236

Unpaid

None

3-6 months

Student nurses
completing clinical
rotations

Unknown

Unpaid

None

None

72

It is an unofficial and unspoken policy that FNH hires nurses graduates of USC, its sister institution, not
necessarily because they are the best, but because this is a selling point for students and parents who are considering
enrolling in USC’s nursing course.
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In SLC, public and private hospitals face different challenges in responding to nurse
migration and the surplus of nurses. In the Philippines, most public hospitals often offer the
highest salaries, as well as a pension. For example, the pay for a staff nurse at RAMC is
significantly higher than it is at FNH. Thus, staff nurse positions at RAMC are highly coveted,
even though the public hospitals often have a much lower reputation than private hospitals. In
SLC, people often told me that if I were to get sick, I should go to FNH; “RAMC is where you
go to die,” they’d warn me. Indeed, RAMC and FNH appear very different. RAMC is extremely
crowded and suffering is public, with patients in gurneys or sitting on the floor lining the
hallways. Although it has 500 beds, RAMC regularly operates at 150 percent of its capacity,
serving between 750-800 patients everyday. Patients’ family members loiter in the hallways
outside of crowded rooms that fit six or more patients. Gaggles of nursing students on clinical
rotations in school-specific uniforms crowd around tables in the hallways, giggling, texting,
singing pop songs, and sometimes writing in notebooks or filling out paperwork. Skinny feral
cats wander the hospital, cautiously peaking their heads in each room and scanning the floor for
food that has been dropped. Pop songs and advertisement jingles emanate from radios in the
nurses’ stations and accompany the chatter. In contrast, FNH is very quiet; the halls are empty,
and patients’ families are hidden from view, tucked away in private rooms where the patients
recover. Indeed, whereas most of the patients at RAMC are “charity” patients who cannot pay73,
most of the patients at FNH are paying customers who can afford the supposedly “better” care in
single rooms. Even USC nursing students at FNH congregate in furnished conference rooms.
The perception of poor care in the public hospital is not a result of less qualified careworkers. On the contrary, most nursing students—high achieving and not—hoped to get jobs at

73

Patients who are unable to pay for their care are offered the ability to work off their debt, cleaning linens or
dishes, or doing other menial jobs in the hospital following their recovery.
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RAMC over FNH for two reasons; first, RAMC paid more and provided more benefits. Second,
RAMC was a tertiary 500-bed hospital and work experience at such a hospital met the
requirements often required by employers abroad. Thus, many of the nurses working at RAMC
see themselves as working toward future migration abroad (even if they do not actually end up
migrating). And RAMC prides itself on employing “the cream of the crop” (Chief Nurse,
RAMC).
Instead, RAMC’s lower reputation is likely owing to its crowdedness, public perceptions
of the clientele served, and the fact that the hospital is severely understaffed. In most non-critical
care wards, the nurse to patient ratio is 1:25, which means that nurses are rarely available to
respond to patients’ or families’ requests, have little time to answer questions, or provide less
technical types of care. As soon as they finish the rounds checking vitals, it is time to begin
again. Nurses largely rely on unpaid labor—either nursing students or nurses who pay to
volunteer following graduation and licensure, as well as the patients’ family members (called
“bantayan” or “watcher”) to do much of the menial nursing labor, including bathing, feeding,
changing diapers and bed sheets, cleaning wounds, fetching medicines and supplies from local
pharmacies and medical supply stores when required, and even operating the manual ventilators
during un-/scheduled power outages (which occur frequently). Staff nurses take greater
responsibility for filling out the paperwork, checking vitals, and administering medications.
Perhaps owing to the better pay and benefits, during periods of rapid nurse migration, the
chief nurse estimated RAMC only lost an estimated six percent of its nurses each year.74
However, migration likely affected some units disproportionately. One returned migrant nurse
named Miguel recalls the turnover in the surgical ward at RAMC as constant:

74

Despite the relatively small loss of nurses from public hospitals, hospital administrators remained concerned about
the loss of the most experienced nurses.
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The turnover was- Every three months, there’s a turnover of nurses. I remember in 2003, my sister who was
not yet retired in the operating room at RAMC, “Oh my God, Miguel, every time I go to the operating
room, new faces. It’s like the operating room has become a revolving door.” There was no retrogression in
America. You have one year experience? Go. You have one year experience? Go.

During periods of low out-migration, like that experienced during fieldwork, RAMC’s turnover
decreased to a loss of about one nurse per year. In contrast, FNH experiences about 20 to 30
percent turnover each year. While during fieldwork, this turnover did not seem to be a hindrance
to the functioning of the hospital, an FNH operating nurse recalls rapid out-migration and the
recruitment of the entire surgical nursing team of six nurses for work in Saudi Arabia in 2004
that crippled the surgical unit and resulted in patients’ scheduled operations being delayed.
Some nursing scholars, in the Philippines and elsewhere, have proposed contractual
bondage to deal with nurse migration (World Health Organization 2006). In these bondage
schemes, training or health institutions would have the ability to confiscate and hold documents
necessary for migration until nurses complete their work contract. A nursing scholar at UP
suggested this bondage be required for nurses who attend the UP nursing school; because they
receive a free education through the national university, one professor argued, they owe the
Philippines their labor: “It’s free, but somehow you have to pay back.” She revealed a plan to
reinstate a “return service agreement” between students and the university in which students
commit one year of work service to their country for every two years of education they receive at
UP. Students would be bound to this agreement and would appear on a no-fly list that would
prevent them from leaving the country before completing their two years of service. Critics argue
that such contractual bondage violates the basic human right of one to migrate (Denton 2006).
In contrast, FNH has adopted policies and practices that—if given a generous
interpretation—“accommodate” nurses’ aspirations to migration, as they simultaneously create
an insecure pool of labor, encourage and stimulate migration, and shift responsibility for

91

financial security—in the absence of living wages—onto nurses. For example, FNH does not
offer contracts to their nurses. During periods of rapid out migration FNH Chief Nurse Jeffrey
Tan says that nurses were migrating without notifying the hospital because they feared being
scolded for not completing their contract, letting down their coworkers, or pursuing financial
incentives abroad instead of serving their fellow Filipinos. The hospital was not able to hire
replacements until they confirmed they had in fact gone abroad, which would sometimes take
weeks. For Tan, not providing contracts means that nurses are free to go if they choose.
The salary for a nurse at FNH is considerable lower than the salary given at public
hospitals, which likely explains why it experiences greater turnover than RAMC. When I asked
the chief nurse about using higher salaries to retain nurses, he argued that it would “upset the
cycle of migration”:
If I give P50,000 basic salary for all the staff nurses, what will be the effect? The effect will be they will be
staying here. The cycle in terms of turnover will be stopped. And you can just imagine the global effect of
this and in terms of the economy of the Philippines!”

Instead, he attempts to model FNH after the fast-food industry, which he learned about as an
unemployed nurse working in the popular Philippines fast-food chain Jollibee, which suffers
from high turnover but maintains the corporate culture by retaining those in managerial
positions:
Now what we are trying to conceptualize is we can make a strengthening of the managerial positions
because we invested too much in them. In terms of the training, we send them out of town for seminars, we
give some sort of benefits with them and trainings, etc. What we are trying to come up with is to strength
this one, that we could make a good package for the top managerial positions so that they will not be
encouraged to go abroad. […] The concept is to not disrupt the (turnover) cycles of the lower part because
we also need it also- to have some movement there. […] Even if there is a fast turnover of nurses here,
because you have the foundation of the culture, services, standards here in terms of the managerial
positions, I guess there'll be no problem.

To Tan, using higher financial incentives to retain the nurse managers and the work culture is
more important than retaining the lower level nurses. In fact, many of the newly hired nurses are
only hired on a part-time basis. Tan argues that this gives more nursing graduates employment
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opportunities: “We just have to accept that it’s part of the cycle. We really cannot stop it. […]
Let us not deprive all these new nurses to experience also that cycle. It's good. It's healthy in
terms of the profession.” However, the constellation of employment practices used at FNH—
offering no contract, lower than average salaries, and a decrease in full-time employment
opportunities—also creates labor insecurity and instability, as part-time employment on such a
low salary is not sustainable for a nurse who is supporting her- or himself, much less a family (or
who would like to have a family someday). In effect, such labor practices make these highly
skilled professional jobs appear more like low-wage, unskilled service jobs that are characteristic
of service economies, as well as provide a stimulus to migrate.
At the time of our interview, Tan had recently implemented programming to educate and
encourage its staff nurses about how to “sideline,” or seek additional employment to supplement
their incomes, “So that they will not be bothering themselves, ‘Oh my basic salary is so low.’ It
is only because they weren’t able to financially manage the resources.”75 Nurses at RAMC are
also encouraged to “sideline” by teaching part-time at the local nursing schools (which even the
RAMC Chief Nurse does to supplement her income). However, Tan’s program emphasizes
entrepreneurialism and encourages nurses to use their incomes to develop small businesses (like
buying a jeepney, or building an apartment building) that create additional income for nurses and
their families. Tan said he had received positive feedback from staff nurses about the seminar he
offered on investing money to sideline and said that he would like to expand this initiative by
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Tan also maintains that nurses are not working at FNH for the salary: “You are not here because of the salaries,
but because of the experiences. You want to serve. That will be number one. And second, some of you want to get
the experience.” Here, Tan means that nurses are seeking experience to be able to migrate. Tan reaffirms the (false)
assumptions that for nurses “caring is it’s own reward” (Folbre 1995, p. 74) and thus monetary compensation is
irrelevant or at least less important (see Chapter 3), and that receiving clinical experience (necessary for migration)
is reward enough for one’s nursing labor. These assumptions (and the policies they inform) deny the right of a nurse
to remain in the Philippines (Buchan et al., 2006), unless she or he is willing to endure the low salary long enough
(and invest in additional education at his or her personal expense) to climb up into a managerial position that is wellcompensated under Tan’s plan.
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tapping USC alumni and former nurses of FNH who have gone abroad for donations that would
go into a fund to provide nurses loans to open small businesses to supplement their income. Tan
refers to this as a “responsible loan program” in which nurses could access resources for starting
small businesses, “not consumer goods” which he says end up costing nurses money in terms of
wasted time and money (e.g., time spent watching a new television and electricity used to
operate it).
While Tan reiterates that FNH is simply dealing with a reality, FNH’s policies and
practices limit the ability for nurses to make a decent living in the Philippines and make the
choice to stay in the Philippines. Tan’s program to encourage and facilitate nurses becoming
entrepreneurs distracts from the inadequate compensation and employment (for those employed
as only part-time) being provided by FNH, and shifts the burden of fair compensation and
responsibility for financial security onto the nurses. In other words, Tan attempts to deal with
complaints about the low salaries by encouraging them to invest their wages in specific ways and
increase their labor outside of the hospital, instead of increase staff nurses’ salaries to that of
public hospitals (or, better yet, a middle income wage).
Conclusion: nurses’ pathways to (un)employment
The 2010 nursing graduates began their college or university training at the height of outmigration, but as graduates and newly licensed nurses they faced widespread domestic
unemployment and few migration opportunities. I want to conclude this chapter by tracing the
typical post-graduation pathways nurses take as they navigate both production and migration
opportunities and local and transnational labor market during the bust period in 2010. Examining
this situation from nurses’ perspective illustrates the traps and significant barriers nurses
encounter post-graduation, the burden that nurses and their families bear as they navigate largely
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unregulated industries, and the uncompensated labor nurses do in order to pursue a nursing
career. Diagram 1 illustrates nurses’ post-graduation career options and trajectories.
I recruited Jayson from the local employment service center—a city government office
tasked with matching the un- and underemployed with prospective employers locally and abroad.
Jayson had gone to the center to apply for nursing jobs. There were many jobs available in Saudi
Arabia posted, but the employers required applicants to have had two years of paid experience in
the Philippines.
But Jayson doesn’t have any paid experience, and, unfortunately, cannot get the
experience he needs to pursue these jobs. When I met him, he had been volunteering his nursing
labor since he got his license a year prior. He had even paid RAMC P5000—a little more than
USD110—to volunteer for 40 hours per week for three months. At the municipal hospital where
he was currently volunteering full-time, he received a small allowance of P200, or USD4.50, per
day that covers his transportation and meals. At 22 and as the eldest of four children, Jayson was
expected to contribute to the household finances. So he saved as much of his allowance as
possible and when he had saved P2000, he would buy groceries for his family.
While he’s submitted his resume to various hospitals in the area, there are no jobs
available. In the absence of local jobs, nurses maintain their skills and knowledge through
volunteering. I ask him if there are differences in the tasks done by paid staff and volunteer
nurses. “The difference is they have pay. We don't have,” he jokes. When I ask him if he feels
taken advantage of, he implies the question is irrelevant: “It's a sad reality for us nurses […] that
we are just volunteers and if we are not volunteers, we don't have nursing work or nursing
experience.”
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Following graduation, many graduates spent several months and several thousand pesos
reviewing for the licensure exam through for-profit review centers that have popped up to fill a
niche created by inadequate training. Statistically, most nursing graduates will not pass the local
licensure exam. Without a license, the graduates are unable to practice in the Philippines or
abroad. The educational industry and state regulating bodies have utterly failed these individuals
and their families who have invested hundreds of thousands of pesos in nursing school.

96

Diagram 1: Post-graduate career options and trajectories of nursing graduates in 2010

Get hired as staff nurse
Barriers:
Few job openings, very competitive
Need to be well-connected to get hired
If hired at a private hospital, there may be policies
that operate against nurse retainment (e.g., lack of
contracts, low pay, part-time status)

Go to Manilla to find a nursing job
Barriers:
Need to pay for training program first (cost double
what they cost in SLC)
Few job openings and very competitive labor
market
Costly to live in Manila

Pass licensure exam (NLE)
Barriers:
Inadequate training
Lack of enrollment standards

Pay-to-volunteer hospital
"training" in SLC
Barriers:
Costly
No pay to support one's
self/family

Deskilled
If unable to complete volunteer
"training," not elibible for nursing
jobs at home or abroad

Graduate with BSN

Congressman's nurse employment program
Barriers:
Need to have personal connection to the
Congressman
Pay is very low; doesn't support self/family
Need to enroll in costly foreign exam review

Migrate as a nurse?
Barriers:
Affording foreign exam review and
registration
Passing forieng exams
Fulfilling nursing needs in-demand abroad
Passing screening and interviewing with
foreign employers
Unforseen state or institutional policy
changes that affect migration opportunities
or status

Migrate as a nurse?

Migrate as a nurse?

Migrate as a nurse
Barriers:
Positions are rare; few opportunities for
nurses without paid clinical experience

Repeat pay-to-volunteer
hospital "training" in SLC
Barriers:
Costly
No pay to support one's
self/family

The majority of nurses in my
sample ended in these categories.

Retake licensure
exam
Deskilled
If unable to obtain job locally or abroad, nurses
are deskilled when they take jobs outside of the
nursing field or remain unemployed

Fail Exam

Deskilled
Not eligible for nursing jobs at
home or abroad
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Those whose pass the licensure exam advance to the next step, which is applying for
unpaid pay-to-volunteer trainings at the local hospital. If the nurse would like to apply to
multiple hospitals, he or she must pay for and complete multiple trainings, constituting months of
lost wages. However, very few nurses are ever absorbed as a paid staff. For every staff nurse
position that opens at RAMC (and there are at most, a couple positions that open each year), the
chief nurse estimates that she receives 200 applications. While the chief nurse brags that they get
“the cream of the crop,” most nurses—even those who have been hired—say an applicant must
have a “white horse” or “backer”; in other words, he or she must be well-connected—especially
to a politician or hospital administrator—in order to be hired.
This situation gives the impression of a “surplus” of nurses. But “surplus” is a deceiving
term reflecting only vacancies in the labor market and neglecting very real public health needs.
Despite the “surplus,” nurse to patient ratios at the regional medical center are one to 25 or more
in many units. That calculation is based on the official number of beds (500), and not the extra
250 patients that use the hospital beyond its capacity everyday. In comparison, the recommended
ratios in US non-critical care units range from one to two to one to five.
While a few nurses and parents described this practice as exploitative, previous waves of
nurse migration have shaped the more common understanding of volunteer trainings as “loyalty
service,” from the idea that nurses are obligated to volunteer their labor to help their fellow
Filipinos before their assumed migration abroad to serve foreign patients and earn lots of money.
A few nurses, like Jayson, will extend their volunteering, moving from hospital to
hospital, for as long as financially possible. For others, like Rubin, who had a wife and baby to
support by the time he graduated, paying to volunteer for months without the likelihood of
procuring a job by the end was not a feasible path:
MP: Did you complete the basic skills training at RAMC?
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Rubin: Ah, no, I don't want to be volunteer nurse in the hospital because I really have to find income for my
family. When you have your volunteer service, you don't have any salary or what. So you're the one to pay
the hospital for your, for your training.
MP: At the time were you happy you took the route you did?
Rubin: I think so, because number one, because of my family. […] Because with your family you have to
really think for their future, prepare for their future, save for them so that when time will come, there will
be savings you can get and provide things for your family. But when, if I went to volunteer nurse, I guess it
will be very hard for me, because I won't have any salary and everything, so I won't have any food to
provide for them. […] It would have been very advantageous if I went to hospital and took up my training.
But the problem is I can't see myself working in a hospital without any salary.

However, most participants rendered at least 3-6 months of free labor to local private and public
hospitals in the area.
After volunteering, many nurses confront their limited options and struggle to find
positions that won’t lead to deskilling. The vast majority of nurses go on to unemployment or
menial work in food service or retail. If they’re highly proficient in English, nurses pursue
employment at the call center just outside SLC where their income (including incentive and
bonus pay) is often times greater than a staff nurse. Katrina, a nurse working at the call center as
a supervisor, reported bringing home P40,000 one month (including her base and bonus pay).
With her income, she is able to pay her family’s electric and water bill, buy groceries weekly,
provide the daily allowances of her younger brothers and sisters, as well as pay her own phone
bill, save, and splurge on “gadgets” for herself: “During the time I was studying, they went
through a lot of stuff, like loans. That’s why I’m helping now. Giving back what they gave me.”
Such contributions help her parents save for her brother’s future college expense. After getting
her nursing license, Katrina spent six months volunteering at RAMC, during which time she
applied for staff and contractual nurse positions that opened up. She was not hired. During her
second volunteer experience while she was on a break, she walked to the call center recruiting
office, conveniently located right outside the RAMC’s campus gates, and applied for a job:
MP: Were a lot of your friends applying at the call center as well?
Katrina: [little laugh] Ha, no. Because they were actually focused on going abroad, dong the NCLEX
examination, getting the paper that needs to be sent to them. That’s what they’re focused on. During that
time, my focus was to get a job and help with the finances at home.

99

MP: Why did you choose to not go that route?
Katrina: I think because I’m practical. Because what I’m seeing right now is that most of my friends that I
am with during the time of my training at RAMC, are actually working as [call center] agents there right
now. They’re just starting to work. They were just waiting and waiting, and doing a lot of stuff, like doing
interviews for certain hospitals here, in Manila, or even abroad, and not passing it and not getting any
money out of it. So, at least this is more practical for me.

As a call center supervisor and having been earning an income for a year longer than her friends,
Katrina feels she made the right decision in leaving nursing, though she says her parents wanted
to her stick with nursing and migrate abroad. Katrina’s comparison of her and her friends’
decisions draw attention to nurses’ uncompensated labor and time spent pursuing a career in their
field without a payoff.
Some nurses imagine that there are more nursing opportunities in Manila, that migrating
locally will be a solution. They may go to Manila for a month or so, stay with relatives, and
inquire at the numerous hospitals for employment. Most return feeling that nursing job prospects
there are even more unlikely than in the province. They are told they will need to pay for another
training program, ranging in cost from P10,000 to 20,000, after which they can submit their
application for employment along with the thousands of others. While Jayson wants to go to
Manila to search for jobs, his nurse friends who have already gone have warned him that there
are no jobs for nurses there either. Jayson is still hopeful, saying “I just want to look for an
opportunity if I have even a chance.”
If migrating as a nurse was not possible (due to any of the many barriers that could make
one ineligible: lack of a license, lack of paid experience, lack of migration opportunities, lack of
monetary resources to fulfill requirements, etc.), many considered migrating as a midwife or
caregiver. While both of these might result in a slightly lower professional status, neither were
ruled out as possibilities or perceived as low status jobs. There may be two reasons for this. First,
even “unskilled” labor has been professionalized in the Philippines. For example, a two-year
degree in food service is preferred for employment at fast food restaurants like McDonald’s and
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Jollibee. While midwifery courses may be two or four-year degrees and are considered semiskilled or skilled labor, caregiving is also a six-month certificate program sometimes included in
nursing departments that trains students in carrying out domestic labor. Second, both are caring
professions and are accorded a higher moral status, as migrants in these professions can proudly
demonstrate Filipino cultural value of providing “tender loving care” for the world. Most nurses
and students were less willing to consider migrating as a domestic helper, which is generally
associated with a much lower professional status and who are accused of lowering the status of
Filipinos worldwide.76 However, a few nurses were willing to do almost any job in order to
migrate. A (well-paid) nursing school dean in her 40s confessed that she still hoped to go abroad
someday, even if she had to “wash windows.”
Other nurses and nursing students aimed to go abroad through other means. One clinical
instructor had joined a dating website for Filipinas looking to meet foreigners. The week after
our interview, her new American almost-fiancé was visiting the Philippines so they could make
sure they were well-matched, and so that he could meet her parents. If all went according to plan,
she assumed he would soon be petitioning her for a green-card. As will be described in Chapter
3, Lilly, a first-year nursing student, was being encouraged by transnational and local family to
agree to marry an Australian man who would sponsor her migration to Australia following her
graduation from nursing school; the match was arranged by her aunt, a migrant nurse in Australia
who was sponsoring Lilly’s nursing education.
It is important to note the difficulty recruiting unemployed nurses and nurses working in
menial labor jobs, due to the sense shame and failure that has accompanied their post-graduation
76

See “Assessment and Recommendations of the Presidential Fact-Finding Mission and Policy Advisory
Commission on the Protection of Overseas Filipinos” in Filipino Women Migrant Workers (1996), edited by Ruby
Beltran and Gloria Rodriguez: “Our nation has gained the embarrassing reputation that we are a country of DH’s
[domestic helpers], entertainers and even prostitutes. […] It is said that even in a certain dictionary the latest
definition of the word ‘Filipina’ is ‘a housemaid’” (73).
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trajectories. Some of these nurse experience pressure from their families to find job, locally or
abroad, to contribute to the household expenses, or just to support themselves. Jayson’s parents
remind him—often when they eat dinner together—of his responsibility, as the eldest, to provide
the schooling fees of his younger siblings. Jayson says he feels “ashamed” that he cannot yet
help with these expenses. When I asked Albert, an unemployed nurse, about his relationship with
his father who has been working in Saudi Arabia since Albert was a child, he says they used to
message each other online for an hour each day, but now they are quarreling. About what, I ask.
“About my lack of employment,” Albert says, “He always say I should find a job and have my
own money so that I will not ask money from my mother, but I don't have a choice. I can't find
any good job as a nurse. […] I think he thinks that it’s easy to find a job.” They haven’t spoken
for several months.
Some parents and nurses have been imagining for years the financial and material
rewards of their children as migrant nurse. Irene, a mother of two unemployed nurses, still
imagines the home her daughter will build them once she goes abroad: “We have a very small
house and she’s thinking of building a bigger house for us, for all of us, to accommodate us and
her future family, and the families of her brother and sister. A compound perhaps.”
Unfortunately, her daughter is also a volunteer nurse without a clear path for employment at
home or abroad. Of course parents also experience anxiety as many have gone into debt to pay
for their child’s nursing education with the assumption that it was an investment. Although both
of Irene’s children have finished their schooling and are licensed nurses, 70 percent of Irene’s
paycheck continues to service the debts she accumulated from paying nursing school tuition.
Nurses’ stories illustrate the barriers they encounter attempting to gain employment after
graduation. The unregulated nurse production industry has produced inadequate, but expensive,

102

training, in which nurses and their families invest, hoping that they will be in the minority and
graduate able to pass the NLE. Likewise, while the nurse training and migration industries in the
Philippines have suffered as a result of decreased out-migration, nurses and their families have
borne the brunt of the consequences of slowed out-migration. Beyond the personal shame and
sense of failure that unemployed nurses feel, their unemployment is a sore subject in the
household, a source of conflict among parents and children, and a significant financial stress for
both parents and nurses.
Nurses essentially choose between being exploited as volunteer nurse laborers in the local
hospital, or being deskilled. Unfortunately, choosing exploitation does not provide insurance
against deskilling, as most nurses who complete volunteer service continue on to unemployment
or employment outside the field of nursing. Thus, the nurse education and employment situation
in the Philippines during the current bust period might be characterized as “brain waste” and
might be considered an equal threat to public health and economic development as “brain drain”
during boom periods.
Another reading of nurses’ and families’ stories reveals the ways that previous waves of
nurse migration have shaped their experiences, as well as the healthcare landscape in SLC. The
unregulated growth of privatized nursing education in response to migration booms has resulted
in a large number of graduates unable to pass the licensure exam and—in market terms—a
“surplus” of licensed nurses. This “surplus” is coupled with a deficit of paid or fairly paid
nursing positions to adequately respond to local public health needs. The latter is disguised by
the practice of relying on volunteer nursing labor. A pool of nurses desperate for nursing
experience in the hospital, can be temporarily used for free labor. These volunteer nurses along
with the nurses enrolled in temporary employment initiatives, like that sponsored by SLC’s local
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congressman, subsidize both public and private health care and sustain the operation of an
overburdened, underfunded health system.
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Chapter 3: Obedience, obligation and care: the household production of migrant nursing
labor
Celia’s mom worked as a medical technician in Saudi Arabia while Celia was a young
child. As a result of this absence and her mother’s decision to leave Celia with her grandparents
who were not very attentive to her, Celia is not close with her mother now: “Imagine, I was in
grade one, six years old, and I was paying my tuition fee by myself in the treasurer’s office!”
Despite the perceived negative emotional and social consequences of her mother’s migration,
Celia decided very early on that she would like to migrate. Her mom and great uncle would send
balikbayan boxes full of foreign and/or expensive goods home, which made her associate
working abroad with a life of luxury. However, she wanted to be an accountant and perhaps go
to law school (despite the fact that Filipinos in these professions do not migrate in large
numbers):
"Because I want to have this “attorney” or “doctor” before my name, just the title. […] For me, here in the
Philippines, if you have that title, then you are respected. […] If you're in a public place, there are only few
lawyers and doctors because it's so expensive to study. So if you have that status it seems like people know
you, they know you're popular.

Celia, now a third-year nursing student at Eastern University (EU), told me repeatedly during our
conversation that she doesn’t like nursing:
I do not like nursing. It seems like nurses are ordinary here. You see, the salary here, I think it's just 5000
pesos per month. […] So after graduation you're going to get a job and make 5000 pesos? Oh my God!
That's just for your fare! You didn't pay your parents. You studied, you're going to continue gaining from
them (to be dependent on them). You're going to be stuck.

However, her father wanted her to take up nursing, and encouraged her by telling her that a
degree in nursing would allow her to go abroad and “have a high salary.” Celia obeyed: “You are
thinking, this is what they like so you should follow. […] I don't hate nursing, It's okay. I just
follow.”
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Celia gave up a scholarship to study accounting at a prestigious private university in the
Manila to studying nursing in SLC, even though her family would have to pay for her tuition and
board. Moreover, tuition for nursing school at EU is even more than the tuition for accounting at
the university in Manila. As a result, she said she often regrets the decision, thinking that if she
had chosen accounting, her family wouldn’t have the financial burden that they have now. In
addition, Celia said she has struggled with the nursing work she has had to do as part of her
clinical rotations at Region A Medical Center (RAMC). The smell of the hospital and seeing the
sick patients lining the halls make her “stressed out” and she feels angry observing the staff
nurses, who she described as having little compassion or sensitivity for their patients: “Like they
shout at the women giving birth!”
Beyond feeling uncomfortable in the clinical settings, Celia described herself as not
having any inclination to do the care work of a nurse. She recalled her first experiences caring
for a patient with severe psoriasis:
My first experience, I was asked to sponge bath my first patient. She’s an old lady and I noticed [she has
psoriasis] here (rubbing her arm), here (leaning over to touch her shin), all over her body. My God. And my
teacher told me, ‘You wipe your patient.’ And I saw her feet—it’s dirty, really, really dirty. Then, of course
you cannot judge them. For example, they did not smell good. You should not show that you are
embarrassed by the smell, by the odor. So, I really have- I feel like crying that time. Imagine, I can’t even- I
don’t even do this for my parents!

It could have been worse, she added; her classmate was assigned to clean the maggot-infested
wound of a diabetic patient with a gangrene, so Celia felt “lucky.” When I asked if Celia enjoys
the patient interaction, Celia abruptly changed her tone noting that in the beginning she was
“frustrated” with the tasks assigned to her during her hospital rotations, but now she enjoys her
work when she “helps to make a patient comfortable” or “sees a patient smile.”
Celia’s story of choosing and coping with nursing as a career is fairly typical. Like most
Filipinos, she has witnessed or experienced the fruits of the labor migration of a family member,
and imagines a future life with access to the goods and luxuries not affordable to Filipinos
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working in the Philippines. And she desires a high professional and social status—a desire that,
in some ways, operates against the decision to become a nurse. But a parent persuaded or advised
her to take up nursing—a job that will take her abroad. Being an obedient daughter, she
“follows,” despite her disgust with performing the care duties among patients at the public
hospital. Thus, in multiple ways, Celia’s story highlights the household as a site nurse production
in the global nurse care chain (Yeates 2004a). This chapter foregrounds the household
production of nurses by examining the experience of nurses, students and parents in making,
negotiating, or coping with the decision to become a nurse.
As stated in the introduction, scholars and health planners often answer the question
“why do nurses migrate?” with an analysis of push and pull factors, one of the most key among
them being low remuneration at home pushing nurses out and high salaries pulling them to
particular host countries. However, as this chapter will illustrate, in the Philippines, young
people become nurses in order to migrate. There is an important distinction here. It is not just the
low salaries of nurses and working conditions in the hospitals at home that push nurses out;
rather, young people are motivated to migrate before they become nurses because they are
immersed in a culture of migration and are constantly exposed to and desire the products,
opportunities and lifestyle available in other places, and which may be available through nurse
migration. These opportunities abroad are desirable because they help nurses fulfill their familial
roles and obligations by their financial support of their children, siblings and parents, because
they increase their status in the family and community through their success and generosity, and,
finally, because going abroad is a means for accessing new experiences, a cosmopolitan lifestyle
and personal fulfillment. Thus, a culture of migration and moral economy in the family
stimulates nurse migration. And nurse migration is as much (or more) the result of factors in the
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local and transnational household and community at large, as it is push or pull factors in the
clinic at home or abroad. In this context, we can understand decisions to become a nurse as
mediated by the family and cultural forces. Parents and elder extended kin have a primary role in
making decisions about their children’s future careers. Students’ and nurses’ narratives of
individual choice of career (or lack thereof) index how young people perceive their position in
the family structure, their relationships with family members, and their attitudes toward their
studies/career.
This chapter examines nurses and nursing students as integral parts of their households
and families and foreground their roles as children, grandchildren, siblings, parents, and
members of extended families, and understands the household as a node in the global nurse care
chain. The household—as the context in which one’s first and primary social role is defined, the
location in which young people may witness the material effects of family members’ labor
migration, and the context in which group and individual strategies for livelihood are imagined,
discussed and decided—is a primary site of nurse production. First, I explore images and
representations of nurses and nursing students to understand students’, nurses’, and their parents’
varying perceptions of the nursing profession. Then I examine the ways in which nursing
students position themselves as family members and caring professionals-in-training through
narratives of the decision to pursue a career in nursing. Next, I explore the ways in which the
local and transnational household mobilizes resources to produce a nurse in the family.
Dependent on the mobilization of cultural and familial values and viewed as an investment to
benefit the family (immediate and extended family often times) the household production of
nursing labor illustrates the ways that moral economies are integral to and intersect with the postindustrial economy (and specifically in the production and migration industries) and global labor
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market. In the final section, I illustrate the connection between the household and other nodes of
production—specifically the school and hospital—through an examination of the ways in which
students largely uninterested in care work are socialized to be affective laborers.
“The white uniform” and other representations of the nursing profession
Various representations of the nursing profession circulate among nursing students, their
parents, practicing nurses, and nurses in professional organizations. Nursing students’ and their
families’ perceptions of the nursing profession is influenced by multiple factors, including class
background, the social status of nurses at home, and the remuneration of nurses abroad. In
general, students and parents perceive nursing to be a lucrative career, as they look toward the
potential for high remuneration as a nurse abroad, and are less concerned about either their
professional status at home or abroad, and are more motivated by their imagined personal status
at home within the family and community after they migrate.
A few nurses and students aspired (or perhaps their parents had aspirations for their
children) to wear the “white uniform,” which symbolizes a profession and education, but also has
a moral connotation. While it seems that almost every employee, anywhere is uniformed in the
Philippines (from bank tellers to gas station attendants to college professors and staff) the
uniforms of female nursing students77 doing their clinical rotations stand out as the most
conspicuous and formal. While staff nurses wore white pants and colorful, patterned, personallychosen scrubs tops, and a white jacket (usually only when leaving their ward), nursing students
wore head-to-toe bright white. Short-sleeved white blouses were covered with white, polyester,
mid-calve-length apron dresses. Despite the heat and long length of their dresses, students still
wore opaque white tights and white Mary Jane-style dress shoes. Small, white caps (which they
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Male students are also dressed head-to-toe in white with white dress shoes, pants and short-sleeved dress shirts.
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receive in a special capping ceremony during their second year of school), folded like origami,
sit at the back of their heads, above tight buns.78 Students keep their uniforms immaculate and
take pride in maintaining their professional appearance. In fact, most students listed handwashing their uniforms each night as a routine task in their busy days. Traveling around SLC,
one can identify the homes of nursing students by the white uniforms hanging out of windows,
on roof tops or on clothing racks parked out in front of the house to dry. I could not understand
how students managed to keep their uniforms so clean, during monsoon downpours, traveling
through muddy puddles or dusty roads on motorcycles, or just encountering everyday spills and
accidents. The special uniforms of nursing students doing clinical rotations distinguish them
from the masses of other uniformed students (grade school through college) whose uniforms are
specific only to the school they attend.
Parents and older nurses especially mentioned being impressed with nurses in their
uniforms:
It’s a childhood ambition. Maybe something was in my mind. I used to see nurses working in these health
centers when I was a little kid. On my way to school I stare at the nurse there. And I got to know her name.
When I was a nurse already, and I told her “You were my idol when I was a little kid” and she was very
kind. Because you see, Megan, I see her as a person as—you know, she was decently dressed and very
clean. Immaculate and the way she spoke with people. It was very nice and I said when I grow up I want to
be like her. [Ethel, clinical instructor]

A few students and younger students also noted the allure of the nursing uniforms. When I asked
Rona, a 21-year-old unemployed nurse, what attracted her to nursing, she noted that as a child
her aunt was a nurse in the Philippines: “And when I was a child I kinda like the white uniform,
doing hospital work, et cetera.” Rona recalls playing hospital as a child: “When we would play
with my cousins, when I was a child I would- ‘Okay you’re the doctor, I’m the nurse.’ It’s really
my first choice. I really want to be a nurse. That’s why even I’m just doing volunteer work
nowadays.”
78

And female nursing students are encouraged to maintain a hair length long enough to be styled into a bun.
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Students and young nurses had varying perceptions of the professional status of nurses.
Some nursing students perceive nurses, as educated medical professionals, to have a high social
and professional status: “Here in the Philippines, a nurse is respected and the patient treats you
like royalty. They ask your advice” (Liza, third-year student). Students referenced the respect
that nurses receive from patients and high social status they might have as visible members of the
community, but never mentioned their place in the professional clinical hierarchy, where they are
subordinate to physicians. For other students, nursing may be considered “ordinary,” especially
in light of the recent nursing boom. For example, Celia thought that she should have pursued a
degree in law, medicine or accountancy. To her, these professional degrees, and particularly the
titles and/or letters after one’s name, conferred more status that would be recognizable to
strangers. Rhea, an unemployed nurse who comes from a well-off Chinese family that owns
several shoe stores in SLC and Manila, described the status of nurses to be comparable to that of
“sales lady.” Some students’ and nurses’ parents even considered nursing “dirty,” wishing their
children to not study nursing. In general, this is an older perception of nursing.79 For example,
one older, returned migrant nurse who came from a well-off family said his grandmother refused
to allow her grandchildren to study nursing:
My eldest sister wanted to become a nurse, but my grandma said “Hell no!” Oh excuse my French. “No
granddaughter of mine is going to become a nurse. They’re nothing but slaves of physician. Why clean
people’s ‘blanks,’ behinds, whatever. I don’t want you to become a nurse.” During that generation, no one
was allowed to become a nurse. My grandmother died, and four of us became nurses. The perception
changed, and of course, America was waiting for us.

Today, most perceive nursing as a respectable career, recognizing the labor of student
nurses who work long hours and the night shifts for their clinical rotations, the accomplishment
of passing the National Licensure Exam—which a minority of nursing graduates pass (see
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Before the American colonial period, hospitals were associated with the poor; they were the place the poor went
to die when they had no other family to care for them. Thus, nursing was a considered a low-status and dirty job
(Choy 2003).
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Chapter 2)—as well as the potential for high remuneration abroad. However, doctors, lawyers
and accountants, all of whom receive higher remuneration upon employment in the Philippines,
have a higher professional status than a nurse.
Most students (and parents) perceive nursing as a route toward migration and ultimately
financial success and thus a high social status, even despite a coexisting belief that, while abroad,
they will have a lower professional status. Stories about nursing work abroad come from clinical
instructors, friends, and relatives who have worked abroad, though information is fairly
superficial or vague, leaving nursing students’ relatively uninformed about life and work abroad
(see also Chapter 4). While some students noted that their work might be easier with access to
medical technology like (IV pumps and ventilators) and lighter patient loads, students expected
that once abroad, their professional status would be similar to that of a “maid” or “servant” as
they imagined caring for demanding and litigious US patients who are more like customers, and
nursing to be more akin to a low-skilled service job, than a profession in the medical field.80
Based on what she has heard from clinical instructors that have worked abroad, and an aunt and
cousin who are nurses in the US, Liza compares the role of the nurse in the Philippines to that in
the US: “In the US, the patient is the boss, as opposed to the nurse being the boss, like in the
Philippines.”81
In contrast to students’ perceptions, some senior nurses working in the production or
migration industry (including clinical instructors, leaders of professional organizations, and nurse
recruiters) described nurses practicing in the US as having a much higher professional status than
nurses in the Philippines, due to the differing roles nurses have in clinical decision-making.
80

As will be discussed in Chapter 4, when imagining their future abroad, “abroad” is almost always imagined as a
Western place, usually the US, Canada or the UK. Rarely did participants imagine their work abroad taking place in
the Middle East or another Asian country. However, nurses and students are also aware of the lower status that
Filipinos—nurse or not—have in these countries.
81
Perceptions of nursing work abroad are discussed further in Chapter 4.
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While in the US, the nursing profession has carved out a niche in the care provider landscape
characterized by technical and caring expertise, in the Philippines, nurses are subordinate to
physicians in the health care hierarchy. Whereas nurses in the US are considered part of a care
team and who are often consulted by physicians on a patient’s progress and needs, nurses in the
Philippines play a lesser role in decision-making and defer to the physician. In fact, one exam
review center owner and migrant nurse recruiter, who has also worked in the United States as a
nurse, offers courses addressing the difference between a nurse’s role in the US and a nurse’s
role in the Philippines for nurses planning to migrate; he specifically recruited nurses who he
thought could learn to feel confident interacting with physicians as equals, as opposed to their
subordinates. However, few students imagined their professional status improving upon
migration. The differences in perception between students and recruiters may reflect students’
limited knowledge about the different types of jobs for which nurses are recruited, whether it is a
highly-skilled position in a specialty unit, or a position providing less-technical care labor in a
long-term care facility. Or, students’ perception may reflect the differing role that family plays in
providing basic care labor (feeding, cleaning, managing toileting needs) to a hospitalized family
member in the Philippines, whereas this labor may be provided by the nurse or allied nursing
staff in the US (this is discussed further in a subsequent section.) In some cases, students
expressed a desire to not have more responsibility in the care and treatment of patients.
However, within the family and other social circles, nursing has a high status, as (up until
the time of fieldwork) a degree in nursing was considered to be a ticket abroad. Sending a child
to nursing school raises the status of the family among extended kin and neighbors, largely due
to the high cost of nursing school. When I asked Alma, a third-year nursing student at San Luis
City University (SLCU), about nurses’ status in the Philippines, she quickly responded, “First,
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they say that you’re rich, because of the tuition fee, because it’s not that affordable.” If a family
enrolls a child in nursing school, they are assumed to be financially well-off or have a relative
abroad who is remitting money to support the student. In addition, sending a child to nursing
school is viewed as a financial investment, with the potential for a large payout once the child
graduates, migrates, and begins remitting. At the time of fieldwork, due to decreased migration
opportunities, this perception was slowly changing, with some viewing investing in a degree in
nursing to lead to unemployment.82
Whether working domestically or abroad, nurses have a high moral status and are
perceived as sacrificing of themselves in some way. Domestically, (employed) nurses are
burdened with heavy patient loads, are witness to much physical and social suffering, and are
underpaid. Choices to stay in the Philippines during periods of rapid outmigration when
opportunities to go abroad abounded, are often framed in terms of prioritizing one’s
responsibility to care for the family or nationalistic duty to serve fellow Filipinos (regardless of
other possible reasons for staying). These nurses are perceived to have sacrificed their personal
financial desires for love of the family and nation. Nurses that go abroad are also perceived (by
elder kin and family friends, but not necessarily by children of migrant nurses, see Chapter 5) as
sacrificing for the family; in leaving them, they sacrifice their personal relationships with family
and overwork themselves in order to fulfill their financial responsibility as provider. As nurses in
both the Philippines and abroad often say, “In order to provide for your family, you must leave
them.”83
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More recently, given the decreased opportunity for migration, the nursing students and new nursing graduates are
mocked in private for their career choice. I met a college student and her mother, who inquired about my residency
in the Philippines. When I told her about my research she laughed and said she was going to be a nurse. I asked her
why she laughed and she replied, “ Because they cannot get jobs.” She had settled on engineering instead. I head
similar responses from community members outside the nursing field many times.
83
I heard this saying among participants for my Master’s research (Prescott 2007)—Filipinos already living and
working in Chicago—as well as among participants in SLC.
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Yet, perceptions of nurses’ moral status depended on the scale from which migration was
considered. Despite the government’s representation of nurses and other OFWs as “heroes,” few
participants described migrant nurses as such, and were more often critical of such state
representations or rhetoric.84 While some students acknowledged the Philippines’ dependence on
remittances that overseas nurses send back, they often admitted the motivations of these nurses
are not nationalistic. When I asked Liza, a third-year nursing student at EU, if she thought that
nurses that go abroad are heroes, she responded:
In some ways yes, but in other ways no. Because well, they give, they have these remittances and they kind
of maintain the economy at that level. And no, because there are many professionals going out so what is
left here is those that are remaining here are not that skilled. No offense to those graduates and RNs
already. Those experienced and those professionals who are really, really experts in their field, for example
nursing, go abroad just to earn, you know, earn big, and those left here are those who are not that good.

Liza implies that migrant nurses are largely motivated by potential personal benefits, not
nationalistic duty, and emphasizes the consequences of the country being drained of the brightest
professionals. Instead, working or volunteering with little or no pay domestically after passing
the Nursing Licensure Exam (NLE) was considered to be serving one’s country and “giving
back”—a nationalistic duty.
Thus, students and nurses hoping to migrate anticipate trading their perceived lower
professional status for a higher status in their kin and social networks. Beyond receiving a higher
salary, students and nurses describe their desires to become nurses in terms of their ability to
financially provide for their family—to send their younger siblings or children to school, to allow
parents to retire, or to relieve another overseas family member (a parent, grandparent, aunt/uncle
from the responsibility of being the overseas breadwinner so that he/she can return home. (This
is further explored in Chapter 4.) I do not mean to suggest that their motivations are purely
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The descriptor of “hero” was never offered by participants without prompting. At the end of the interview, I often
asked participants to reflect on the representation of OFWs and migrant nurses as heroes. Likewise, this was also a
final question on the written survey.
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altruistic. Indeed, many participants articulated the desire to achieve a higher status in the family
through their financial success. Migrant nurses also have a high status beyond the family. Having
a child abroad, like having a child who is nurse, is a source of pride for parents. “They will say,
‘Oh, my son is in abroad!’” says Lena, a recent nursing graduate, placing a hand on my arm and
leaning in toward me, imitating a parent bragging to the neighbors. Neighbors, too, imagine the
financial gain or opportunities the family next door will experience as a result of migration. In
this context, the potential for nurses’ social status at home (both within the family and wider
community, with a high status achievable through migration) seems to play a greater role in the
decision to become a nurse, than considerations of their professional status either at home or
abroad. Thus, push/pull rationalities of migration that are focused on the financial rewards for the
individual obscure the social and emotional networks in which nurses are embedded, and only
provide a superficial understanding of motivations for migration.
Becoming a nurse: narratives of choice
The dilemma of “choice”
“Choice” is theoretically problematic, as it implies agency. Like agency, I understand
choice as “socioculturally mediated” (Ahearn 2001, p. 112) and embedded in social structures
that shape it (117). This perspective draws on practice theory of Giddens (1979, 1984) and
Bourdieu (1977). As such, I examine the role of the family and nursing institutions, through the
teachings of clinical instructors and interactions with administrators, in shaping students’ and
nurses’ discourse of choice.
First, “choice” must be situated within power relations within the family and account for
the institutionalized “family feeling” (Bourdieu 1996, p. 22) that structures the family unit. In
general, many Filipinos have great respect for their elders. This is seen in ordinary, everyday
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greetings through the practice of mano—placing the back of an elder or higher status person’s
hand against the younger person’s forehead—and the use of the marker of respect “po” when
addressing an elder or one perceived to have a status higher than one’s own. In interviews about
choosing nursing, schools or any future life plans (e.g., having a romantic relationship, going
abroad, plans for remitting) many students reiterated this respect for their elders’ choices or
opinions—specifically parents, aunts and uncles and grandparents—in interviews.85 “Choice” is
made more complicated in cases where extended kin living abroad offer to send a niece or
nephew or grandchild to nursing school, pay their tuition and promise other financial and social
support when the student migrates abroad following school. Thus, as will be illustrated,
individual choice—or even preference—is mediated by that of other family members.86
The issue of career choice is already a concern among nurse educators. Many deans
lamented the poor quality of students who lack the “heart” for nursing (Mrs. Paolo, Nursing
school dean, Luzon Catholic College). In fact, some partially attribute the low academic
performance of students to the fact that many of them were forced to enroll in nursing by parents
or relatives. One dean—a dean who admitted that she was, herself, forced to be a nurse by her
mother—argued that the national passing rate is so low because students are not interested in the
subject. Another dean suggested that students purposely fail their nursing courses as an act of
rebellion against their parents who forced them to enroll. During enrollment, each student meets
with the dean for a low-stakes interview, with two of the standard questions being “Why are you
85

This is not to suggest that all children obey or comply all of the time. For example, many young people date,
though their parents/relatives forbid it.
86
However, this does not describe the experience of “choice” for all students. Some students said they had to
convince their parents to let them take the nursing course. In most of these cases, parents were reluctant to send their
children to nursing school due to the expensive tuition fees; other parents still associated nursing with dirty work or
had reservations about their daughters providing intimate care for male patients. Other students said that their
parents did not encourage one course over another. While this ethnography does not evaluate changes in the role of
the family in decision-making over time, it is possible that more students have a greater role in decision-making, as a
result of the public discourse about the nurses who have no interest in becoming nurses.
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enrolling in nursing?” and “Did you choose nursing?” Students who admit that their parents
chose nursing are warned that they will not enjoy it and that they will likely not do well. Indeed,
in the written survey, almost 46 percent of first-courser students87 (n=536) said that nursing was
not their first choice for a career.
However, as will be discussed, over the course of their nursing training, students report
having “learned to love” the course. Thus, clinical instructors’ and administrators’ concerns
about students being forced into nursing by parents or relatives and purposely sabotaging their
studies may be exaggerated and have little explanatory power in justifying schools’ low passing
rates. About 23 percent (n=143/614) of students surveyed agreed or somewhat agreed that they
were “forced” to take up nursing (see Table 1). Still, many of these individuals reported that they
agreed or somewhat agreed with the statement “I enjoy studying nursing.” In fact, only 2 percent
of students (n=14/614) disagreed or somewhat disagreed with the statement. Approximately 85
percent of students (520/614) agreed or somewhat agreed that they enjoyed studying nursing.
Table 1: Nursing students’ perceptions of choice in career choice88
Statement
“I was pressured to take up nursing.”
“I was forced to take up nursing.”
“I enjoy studying nursing.”

Agree
25%
9%
56%

Somewhat
agree
31%
14%
29%

Neutral
27%
20%
13%

Somewhat
Disagree
disagree
5%
12%
13%
44%
1%
1%

In-depth interviews with students about the decision to study nursing and longer-term
career plans provide a more complex understanding of how “choice” might be mobilized,
interpreted and narrated to construct a particular identity. In the following section, I analyze four
common narratives of choosing nursing school and explore the ways in which students construct
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Second-course students (or students who are taking nursing as a second degree) were eliminated from
this analysis since, presumably, second-coursers originally chose another career path.
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Percentages may not add up to 100 due to rounding.
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their identities as daughters and sons and nurses, care-ers, and professionals, and situate their
position in the family.
During fieldwork, I realized that I often made the mistake of asking a leading question, as
the phrasing of my question often assumed that students had chosen their college course. For
example, I might have asked, “How did you make the decision to enroll in nursing?” or “How
did you choose nursing?” (as opposed to “How did you come to study nursing?” which is the
question I eventually used to address this issue). I do not, however, feel my questioning biased
the results, as students quickly corrected my assumption:

“Actually it was my mom who wanted me to be a nurse. So I have no choice.” (Belle, 19, unemployed
nurse)
“I actually didn't decide.” (Liza, third-year-student)
“Actually, that was not my choice.” (Mariella, third-year-student)

Likewise, in analyzing stories of becoming a nurse or nursing student, it is important ask: to
whom is the story being told? The last time students were asked this question, they were likely
talking with the nursing school administrators as they enrolled in courses, or discussing this issue
with clinical instructors, who often expressed their frustrations about trying to engrain a passion
for caring within their students; both nursing school administrators and clinical instructors are
authority figures through whom students learn the “right” answers to questions about motivations
for studying nursing. While I was not officially an authority figure to any nursing students, some
students may have viewed me as such due to my age, the fact that I was friendly with clinical
instructors and administrators, and the fact that some students participated in interviews with me
as a way to practice their English, as if they were interviewing with an overseas employer (as
was encouraged by some clinical instructors as they were introducing me and my project to

119

students). Thus, students’ narratives should be read critically: Did students emphasize altruistic
motivations over self-serving ones?
In general, students emphasized the motivation of wanting to help their families (not their
patients) by going abroad, and again demonstrates the inability to separate motivations to
studying nursing from the motivations to migrate. As illustrated in the following narratives, this
sentiment is both conditioned through parents’ direct and indirect instruction, and is a culturally
acceptable reason to migrate away from family (Constable 2004). While a few students
emphasized professional- and self- development and exploration over their filial roles during
interviews, in the anonymous written surveys students ranked developing professionally as a
primary reason for wanting to migrate, with 439 students ranking it in the top five reasons and
323 students ranking it in their top three reasons (see Table 2.) Traveling and having greater
personal freedom away from family were ranked in the top five reasons for wanting to migrate
much less frequently, and when ranked were most often ranked fourth or fifth. The importance of
professional development illustrated by survey data may indicate a bias resulting from the fact
that the survey was administered in school, in classrooms, where professional training and
development are at the fore of students’ minds. This option on the survey, administered during a
break in classroom instruction, might have presented another opportunity for students to choose
the “right” answer that is rewarded in the context of the school classroom. Or, it might be that
professional development is considered a personal benefit that students were reluctant to
prioritize in interviews in which they might be more carefully crafting an identity and where they
might have feared being judged as selfish. Regardless, all the four types of narratives examined
below illustrate the important role that families and affective relationships have in nurse
production.
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Table 2: Student-ranked reasons for wanting to migrate abroad.
Statement:
I want to go abroad because …
(students were asked to rank their top five
reasons)
My family in the Philippines will have
more money because I will be able to
send money home to them.
Going abroad will help me develop
professionally as a nurse.
I will have more money for myself.
I would like to resettle my family
abroad eventually.
I want to travel and see new places.
I would like to send gifts from abroad
home to my family in the Philippines.
Being away from my family will allow
me to have more personal freedom.

1

2

3

4

5

Number of
students who
ranked
reason in top
five reasons

193

123

60

32

29

437

139

84

100

77

39

439

82

107

89

61

63

402

29

71

71

70

64

304

25

55

72

83

109

344

9

34

71

91

97

302

6

10

19

35

35

105

Nursing as vocation?
To readers in the US, it might be assumed that young people are motivated to pursue a
career in nursing with a sense of vocation—the idea that they are called to be nurses, that they
have a passion for helping others and an attitude that “caring is its own reward” (Folbre 1995, p.
74). The same might be expected or assumed of young people pursuing other caring professions
(education, social work, faith-based careers, and medicine to some extent), though certainly not
all young people take up these careers for this reason. Of course, such assumptions may be naive,
and come from a place of privilege in which career choices are open and financial incentives are
irrelevant. In fact, this assumption neglects the effects of the commodification of care, in which
care is broken down into services that are bought and sold in the market (Zimmerman, Litt, &
Bose, 2006) and carers are positioned as wage laborers. It also neglects the material reality that
care work is devalued, under-compensated and associated with femininity. The commodification
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and gendered nature of care work combined with growing service economies has resulted in
growing opportunities for women’s labor migration. Thus, the vast majority of students and
nurses that I spoke with and surveyed are studying or studied nursing in order to migrate and
associated nursing with the financial rewards found abroad (see also Chapter 4).
However, when asked about the decision to become a nurse, a few students recall
moments from their childhood that deeply affected them and influenced their decision. Often
times these were illness episodes—usually a relative’s serious illness—or a visit to the public
hospital (arguably an arresting experience for anyone who has not been before). Such events or
clinical encounters inspired the student to want to be able to provide physical care for a sick
family member, provide health expertise and advice to their family who may not otherwise be
able to afford it, or help the poor who crowd the hallways of the public hospital waiting to be
seen. These students are also likely to describe enjoying their nursing classes and their clinical
rotations in the hospital. Alma, a third-year student at San Luis City University (SLCU), says
watching her grandmother die was the catalyst for wanting to become a nurse: “I feel so guilty
because I didn’t have something to do [a way to help] when she was sick. She's my favorite
among the family members and I want to (help), but I didn't know how.” For Alma, becoming a
nurse ensured that she would be able to care for her family if a similar situation were to arise.
Lilly, a first-year student at Luzon Catholic College (LCC), tells me that she wanted to be a
nurse since she visited her grandmother in the hospital as a child. At the hospital, Lilly saw
patients with no money waiting in the lobby hoping to catch the doctors as they were leaving the
hospital. She wanted to be a nurse to be able to provide free health care to these patients. By
these accounts, Alma and Lilly are both motivated by a desire to care for others, and recognize
personal and social value doing care work.
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A small group of students noted that growing up in families with lots of nurses and
medical professionals influenced their choice to take up nursing. Julie Ann, a fourth-year student
at the University of St. Claire (USC), comes from a family of medical professionals. Her mom is
a registered midwife, her grandparents were both doctors, and five of her cousins are nurses
working abroad:
I wanted to be a nurse since I am fond of serving. Both of my grandparents are doctors so we belong to the
medical profession. So that’s one reason. I’m lola’s [grandmother’s] girl. I’m always at her side observing
everything. I always- I am fond of observing her patients. I told her I want to assist her so [she said,] “Oh,
you should take nursing course.” Like that.

Julie Ann attributes her decision to her fondness for care work, which she learned about by
accompanying her grandmother on her rounds visiting patients. When I asked Julie Ann how she
liked nursing school, she was emphatic:
I really love it. I never regret taking up this course. I can see that I’m really a good student. Because, for
me, a good nursing student appreciates the work done when rendering services when we’re in the hospital.
And you really love your work. That’s the important thing there.

While working abroad post-graduation, Julie Ann would like to save money so that she may
return to the Philippines and open up a “lying-in clinic,” or clinic where women (largely those
unable to afford to give birth in the hospital) can give birth assisted by midwives and nurses.89
But even students who were motivated by a desire to care and/or enjoy the care work of
being a nurse also recognized the potential financial rewards and positioned themselves as future
providers for their families. After Lilly told me about her first visits to the hospital, I was about
to move to my next question, but she quickly added that she also wants to help her family
financially: “And I want to level up,” she said, meaning she wants to raise the socioeconomic
status of her family. Lilly comes from a poorer household; her father is a pedicab driver (earning
89
Lying-in clinics are entrepreneurial endeavors that nurses are encouraged to pursue by the state and local
professional experts in the field of nursing. Given the lack of jobs and low pay for nurses locally and decreased
employment opportunities abroad, they remind nurses that operating health-related businesses providing nursing
services is within professional scope of nursing practice under Philippines law. Again, in the absence of state health
system reform, nurses are encouraged to take responsibility for joblessness and create jobs and money-making
opportunities for themselves.

123

between five and seven pesos, or 11 and 16 cents per ride) and her mother has a sari-sari store.
They live in a house that was built and furnished with new, modern appliances by her aunt:
“My tita (aunt) is a nurse in Australia, so I idolize her. She tell me her story. So, ano, they were very poor
also, then study hard, then nurse, then now, she’s very rich now because she’s a nurse in Australia. And I
want to be also like that.”

Alma, likewise, has ulterior motives for studying nursing. Although Alma’s father
wanted her to enroll in banking and finance course because it is less expensive and takes only
three years to complete, Alma convinced her father—a stall owner at the local market—to let her
study nursing. Now, he reminds her when they eat meals together that she needs to go abroad in
order to support her siblings. Alma said she doesn’t feel pressure because she also wants to go
abroad: “I want to give the good life,” she says, describing how she will pay the tuition fees of
her siblings, give her brothers enough capital to start a piggery business and open a pool hall,
support her father so that he will not be dependent on the local loan sharks, and save money for
any future costly illness episodes (including medications and hospitalization) that her family may
experience. Alma describes the benefits her fellow classmates who have mothers working abroad
receive: “They are getting what they want—cellphone, build a house, complete (school)
materials90. […] I don't have a social life because I don't have money. When I go abroad, I want
to give the things I never experienced.” But Alma was clearly most concerned throughout the
interview about her status as a good daughter and sister and stresses her desire for her family to
be “proud” of her and brag about her to others. When I ask Alma what she wants from going
abroad, she pauses with a quizzical look on her face, and then says:
I am happy when I am giving my salary to my parents. I never think about being too tired. I never consider
my situation. It's okay if I'm getting up early and coming home late, as long as I'm earning. So I'm going

90

Many nursing students and their families (including Alma’s) do not possess the resources to purchase necessary
course materials, like textbooks. As a work-around, students will borrow their classmates’ books, use the limited
number of library copies available, or simply rely on lecture notes. Both students and clinical instructors note that
this makes learning and succeeding difficult.
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there. They say that you miss the family, like homesick, but in my case, I never... no. I don't consider it. It's
sufficient being alone. I'll survive.

Note that in this response, Alma seems to associate migration as a nurse to be physically and
emotionally uncomfortable and an otherwise negative personal experience—a personal sacrifice
for the sake of her family (but not for the sake of the patient).
Julie Ann, likewise plans to migrate because both she and her family want Julie Ann to
help the family:
MP: How does your family feel about your plans to go abroad?
Julie Ann: [My mother] wanted me to go there, because financially right now, we’re having difficulty
because my father is not anymore supporting us [Julie Ann’s father abandoned the family while working in
Dubai as a cook]. And I really need to go there to help them. That’s my focus in life, to help my family.
And we are so many (in the family).
MP: Does your mom expect you to help?
Julie Ann: She is expecting me but she is not obliging me, telling me to help them. But it’s really on my
plan to help my family. Because no one will help except me. My father is not there anymore. And I’m the
eldest. My sister, the eldest among us, already has her family. I think she cannot help.

Julie Ann is actually the third eldest of four children, but will be the first to finish college and has
no other financial responsibilities (unlike her sister who already has a family to support). Her
elder brother finished high school but is unemployed. Thus, Julie Ann has taken on responsibility
for her family’s financial well-being and this is her “focus in life.”
While Alma, Lilly, Julie Ann led the conversation by telling about a personal experience
in the hospital that influenced their decision to take up care work, they acknowledge other
motivations, and the remainder of our conversation focuses on those personal and/or social gains
that may come from migration. As such, these nursing students first position themselves as
altruistic care professionals, and second as providers for their families and selves. This is not to
say that their more altruistic motivations are not genuine. A career in nursing may represent
multiple opportunities—the opportunity to help those in need of medical care, the opportunity to
care for the family by providing for them financially, and the opportunity to improve one’s
financial and social standing—and represent multiple routes toward achieving a high moral
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status. In fact, opportunities to migrate and the ability to fulfill familial roles through work
abroad make it possible for young people to take up an otherwise fairly low-paying, but highly
moral profession.
It is important to note that all three students are in the lower income brackets of [coming
from households that earn about P180,000 (Alma and Lilly), and P240,000 (Julie Ann) annually
(see Chapter 1, Table 3 for context)]. Alma and Lilly are supported financially in their studies by
overseas relatives (Alma’s step-sister, an English teach in Japan, pays for Alma’s tuition). In
emphasizing their ability to help others—specifically the sick and poor—they also imagine
themselves as transcending the communities from which they come and taking on the role of
provider (of care, expertise, services, as well as monetary resources), when it is likely they and
their families have been the recipients of such caretaking in the past. In this way, Alma and Lilly
may be motivated by achieving a caretaking role and higher status in their local communities, as
well as in their families.
“I want to explore things and not just be stuck in here.”
Nursing was actually Monica’s third choice. She most wanted to be a pilot—an option
that would allow her to travel—but she did not meet the height requirements. Her second choice
was to study pre-medicine, which would lead her into medical school. However, her uncle, a
nurse in London, offered to pay for her studies. When he told Monica he would “prefer” Monica
to enroll in nursing, Monica complied with the intention of going abroad. Explaining her reason
for complying with her uncle’s wishes, she says:
Well for me, I really want to go abroad because I’m the type of person that wants to explore things, not just
be stuck in here. And I want to enhance my skills over there, because I think there are a lot of advanced
technologies and advanced education. And I want to give of course my parents what they deserve after all
the hardships, all the sacrifices they have given. I just want to go there and help them and enhance my
knowledge and skills.
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While surely influenced by her uncle, Monica foregrounds her own personal desires in her
narrative; she wants to travel, explore, and further her professional skills. Like most other
students, she recognizes her obligation to help her parents, but she also intends to pursue
migration for what she personally and professionally might gain.
A small number of participants, like Monica, reported wanting to migrate primarily for
personal and/or professional fulfillment. Nursing in the US and other Western contexts is often
described as the pinnacle of nursing practice (e.g., best practices, best technologies, unlimited
material resources), and clinical instructors often note wishing their students to migrate for the
purpose of practicing nursing “the way it was meant to be practiced.” (However, they also argue
that nurses should “serve first the Filipino” for two years before going abroad.) Such an attitude
reflects the legacy of the development of the nursing profession in the Philippines during the
American colonial period, which created a hierarchy of knowledge, skills and expertise (Choy
2003).
Beyond professional development, these students expressed a desire to travel, meet new
people, and have new experiences: “I want to have a high, high salary and I want to work in
other countries and I want to travel the world” (Raquel, first-year student at USC). The
destinations at the top of Raquel’s travel list are the Las Vegas casinos and New York City—
places she’s seen in photos and movies and that she thinks are “beautiful.” Calvin, a nursing
instructor in the process of migrating, says that he imagines traveling to the US in order to pursue
other professional interests, but he also describes longing for the big city environments he’s seen
on American TV, opposed to the rural environment of Region A:
I wanted to go to California or New York, because I love fashion. [Laugh] I’m just being honest, Megs. I
love busy streets. I don’t know why. There’s something about a busy street that I love. I hate- I don’t
necessarily hate, but I feel very uncomfortable if a place is very quiet and very green. When I see Times
Square, I’m very happy, when I see it on the TV. And Hollywood.
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As young and single women, Raquel and Monica’s self-serving ambitions do not raise
eyebrows, and Monica’s professional goals are even lauded within educational and professional
contexts. Moreover, students that position themselves as seeking personal and professional
fulfillment in their narratives of choosing nursing still affirmed their desire to provide for their
families, even if it was a secondary concern. And vice versa; students who did not initially front
personal and professional goals they hoped to fulfill through migration in their narratives of
becoming a nurse often betrayed some excitement about the lifestyle and new experiences they
may encounter while working abroad when discussing their imagined futures.
Monica used our interview to practice for her participation in the USC School of Nursing
beauty pageant.91 Sponsored by Kaplan Test Prep (an international exam review service
company providing both NCLEX and NLE review to nurses), the pageant required contestants to
compete in the categories of: modeling (clinical uniform and evening gown), talent, dedication to
service, and on-stage interview. Female contestants paraded across the stage in extravagant,
sequined gowns, and male contestants in tuxes, in front of a backdrop that pictured a European
castle while a guitarist and pianist played the hits of Frank Sinatra, including “Fly Me to the
Moon” and “Moon River.” As they modeled their formal wear, each gave a personal statement
that addressed a health issue in the Philippines; nutrition, health education, women’s
empowerment, political will, corruption, and lack of discipline were common themes. Despite
the cosmopolitan feel of the pageant created by the European-esque backdrop, the American
music, extravagant costumes, running advertisements for NCLEX and NLE review courses and
contestants’ commentary on national health issues, contestants did not indicate an interest in
migrating abroad. In fact, several questions during the question and answer portion of the
competition seemed to be aimed at eliciting students’ future plans. In response to a the question
91

Beauty and talent contests are a popular form of live entertainment in the Philippines.
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“Where do you see yourself in five years?” a male student responded “I’ll be with my family.” A
female contestant was asked “What will you do after graduation?” and answered “I will pass the
NLEs and then I will continue my education to keep learning and be the best nurse I can be.”
Both short, ambiguous answers were met with great applause from the audience. The brevity of
responses may have been a strategy to minimize the potential for English grammar errors that
would be mocked by one’s peers. However, the contestants’ unwillingness to admit their plans to
migrate, and professed commitments to professional development may reflect contestants’
efforts to please clinical instructors and administrators acting as judges who attempt to instill and
reward a narrative that affirms commitment to the profession. Acknowledging plans to migrate
may undermine the assumption or crafted identity that a student is a nurse for the sake of
improving individual, community, and national health.
“I’m a good boy. I obey the wishes of my parents.”
The next two types of narratives account for the most common narratives heard in
interviews with nursing students.92 In both cases, parents (and/or other relatives) essentially
chose nursing as a career for their children. The difference lies in the way students perceive and
narrate this decision, with some accepting the decision more or less happily, and others (see next
subsection) lamenting, even mourning, it. In the following excerpt, Jonathan, a second-year
nursing student, describes his dad’s decision to send Jonathan to nursing school—a career he
“hated” but has, “just yesterday”, come to “love”:
MP: How about the decision to be a nurse?
Jonathan: The decision to become a nurse is not my decision.
MP: It was not yours?
Jonathan: It’s not my decision. It’s my dad and mom’s decision.
92

However, it was not the most common response on the written survey. I do not attribute this difference to
sampling bias of the interview population, but to a wide interpretation of choice among students, that could be better
elucidated through in-depth interviews about the decision-making process and students’ understanding of the
decision made.
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MP: Okay.
Jonathan: Actually, what I said earlier I want to study bachelor of fine arts for interior designing. […]
Unfortunately that was just my dream, not a dream that’s coming true.
MP: Uh huh.
Jonathan: But what I understand now, right now I will – I’m already loving the profession of nursing. I am
a person who is at first don’t like the profession of nursing. But right now, I realize the goodwill, the
essence- the essence of caring, the good um, good experience to be a nurse and to be a big help to people
who need it and to be a part of the health care delivery system. So I’m really loving this. […] I just realized
yesterday that I’m loving this profession.
MP: Why did your mom and dad choose it?
Jonathan: There are a lot of reasons. First and foremost, almost all of my cousins, uncles and aunties are
nurses.
MP: Really?
Jonathan: Oo. [Yes.] One is working in- they’re in European countries, UK, Germany, Austria. They’re
getting a good salary. That’s why- because nowadays, my dad, […] he said, “Nowadays we must be wise.
Since there is a small opportunity for you to have a bachelor degree and luckily, if you finish your studies
in nursing, there’ll be a wider opportunity for you not only in our country but in abroad.”
[…]
MP: When your dad told you, what was your reaction? Did you tell them that you wanted to be an interior
designer?
Jonathan: It was my choice and they didn’t know that I wanted interior designing. My first reaction is I
cannot speak. I am speechless and I go to my room. And as far as I know, I don’t have reaction. I hate it.
During my high school days, my friends, I told them not to pursue for the bachelor of nursing because I
really hate this profession.
MP: Why?
Jonathan: First and foremost, there’s a lot of surveys and news- there’s an overpopulation of Filipino
nurses. Lots are volunteers. It is very good to volunteer yourself but then you pursue to be a registered
nurse not to volunteer, but to work and to give dignity on your profession. So I told them not to pursue a
bachelor of science in nursing. And unfortunately, they are all sad and shocked that I’m pursuing a bachelor
of science in nursing.
[…]
MP: Was there any choice? Could you have said “I’m going to do interior design even if it makes you
mad” or-?
Jonathan: My first response is actually- My attitude is- I’m a person who is very optimistic. I’m a person
with a positive side. Even though I have bad feelings, I’m not a person who gives time, gives effort- I’m a
person who will hate you for this hour but the next hour, I’ll love.[…] Because, not to be boastful, but I’m a
good boy. I obey the wishes of my parents. I am a person who do what they are told. I will just obey them. I
will just follow their instructions in order for them to be happy. Because my main- because they are the
reason why I am now today. So I obeyed them and followed their instructions.

Jonathan’s desire to obey his parents overrides any desire to pursue further discussion of his
father’s decision. Instead, Jonathan emphasizes his personal qualities that make him flexible,
forgiving, optimistic, and a good, grateful son. Both male and female students described
responding similarly to their parents’ decisions, taking pride in their obedience and deference to
elder authority. In these narratives, students emphasized their “choice” to remain good sons and
daughters by respecting their parents’ choices or opinions and either hiding or repressing their
own feelings and desires.
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Often times, the choice to become a nurse is more complex, including many members of
the family, and often times involving the transnational family. Patrick, a fourth-year student,
originally felt called to be a priest. While this would have been a respectable choice that would
have reflected well on the family, he says,
But unfortunately, my parents denied my choice, since, um, what they thought is that I will be more help
with them, as an eldest child, if I would take up an occupation that would bring them more pastures [help
them financially].

Instead, Patrick’s parents chose engineering for him, which Patrick accepted. However, when his
aunt—a nurse working in London—heard of the family’s plans, she offered to pay for his college
education if he took nursing: “And she’s the one who influenced me. But it’s me that decided.”
Even within this short explanation, the meaning—or degree—of “choice” shifts, with an
individual choice being denied, Patrick accepting his family’s choice that he should pursue a
more lucrative career in engineering, and then being “influenced” to choose nursing. While
Patrick maintains that he “decided”, the decision has been—at a minimum—mediated by filial
expectations and obligations that are imposed on him by his parents, as well as conditional
financial incentives (“If you choose nursing, I will support you”). A less generous interpretation
would be that Patrick’s family chose his career path and Patrick chose to respect his elders’
wishes, as opposed to cause conflict, lose his aunt’s financial support, and place the burden of
financial support on his parents. As another student, Timothy, whose tuition is being paid for by
his “auntie” explained: “I have to follow them because they are doing a favor.”
Later in the interview, Patrick addresses the pressure he feels:
“Of course I feel some pressure with my auntie who is sustaining my finances for my schooling. She says
that she’ll give me a slot in the hospital that she’s working. She keeps on, she keeps on [pause] inspiring
me, but it appears to me as a pressure.”
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Here, Patrick pauses as he attempts to reinterpret the pressure he feels as “inspiration.” Finally,
Patrick concludes that, “It’s not really for my fulfillment, but my parents’ fulfillment, as to why I
took up nursing.”
Many students put considerable effort into reconciling their own desires with that of their
parents, and, like Jonathan and Patrick, work to positively reinterpret interactions they originally
experience as negative. As Marci, a fourth-year student at EU, says of her immediate and
extended family’s expectations of her to do well in nursing school:
I know that this pressure is somehow healthy. I know that their expectation is for me to have a better future.
It's also for my own good. But then going along the way is somehow hard, but I know in the end, it will be
for my own good.

In many cases, uneasy feelings arise from the associated pressure to migrate, which is tied to
their parents’ choosing nursing as the college course their children will study. While students
experience comments from parents and older relatives negatively (as pressure or control and
rejection or pushing away, in the case of pressure to go abroad), they often try to understand
them in a more positive way, with “it’s for my own good” being the most common justification
of their elders’ decisions and comments. The following is an excerpt from an interview with
Ann, a 20-year-old nursing student who has a 1-year-old daughter. After Ann discovered that a
major in business no longer appealed to her, her mother—viewing nursing as Ann’s route
abroad—encouraged her to enroll in nursing school. While Ann said that she tries to “go with the
flow” and tells herself to “love what you’re doing,” she didn’t immediately enjoy nursing school
and reported having an even more difficult time imagining the post-graduation migration plans
her mother has chosen for her:
Ann: I think maybe I can't survive abroad but my mother says, "You can do it for us and for me." And I
say, “okay?” [Her inflection rises, as if asking a question and her brows are furrowed.]
MP: You're making a face. What's that? What do you think when she says that to you?
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Ann: Because I'm nervous. I'm thinking that I might not survive there and there's so many questions, but
now she realized that she will not have to pressure me.
MP: Did you feel pressured?
Ann: Yes, yes.
MP: Did you feel like she was forcing you?
Ann: Yes. But then she told me that she didn't do that, but kept on telling me that I should be- She kept
giving me advice: "When you go to abroad you get to this... you can do this..." But it's good for me.
MP: Why?
Ann: Because I want to go abroad.
MP: Why do you want to?
Ann: Honestly, I just want to have experience there and have my family so that they won't be like otherBecause my mother and father are retiring this year so they keep on pushing me to have the job abroad.

Again, like Patrick, Ann works to reinterpret her mother’s “pressure” as “advice.” Pressure from
parents may be direct (as Ann’s mother tells her that she should enroll in nursing school) and/or
indirect (as Ann’s mother reminds Ann of the benefits of being abroad). Such pressure from
parents may seem even more problematic when it is aimed at a child who is also a parent, like
Ann, as often this results in parents leaving their children in the care of others while abroad. In
Ann’s narrative, fulfilling her role as daughter is of primary concern.93 In this exchange, Ann
attempts to reconcile her mother’s pressuring when she says that it’s “good for me” because she
also wants to go abroad. However, when I ask her why she wants to go abroad, she only
articulates the benefits that she might be able to provide to her parents. They are retiring and she
can supplement their income, as well take on some of the family expenses, such as pay the
educational costs of her younger 14-year-old sister, as well as provide financially for her own
daughter. Although she worries about the loneliness and leaving her daughter in the care of her
parents, Ann reiterates throughout the interview her intention and desire to go abroad for her
parents’ sake, positioning herself as a good daughter.

93

However, going abroad is not contrary to fulfilling her maternal role, as providing financially for one’s own
children is also accomplished through migration.
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“Actually, it was not my choice.”
Mariella, Liza, and I sat outside on a cement bench in the shade of a big tree on EU’s
campus. She and her friend, Liza, had just returned from their duty at the hospital. They were
dressed in their white aprons, white tights and white Mary Jane shoes. It was about four o’clock
in the afternoon and probably more than 80 degrees and humid; they periodically wiped or
blotted their faces with white handkerchiefs. Mariella and Liza are best friends, and third-year
nursing students at EU. They were excited to volunteer to participate in my research and meet for
an interview, but at the end of the interview, they confess to me that they were using me and our
interview as a reason to be away from home; after the interview they would meet up with the
boyfriends that their parents forbade them to have. I felt a little uncomfortable being an
accomplice in their illicit plan, but I was more struck by the reminder that most of these nursing
students are teenagers, live in their parents’ household, defer to their parents’ authority, and
sometimes rebel and break their rules.
Neither Mariella nor Liza is very attached to their future careers in nursing. Liza says that
while she wanted to go to culinary school to become a baker, her parents made her take up
nursing. The closest culinary school is in Manila and the cost of room and board in Manila and
thought of Liza living there among “influences” without supervision prohibited them from
supporting her decision.
MP: What about your decision to take up nursing? How did you decide?
Liza: I actually didn't decide.
MP: Who did?
Liza: They did.
MP: YourLiza: My parents. Because they wanted me to... Because before the nursing course was a booming business.
Anyways, they wanted me to take up nursing because they wanted me to go abroad. They wanted me to.
MP: How did you feel about that?
Liza: I want to go abroad, but not to take up nursing.
MP: Oh, really? So, you didn't want to take up nursing?
Liza: Yes.
MP: What did you tell them?
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Liza: I told them I didn't want nursing but I couldn't think of any course at the time (besides culinary arts),
so I just told them I'd give it a try.
MP: Was that okay with you?
Liza: I was kind of disappointed that I took up nursing, which is what I don't like.
MP: You don't like it?
Liza: No, I don’t.
MP: Why not?
Liza: You know when you go to hospitals and you see people, sick people, especially old people, I don't
want to look at them. I'm having a hard time because I have a soft heart for old people. I keep seeing my
grandmother. […] I have this soft spot for old people. When you see them in pain, I want to cry.
MP: And do you still feel that way?
Liza: Yeah, still.
MP: As you’ve been at the hospital more has it changed?
Liza: No, it hasn’t changed. I just feel like that whenever I go on duty.
MP: Does your family know how you feel?
Liza: Yes, I told them about that, and they say that it's a natural feeling when you are new in the hospital
and they say I will get used to it. I don’t know [shrugging].

Now, Liza plans to work as a nurse in order to save money for culinary school.
Mariella wanted to go into engineering or architecture but says, laughing, “my aunt and
my mom kind of brain washed me.” Her aunt lives in the US and advised Mariella’s mom to
send Mariella to nursing school because it was “in demand” and provided opportunities for
migration. Mariella does want to travel and live abroad some day, but instead hopes to apply for
a position as a flight attendant following graduation. However, she noted that she worries about
the five-foot, four-inch height required for attendants of international flights; this is a plan of
which she was already assessing the feasibility.
Brielle, the second eldest of 10 children and a first-year nursing student, planned to enroll
in hotel and restaurant management (HRM) at a for-profit college chain that has a branch
location in SLC. She wanted to have a career where she could travel. But her grandmother, who
lives in the US, and father were angry that she was not enrolling in nursing. She has aunts on
both her mother’s and father’s sides of the family who took up nursing and now work abroad.
Their success convinced Brielle’s father and grandmother to enroll her in nursing at LCC:
MP: Why did they choose nursing?
Brielle: Because they want me to go abroad to help the family because I have so many brothers and sisters.
[…] So I didn’t have any choice. I follow them.
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MP: How did you feel (when your grandmother and father chose nursing)?
Brielle: I cried when my father got mad at me and also my grandmother. […] For now, it is okay. I have
already accepted it.
MP: When you were crying, what did your father say?
Brielle: He doesn’t know that I cried. I go to my room alone. And then after that, he asked me, “Did you
cry?” like that. I didn’t reply to him because I was mad. I had hard feelings for him. So I just ignored him.
MP: Did you ever tell him that you didn’t want to take nursing?
Brielle: I told him before when he say to me that I should take nursing. And I also told him that I didn’t
want to take nursing. But now, I’m taking nursing so I don’t have any choice.

When I asked Brielle if she was enjoying nursing schools, she said she liked “the people”—her
friends and clinical instructors. Brielle has accepted responsibility for trying to alleviate the
financial problems in her family, and plans to migrate to the US as soon as she can. She does not
focus on her future work as a nurse, but on the benefits of living in the US, a place she describes
as having “plenty of food,” “a clean environment,” and people who are “disciplined94.”
The difference between these narratives and the narratives in the previous section is that
nursing students like Liza, Mariella, and Brielle do not emphasize their obedience or roles as
good sons or daughters, though they do obey. Instead, they portray themselves as having little
agency. In these narratives, students foreground their own personal and professional dreams first
and do not make an effort to sublimate their own desires in light of their parents’ choices, the
responsibilities placed upon them, or the status within the family they might achieve through
becoming a financial provider. Likewise, many continue to describe their dislike of nursing and
some, like Mariella and Liza, even make plans for pursuing new careers upon graduation. In this
type of narrative, students contest—even if only semi-privately, to me—the cultural norms and
family structure that limits their individual agency.
It is important to note that both Mariella and Liza have not experienced or witnessed the
same financial hardships that some other students and their families have. They both come from
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Lack of discipline was a common complaint of Filipinos about other Filipinos. People attribute this “lack of
discipline” as the cause of a variety of social ills in the Philippines; among the most common complaints are
gambling, smoking, drinking, littering, breaking traffic laws, and corruption.
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middle-income families. Mariella is an only child, and Liza is the youngest of two children; her
older brother is already employed and self-sufficient. Thus, neither have the responsibility or
expectation placed upon them of supporting young brothers and sisters upon graduation. This
might explain Mariella and Liza’s plans to pursue other careers after graduation from Brielle’s
attitude of accepting her future career as nurse and planning to migrate to help support her
family. In other words, Mariella and Liza’s response to their parents’ decision may be class
based.
For their part, parents are aware of the negative discourse of parents forcing their children
into unwanted careers. Thus, while many parents of nursing students admitted to talking to their
children about or “suggesting” nursing as a course of study, very few described themselves as
pressuring or forcing their sons or daughters to study nursing. Dianna, a mother of eight, is an
exception and admits that she decided her son would study nursing. She works full-time as a
teacher at a local private school and her husband drives a van-for-hire. They are also involved in
a pyramid network-marketing scheme in which they sell a health food product and attempt to
recruit other sellers from their network of friends, making a commission off of every new person
they recruit into the business. Despite their entrepreneurial efforts, her family has struggled
financially. They request and receive money from a local politician and sometimes receive
financial help from her younger brothers and sisters.95 Her eldest child is 18 years old and is
enrolled in nursing school. When I asked her how he came to study nursing, she tells me that she
made the choice because she saw the benefit for herself and her family:
Because of the demand of nursing, I keep on internalizing, because one of my reason, maybe I get to amend
my income. They can help me. (laughing) They can help me. So I decided to let him enroll in nursing, in
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These financial relationships are reciprocal. Dianna works on the politician’s campaigns and leverages this
relationship when tuition fees are due or her family is struggling to pay the bills for other reasons. Likewise, Dianna
says she does not ask her younger siblings for money, but that they help her because she—as the eldest—helped pay
for their educational expenses when they were growing up and attending college.
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spite of “Mama, I want to enroll in maritime course.” “Just, ano, just dance with the music. You go with the
demand. Go with the demand.”

Dianna makes light of this dynamic, saying that she cannot complain about paying the expensive
tuition since it was her choice:
So when my son is asking me for the money because of his duty, I can’t say “another money again?!” Then
my son will answer, “Mama you told me to enroll in nursing, do not blame me. It’s not my choice, it’s your
choice. So please forgive me Mama. It is your obligation to give me the money.”

Most parents attempt to maintain an image as “supportive” of their child’s individual
choices. Robert is a clinical instructor at LCC, as well as a nurse in the process of migrating, and
he and his wife own a private primary and secondary school in SLC. He is happy that his eldest
chose to pursue a career in nursing and reports that he did not influence his son’s decision:
MP: What about when your son decided? Who decided your son would take up nursing?
Robert: He decided for his own.
MP: What did you say?
Robert: Actually, I’m a very support father. Every time I asked him, even he was already in third year of
college, I always ask him, “Is this the profession you really like, or is it only because your friends are also
taking up nursing?” He would always answer, “I really like this profession.”

However, now that his son has graduated and is a licensed nurse, Robert pushes him to consider
his future plans:
MP: Does he talk to you about his future plans?
Robert: So actually after graduation, I would ask him always, “What is your plan?” And he would always
reply, “I don’t know what is my plan.” I am always the one who is pushing: “You apply here, you apply
there, because if you will just be staying at home, what will be happening to you? The job will not come to
you. You have to find the job.”

Robert used his social network and distant connection to the local governor to get his son a job at
RAMC in the ER department. But at the time of fieldwork, he and his wife were specifically
pushing him to go abroad:
MP: Does he talk about going abroad?
Robert: Actually he does not want to go abroad. Every time we talk, during night when we are talking, I
would always tell him to go abroad to work there. […] He would always tell me that he’s satisfied working
here in the Philippines, but I would always tell him he should not be satisfied here because he’s earning
P5000 only. How could you- If you get married, what is P5000? It is not enough to support your family.
MP: What does he say to that?
Robert: He does not say anything.
MP: He’s content then.
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Robert: Yeah, I think he’s content because he’s staying with us, in our custody. Everything is for free. His
whole salary is for his consumption. Maybe he’s satisfied right now.

As Robert continues to describe the discussions he and his wife have with his son about his
future and migrating, and after having spoken to many nursing students who are similarly
pressured, I could imagine the pressure Robert’s son must feel and the tension around this
subject:
Robert: Actually my wife would always encourage him. Every time they talk, she would say that, “You
have to decide now because you are not becoming younger. So you have to decide to go abroad now.”
MP: So how often does this come up, this conversation about going abroad?
Robert: Oh every time. Every time we are having our dinner this conversation will always come up.
Because my wife will always say, “Are you contented with your work in RAMC? You have to decide. I
hope you are thinking about it because if you are just working at RAMC that will not be enough. […] If
you will get married, P5000 will not be enough. But if you decide to go to the States or New Zealand or
anywhere, then you will be earning this much and when you decide to get married, after three years at least
you can afford to support your family.” […] For my son, we always open the topic. Just last night we open
again. Everyday when we talk. We explain to our son, “We are not doing this for us but for your children.
So if this opportunity will be good for you, then you go.” […] [A]s parents, you have to encourage them,
inform them about that. You have to guide them. Because if you will not say that, you know, they may
make a mistake and get married.
MP: You don’t want him to get married now?
Robert: I told him he cannot get married until the age of 25. He’s 22. I told him that three years would be
enough if you work in the states. That will be enough for you will have savings and that way you will
already have a stable job in the States. That way you can go back, get married, then go to the Philippines or
work in the States. That will be okay.
MP: You mean so his family could stay here and he could work in the States?
Robert: Yeah, of course.
.

Robert may have not pressured his son to become a nurse, but both he and his wife pressure their
son to become a migrant nurse for the sake of being able to provide for his future family.
Robert’s son has no desire to marry now and is not even in a relationship, so far as Robert knows
anyway. Yet Robert feels it is better to “guide” his son before the situation arises.
During an interview with Rona, an unemployed nurse who volunteers at RAMC and
intends to migrate abroad someday, and her mother Rose96, I asked Rona a hypothetical question:
If she did find full-time employment at a local hospital, would she consider staying in the
96

The interview with Rona and Rose was the only interview where a parent and child were interviewed together. In
general, students/nurses did not volunteer their parents for participation in the research, and parents always
volunteered their children, but their children were not interested in participating (also discussed in the methods
section of Chapter 1). Rona and Rose insisted on being interviewed together, despite my gentle suggestion for
individual interviews.
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Philippines? Rose’s reaction to Rona’s answer was telling; she wants her daughter to migrate,
even if Rona could be satisfied with the salary at RAMC:
Rona: I still don’t know what to say about that question. Because the salary at [RAMC] is- I think it can be
enough to support a good living.
Rose: It’s more if you go to US.
Rona: Yes, it’d be more, of course. But, it’s enough.
Rose: For a single life maybe. But if you’re married, I don’t think so. [laughing] So I tell her, “Don’t get
married!”
[…]
MP: So if she got a job at [RAMC], what would you tell her? What would you advise her to do? Stay there
or go abroad?
Rose: It’s her decision, because I don’t want to force her. It’s all her decision. She can decide for her own.
She has all the freedom [laughing, Rona silent].

Rose does not want to appear to be a pushy parent, telling her grown daughter what to do.
However, her preferences and wishes are still made clear. As demonstrated by both Rose and
Robert, the pressure to migrate includes instruction on the right and wrong time to start a family.
Robert, like Ann’s mother, even encourages his son to eventually create a transnational family,
in which Robert’s son works abroad while his future family remains in the Philippines; this
would be preferable to working in the Philippines (and receiving less money) and living with his
spouse and children.
Pressure to migrate was described by many students or nurses. In fact, in the written
survey, 14 percent (n=73/512) of students say they intend to migrate because someone else wants
them to migrate, and another 40 percent (n=203/512) said because both they themselves and
someone else wants them to migrate. Approximately 38 percent (n=193/514) of students agreed
or somewhat agreed that they felt pressured to migrate by family in the Philippines, and 31
percent (n=160/510) agreed or somewhat agreed that they felt pressured to migrate by family
abroad. As a result, few students intended to stay in the Philippines. In fact, only three percent of
students surveyed (n=18/612) disagreed or somewhat disagreed with the statement: “I want to
migrate abroad as a nurse.” In contrast, 85 percent of student (n=516/612) agreed or somewhat
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agreed with that statement. Perhaps, Robert’s son, coming from a wealthier family, does not
perceive an urgency to migrate, become self-sufficient and/or become a provider for his natal
household or his own future household. Many other students, including Rona, valued being near
or with their families and worried about loneliness if they were to migrate.
There are many common themes across all four types of narratives. First, students’
narratives demonstrate the inseparability of a decision to be a nurse and a decision to migrate; for
students and parents, these decisions are linked. For most parents, choosing nursing for their
child is accompanied by an expectation to migrate (and remit). Again, such expectations are
communicated directly or indirectly as “advice” or merely as information about what life will be
like abroad, though students still experience this “guidance” as pressure. Second, it is within the
household and wider kin network that students and their families experience or witness the
effects of migration and begin to imagine the effects of their own or child’s migration (see
Chapter 4). Third, multiple family members from the local and transnational household or kin
network may weigh in, exert influence, or choose a younger family member’s college course. In
some cases parents and relatives directly and overtly choose their child’s college course. In
others, parents or extended family members express their preference or advise their children to
enroll in nursing; the cultural expectation that younger members of the family respect and honor
the wishes of their elders ensure that children make the “right” choice. Parents and relatives also
threaten to withhold financial support from children who will not agree to enroll in nursing. As
will be explored further in the following chapter, obedience and a child’s care (in terms of
financial provision and honoring of elders) for the family is rewarded with a high moral status.
Thus, in all four types of narratives, parents and other relatives help produce the pool of migrant
nursing labor.
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However, students’ narratives of the decision to enroll in a nursing course illustrate the
different responses that students have, as well as the way that students differentially position
themselves within the household and family. While some students lament the outcome, and even
make plans to pursue other careers after graduation, most adopt their parents’ wishes as their
own, or briefly mourn their parents’ decision (usually stoically and in private) and then take
pride in fulfilling their role of being a respectful and obedient child. Moreover, many students
accept the responsibility of becoming the financial provider for the family upon their migration,
and look forward to assuming their future familial role. Students’ socioeconomic class may
influence students’ perceptions of choice, as students of wealthier families tended to emphasize
and continue to pursue their personal and professional goals over their roles as obedient children
and honoring the desires of their parents. In this way, students contest the familial roles cast upon
them.
Mobilizing the resources to produce a nurse in the family
The household production of nurses requires not only the mobilization of affective
feelings and familial relationships based on reciprocity, but also the mobilization of resources to
finance the investment. As stated in Chapter 2, nursing school is one of the most expensive
college courses.97 The tuition and associated costs of nursing school are listed in Table 3. By the
completion of nursing school, most families will have spent nearly or over P500,000. And in
written surveys, 50 percent (n=297/598) of students agreed or somewhat agreed with the
statement: “The expenses related to my nursing schooling are a burden to my family.”

97

Tuition fees differ by course, with hotel and restaurant management (HRM), accountancy, and nursing being the
most expensive.
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Table 3. Costs of nursing training
Expense
Tuition98∗
First year
Second year
Third year
Fourth year
3-week hospital affiliation in Manila99
School uniform
Clinical uniform (three years)
Daily allowance for transportation and food
Weekly cellphone budget (“load”)
Textbooks100
Project expenses (school materials)
Disposable gloves and other protective equipment for use
during clinical rotations101
Capping and pinning (one time fee, second year)
Optional: Boarding house rent102
NLE review
Pay-to-volunteer training in the hospital103
RAMC
FNH

Cost as estimated by nursing
students
P20,000-28,000/semester
P36,000-44,000/semester
P35,000-45,000/semester
P35,000-50,000/semester
P40,000-60,000
P800-1,000/semester
P2,000-3,000/semester
P50-150/day
P75-200/week
P1,000-9,000/semester
P500-1000/semester
P10-50/item
P1500-3,500
P1,300-1,800 per month
P15,000
P5,500
P8,000

98

Tuition ranges account for differences across four nursing schools in SLC and are based on reported expenses by
students in written survey and during in-depth interviews. Outlier data was removed to create these ranges.
99
During the summer following the third year, nursing students travel to Manila to do a clinical rotation at a hospital
that is, ideally, a better-equipped hospital with access to modern medical technologies to provide students with
experience utilizing these technologies. The fee includes the fee paid to the hospital for providing the clinical
experience, and for the cost of lodging in Manila, but not any spending money students may request from their
parents/funder.
100
The wide range is due to the fact that most students cannot afford to purchase all of the books required each
semester. Most students use work-arounds, such as photocopying a friend’s book, using a copy found in the library,
using online information to supplement their class notes, or simply relying on their notes.
101
Nursing students must provide their own disposable gloves for their duty at RAMC. The cost of the gloves is
prohibitive of nursing students (and staff nurses) following safety precautions. Among staff nurses and student
nurses, gloves are rationed for the most necessary of procedures. Often times nurses wear the same gloves for
multiple procedures on multiple patients. I also observed nurses and doctors using sanitizing gel on their gloves after
completing circumcisions before reusing the gloves on the next patient.
102
Some students who live in more rural areas of Region A or Province B, stay in local off-campus dormitories or
boarding houses.
103
Pay-to-volunteer training in the hospital occurs post-graduation. However, nurses cannot apply for employment
until they have completed this training. In other words, pay-to-volunteer training is mandatory prior to employment
and thus is counted as training costs.
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In the Philippines, nurse production depends on a moral economy within the family in
which exchanges and decisions are made based on “a morality of reciprocity, mutual obligation,
and protection” (Ong 1006:199). Utang na loob, or a debt of gratitude, is a concept that
illustrates the financial and emotional exchanges involved in the household production of nursing
labor. A debt of gratitude is created from one member of the family gifting another family
member in need. While utang na loob is usually referenced in relation to gifting from the
extended family (an aunt, uncle, or grandparent), students described the same relationship of
obligation and reciprocity and associated feelings of gratitude for their parents when their parents
foot the bill for nursing education. There are multiple outcomes to this exchange. First, utang na
loob might be considered a “rite of institution” meant to
constitute the family by constituting it as a united, integrated entity which is therefore stable, constant,
indifferent to the fluctuations of individual feelings. And these inaugural acts of creation (imposition of the
family name, marriages, etc.) have their logical extension in the countless acts of reaffirmation and
reinforcement that aim to produce, in a kind of continuous creation, the obliged affections and affective
obligations of family feeling (conjugal love, paternal and maternal love, filial love, brotherly and sisterly
love, etc.). [Bourdieu 1996:22, emphasis original]

Utang na loob is an act of reaffirmation that cements familial relationships and is simultaneously
an expression of care, as well as a financial exchange. Second, financing a family member’s
education is an investment in the development of human capital. Thus, the family is a key site for
the accumulation and transmission of capital and such an investment has as its subject, not only
the individual, but also the collective—the family (Bourdieu 1996, p. 23). Utang na loob is a
strategy for the development of the family, through the idea that the recipient of the gift is
obligated to become the financier of another member of the family in the future, thus creating a
network or chain of financial help. According to Marci, a fourth-year student at EU whose aunt
and uncle help pay her nursing school tuition, by accepting her aunt and uncle’s financial help,
she takes on the responsibility of repaying the debt by helping other members of the family when
she is able:
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MP: Do they expect anything from you?
Marci: They're not expecting material things at all. What they expect from me is that I'll be the one to
support. It's kind of a network. There's my uncle and aunt. They're already stable so they're helping me to
be stable, so when I’m already stable, I'll also help my brothers and sisters so that when the time comes
they will also help my other cousins and nephews. It's the trend in our family. They are not expecting us to
pay them back, it's more the legacy of helping the family and education is our investment.

In exchange for becoming the provider for the family, Marci will have a high moral and social
status in her family. [However, she already has a high moral status as the first of the youngest
generation of the extended family to (almost) graduate from college.] Other students describe
their responsibility to repay their debt in terms of acting in according with their financier’s
wishes or consulting their financier on major decisions. Still, other students described
expectations to provide physical, emotional or financial care to their financier, should the need
arise. John Paul, a clinical instructor at LCC, says his aunt in the US helped pay for his nursing
education so that he might migrate to the US and take care of her in old age. Many students
noted wanting to financially take care of their parents during their retirement years to “give
back” to them for their years of financial and emotional support, also referred to as “sacrifices”
by many students. However, never are the recipients of these financial gifts obligated to
financially repay the sum of money gifted to them. Regardless of the specific terms of exchange
in each family, the moral economy operating within families of nursing students and nurses is
essential to the profitable, capitalist nurse production and migration industries, as well as the
global economy and labor market (Sayer 2000), in which most nurses hope to participate.
Beyond the future monetary payoff that would accompany a nurse’s migration abroad,
parents and other relatives acting as financiers are rewarded with their children’s respect and
gratitude. The “sacrifices” and “hardships” of parents are recognized by almost all students, and
are even institutionally recognized in nursing school events, such as capping and graduation
ceremonies. For example, in the capping and pinning ceremony at USC, second-year nurses are
accompanied on stage by their parents, elder guardian, or other financial backer. The student
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kneels before the dean of nursing (a nun), kisses the nursing cap she or he is receiving, the dean
clips the cap to the student’s head, and the parent places a small pin on their child’s uniform. As
they exit the stage, administrators from RAMC, Florence Nightingale Hospital (FNH), and USC
shake the hands of both students and their parents, congratulating them both on their respective
accomplishment; for students this is studying successfully and entering into the clinical training
portion of their nursing education, and for parents it is having raised and supported the training
of a successful nursing student. I, likewise, found the emphasis on gratitude (to God, to parents,
and financers of education) during the graduation ceremony and speeches at LCC striking.
Opening the ceremony, the dean made the point that graduation is not the student’s or the
school’s accomplishment, but it’s the parent’s; graduation is evidence of the parent’s success.
Parents accompanied nurses on stage to receive their diploma, put the class rings on their sons’
or daughters’ fingers, and were photographed with their child as they exited the stage. Near the
end of the ceremony, all the nurses received single long-stemmed rose to present to those who
financed their education. In addition, one student was selected to give the “Gratitude Speech,”
which was literally a listing of all the people for whom she was grateful, who had supported her
in some way throughout her studies. When I told Lena, a graduating nursing student at LCC, that
such an emphasis on gratitude does not occur at US graduation ceremonies and that academic
and professional success is often conceptualized as the individual’s achievement, she was
incredulous: "Oh my god! How is that? You could never be without them!" Both the capping and
graduation ceremonies at USC and LCC, respectively, included a “Thanksgiving Mass.” In both
of these cases, the family—and specifically parents’ and elders’ roles in student success and
nurse production—is valorized in a way that it is not in, for example, American culture.
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Sayer (1996) notes that moral economies of the family might be better reconceptualized
as “immoral economies” as a result of the gendered and unequal power dynamics that often
disadvantage women and particularly mothers. In families, relationships are unchosen and
between unequals (as in the case of a parent’s care for a child) (2000, p. 83). As Sayer (1996)
argues, while the traditional family, and particularly the norms and responsibilities between
husbands and wives, has been subverted by feminism and women’s employment to work outside
the home—and I would add women’s labor migration away from the family—economic care and
responsibilities of parents to children persist (93). More local examination of the role of moral
relationships and responsibilities in economic life reveals that these relationships are more
complex, change over the life course, and include responsibilities beyond that of parents to
children. Among young Filipino nurses and nursing students, unequal relationships between
parents and children not only obligates parents to care for children, but also obligates adult
children to care for parents through financial support for their siblings as well their parents, and
through honoring their parents’ desires regarding their own future economic lives (as determined
by career choice and location of employment). However, relations within the family are not
solely political and economic, nor are they a means toward political and economic ends within
the household or extended family. Rather, I acknowledge that relationships are simultaneously
emotional, economic and laden with power, and that gendered and familial subjectivities are
mobilized to encourage and manage migration within the household and state.
As has been noted, members of the transnational family have a significant role in nurse
production in the Philippines. Of written survey respondents, 54 percent (n=322/591) said their
studies were financially supported in full or in part by an overseas relative. Approximately 30
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percent of these students (n=93/313104) were supported by a transnational migrant nurse. Most
students express gratitude for their financiers’ help and gladly accept the responsibility of
becoming the next provider for the family:
Personally, it's a great blessing […] My uncle was blessed to go abroad for a greener pasture, so they were
the ones to help us. So I feel that deep gratitude for them. And I feel thankful for them, especially my uncle
because he never forget. That's the- I think that's the rationality of the culture of putting your happiness first
and supporting your own family first before yourself. Maybe I will not reach this college level without their
support, their help, their wisdom, their guidance. I feel grateful. We have strong family ties, even though
our family has different economic status, we are helping one another so that we can finish our studies. They
are very supportive. [Marci]

Only one student spoke about his family’s decision to refuse a family member’s offer to pay for
nursing school, saying that accepting the gift would mean he was indebted to the family member
for life and wishing not to participate in such a relationship.
Extended family members may put other conditions on their financial support. Lilly’s
aunt is supporting her education (as well as floating the rest of Lilly’s family) on the condition
that once Lilly graduates she migrates to Australia to marry an Australian man the aunt has
chosen for her and who has already agreed to marry her: “She told me the consequence is that I
have to marry a foreigner so that’s not fair to me.” While Lilly does not wish to marry this man,
her mother agreed to the arrangement in order to receive the tuition money and because she also
wants Lilly to marry a foreigner “maybe because they are rich and will help us and me also. […]
It’s okay for my family. It’s just me that doesn’t want it.” Her aunt has put her in touch with the
Australian man through email and has showed Lilly his photo (“He is nice looking, but I do not
like,” she says). Lilly attempts to thwart this plan by telling her family that the man is not
actually interested in her. Although Lilly has not responded to the man’s email, she lied and told
her family that she did and that the man never wrote back.

104

Total number of respondents for this question differs from the number of students receiving financial support
from a relative abroad because some students did not provide enough information to be counted for this question.
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Families also took out loans and sold and/or mortgaged land to help finance nursing
school. In fact, about half (50.4 percent, n=310/615) of student respondents on the written survey
said their family had taken out loans from the bank, friends, their workplace cooperatives, and/or
other sources.105 About 16 percent of survey respondents (n=95/610) said their parents had sold
land to pay for tuition. When talking about future plans to migrate, students noted their parents’
plans to sell land (usually agricultural land) in order to pay for future, expected expenses, such as
the costs of foreign exams, associated review courses, and recruitment agency fees.
Families who go without the financial support of an overseas worker indeed feel
burdened by the cost of nursing school, even long after their child has graduated. The lack of
local employment options and the bottleneck in migration opportunities (see Chapter 2), meant
that parents experienced an even greater burden as their grown and (un-)employable children
remained totally financially dependent on them indefinitely, as parents continued to service
tuition debts. Irene is a mother of two unemployed nurses. In order to afford nursing school
tuition, she applied for a second job at LCC. (Irene is also a staff member at RAMC and her
husband is a maintenance worker at RAMC.) As an employee of LCC, she received a discount
on the tuition and was eligible for loans through the school’s cooperative. Although both of her
children have finished their schooling and are licensed nurses, 70 percent of Irene’s paycheck
continues to service the debts she accumulated from paying nursing school tuition, and she
calculates she will continue to pay on these loans for two more years: “All other pleasures have
been postponed just to advance the status of my children. New clothes, shoes, movies, eating out,
vacation. We just purchase basic food items now.”
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A couple students said their parents were dependent on a group of predatory lenders, who happen to be of
Pakistani descent, and who are called “Bombays.”
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Families mobilize financial resources from multiple sources and utilize multiple
strategies. Rose, an unemployed nurse, says her family relied money from her father who worked
abroad off and on throughout her schooling, as well as from an aunt who is a nurse in Saudi
Arabia. However, because the family’s income is only P10,000 per month, they were not able to
avoid taking out loans to pay for nursing school tuition. Like Irene, Rose’s mother, Rona, also
took out loans from her employer’s cooperative. Rona makes light of the difficulties their family
experienced paying for nursing school:
Rose: So for the four years, you almost spent half a million?
Rona: Half a million. [pause] Where did I get that? [laughing]
Rose: Debts!
Rona: Yes, because I’m still paying that! […] [During Rose’s schooling] I’m always asking a promissory
note from [the VP of Finance].
[…]
MP: How long do you think you will payRona: Maybe another year?
Rose: Yes, I graduated last year and she’s still paying for another year.
MP: How much more do you owe?
Rona: You ask [the VP of Finance]. [laughing] […] But when she passed the board exam, I forget all the
debts. I forget all the debts because I’m so happy.

Rose graduated a year ago but so far has only been able to be a volunteer nurse for a total of
seven months at two hospitals. Rona and Rose remain hopeful that Rose will soon find a job
(though, as discussed, Rona hopes that Rose will migrate abroad), and Rona repeatedly brags
throughout the interview that Rose was an excellent student and is a great nurse. For other
students and their families, the stakes are higher.
Students and parents reported interest rates for loans ranging from one to 20 percent.
Workplace cooperatives seemed to provide the best rates (from one to 10 percent), likely because
the loan payments are automatically deducted from employees paychecks. However,
cooperatives were only available for employees of large organizations (hospitals, colleges and
universities, and the city government). These families, like Irene’s, were already generally more
well off, with parents holding stable jobs that provided healthcare and retirement benefits. Those
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students’ whose parents worked in small businesses and the informal economy—sari sari store
owners, jeepney or tricycle drivers, market vendors, etc.—were often poorer and had less access
to fair, affordable loans. Some students reported that loans (not gifts) from friends and relatives
even had 10 percent interest attached to them. Alma’s father used to pay her tuition before her
step-sister in Japan started supporting her. To fund a year of nursing school several years ago, he
took out P50,000 in loans from predatory loan sharks who prey on vendors in the public market.
The interest rate is 20 percent and after several years of making daily payments on the loan, he
still has P20,000 to pay back. If he does not make payments, the loan sharks will take items from
her family, such as the refrigerator. So far, she says they have not confiscated any property, but
their family’s dependence on these lenders means that her father pressures Alma to go abroad:
He always say that, “Next year you're going abroad so you can earn dollars” to help my brothers and
sisters. He believes that going abroad will mean we won't be poor again. That's the way of giving to afford
everything and to not be so dependent on Bombay. Because we have a lot of loans with the Bombays [the
money lenders are Pakistani but Alma calls them “the Bombays”] so that we can survive. Everyday we pay
the Bombay--four of them. […] They don't understand the feelings of the people. As long as they get the
interest, they just focus on that. They never focus on the feelings of the one who needs the loan.

“Learning to love it”
The household production of nurses creates certain effects that are addressed in
subsequent nodes in order to produce caring nurses. Returning to Celia’s experience in this
chapter’s opening vignette: at the time of our interview, I had wondered if I reacted in a way that
made Celia feel judged when she told me about caring for the patient with psoriasis, which then
prompted to her to describe feeling fulfilled in observing her patients’ satisfaction: Did I raise
my eyebrows or make a facial expression that Celia could have interpreted as disapproving? Or
perhaps Celia has genuinely come to enjoy nursing work, despite the (reasonable)
acknowledgment of the unpleasantness of certain care duties. Honestly, I was surprised to hear
Celia describe her disgust with doing care work; this did not fit either the ethnic stereotype of
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Filipinos being caring and hospitable106, nor the stereotype that nurses are people who are
inclined to do or passionate about care work. However, Celia’s experiences are fairly typical of
nursing students in the Philippines; her parents chose the career she would be pursuing and she
struggles doing care work she had little desire to do. Most obviously, Celia’s and other nursing
students’ accounts of their clinical rotations demonstrate that they—as Filipinos, as women, or as
nursing students—do not have any inherent desire to provide caring labor for sick strangers in
the hospital. However, Celia and her classmates’ experiences should not be read as a moral
failing or evidence that Filipino nurses are uncaring. In fact, as has been demonstrated in the
preceding ethnographic vignettes (and in the following chapter), affective and caring
relationships in the family—in which others’ needs and wants supersede or at least equal one’s
own—are key in the production of migrant nurses in the Philippines.
Rather, the affective aspects of nursing work are learned as students are socialized to be
providers of nursing care. Obviously, the production of a pool of migrant nurses continues
beyond the household. Universities and colleges provide the training and cultural capital that will
(ideally) render the nurses technically qualified for jobs at home and abroad. In addition, as a
“caring profession” and being that most of these nursing students are not motivated by any
vocational calling, nursing students are also educated (in schools, the clinic, and recruitment
agency) in the emotional and social aspects of nursing work, though this training is ancillary to
their technical training.
As part of a highly institutionalized labor migration industry, state agencies and private
labor recruiting companies have branded Filipino laborers as “hard-working”, “flexible”, and
“adaptable.” These are the adjectives used by politicians celebrating and praising the “the great
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This stereotype is repeated by Filipinos and non-Filipinos alike. Residents of Region A even prided themselves
on being the most loving and hospitable and happy of all other Filipinos.
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Filipino worker.”107 In less public venues and to particular audiences, recruiters and others will
additionally describe them as “obedient”, “passive”, and “eager to please.” More specifically,
Filipino nurses’ affective qualities—often described as “innate” (Onuki 2009)—are branded and
marketed abroad. Filipinos are “‘family minded’ and ‘gentle’, and […] individuals who possess
inherent ability to provide high-quality care” (2009, p. 497). The branding and global marketing
of Filipino nurses as caring constructs an essentialized ethnic identity that is purchased by clients
abroad. Filipino nurses are not just “caring” and “loving,” but the most “caring” and most
“loving” of all nurses.
This marketing reflects growing competition in the global market for nurses as more
countries attempt to overproduce nurses for export. 108 Even nursing students who at one point in
the interview say they were forced to enroll in nursing and that they do not enjoy nursing, at
another point in the interview attempted to impress upon me the natural and superior caring
abilities of Filipinos. Some students rely on this stereotype as a reassurance that despite the tight
nursing labor market, they will find jobs abroad. Likewise, parents also use this as reassurance
that their son or daughter will find jobs abroad. Irene deVera put both her son and daughter
through nursing school. She has faith that the demand for specifically Filipino nurses in the US,
UK and Canada will return:
They need Filipino nurses. Their nurses cannot equal the warmth, the warm touch of the Filipino nurses. By
nature Filipinos are said to be hospitable and they cannot detach their personal life and attributes with their
work. So what they do personally, they tend to carry while discharging their respective functions. […]
[Filipinos o]ffer the best to their guests. Knowingly or unknowingly, they would do that because it’s in
their system already.

As discussed in Chapter 2, the growth of the production and migration industries has led
to the questioning of the quality of Filipino nurses, both in terms of their technical competencies
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See also Chapters 1 and 2.
The construction and marketing of ethnicized identities in the global nursing market is examined further in
Chapter 6.
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and affective qualities. Such a discourse about the deterioration of the national brand of Filipino
nurses circulates in the media and general public, as well as among nurses working in health,
education and professional advocacy. Jenny Santos, a leader in a professional and advocacy
nursing organization in the Philippines said that while attending a conference of the ASEAN
countries and discussing the international image of the nurse, a representative from another
country noted the bad reputation of Filipino nurses as incompetent and “not having the right
attitude”:
They were talking about the image of the nurse in these different countries. “Our local nurses,” you know
referring to their own national nurses, “have good image” but because they are depending very much on
foreign nurses in their country, these foreign nurses are the ones putting down the image of the nurse–in
quotes—“because they are not competent, et cetera, et cetera.” So I, in private, I said, “What do you
mean?” “Ah, because you see many of our recruited nurses [many of whom are Filipino] may have the
paper credentials, but when you make them do these things, they don’t really have the competence. Or, they
may have the competence but they don’t have the right attitude.”

Local experts in the Philippines attribute deficiencies in technical competence and
attitude to the motivations of nurses. As discussed, global economic changes, such as the global
growth of service economies (in core countries, as well as global cities in the periphery and
semi-periphery), the commodification of care, in which care is broken down into services that are
bought and sold in the market (Zimmerman et al., 2006), and consequent growth in opportunities
for migration, have undermined the importance and ideal of vocational calling and positioned
nurses as wage laborers. Thus, nursing school administrators and local leaders in the nursing
profession largely blame those nurses who are forced to take up nursing for changing the
reputation of Filipino nurses abroad. As previously mentioned, several nursing school deans in
SLC attributed the low passing rates of the NLE and technical deficiencies of nursing students
and new graduates to their lack of passion for nursing work as a result of being pressured or
forced to enroll in nursing. From Santos’ perspective,
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[T]hey don’t really like nursing, so nursing to them is just a job, not a vocation. It’s a job. […] I’m here
because I like to get the dollars […] so if eight hours is done, then I go. Goodbye. But that was not the […]
way we were trained.

She says when she was a nurse in the US years ago, Filipino nurses were well-liked because their
commitment to their work:
[I]n our time, the American nurses loved us! The American patients, rather, loved us! Why? We did not
look at the time. Even if […] we’re due to leave, we finish whatever we’ve started. And I’m sorry to say
this but some of your compatriots (American nurses) before […] they look at the watch, and “I’m sorry but
I’m off now. I’ll have to endorse you to the next nurse.” I don’t do that. [E]ven if I have to stay like 30
more minutes. And I don’t charge for overtime. And that’s why they liked us, because we were not so
conscious about looking at the watch and we were always smiling. Now, no. You’re grouchy. Maybe
because it’s a job!”

Here, a good attitude and the right motivations to be a nurse are demonstrated through selfsacrifice—by working beyond the time for which she was obligated or for which would be
compensated—in order to complete tasks for the patient. Thus, there is a tension between care as
a vocation and caring labor that is done for wages, as nurses’ roles and rights as laborers are at
odds with the ideal care-er.
In response to the public discourse over the crisis of authentically “caring” nurses, those
working in nursing schools, hospitals and recruitment agencies attempt to teach the affective
aspects of nursing work. Over the course of their nursing training, students learn the “right”
answers to questions about their motivations for training as a nurse and learn to express the
appropriate emotions in discussing their work. Nursing school administrators’ and clinical
instructors’ attempts to “inculcate” their students with a passion for service with warnings and
encouragement. Deans and clinical instructors scold both students and their parents for choosing
nursing in order to migrate, warning them that if the students don’t have a passion for it, they
will fail. While many clinical instructors lament the difficulty in teaching students who have
little interest in the subject, they also try to encourage them by telling them, “Whatever you are
doing, even if you don’t like it, do it with passion!” (Flora, clinical instructor at LCC). This
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mantra is echoed by students who say they “will learn to love” or are “trying to love” nursing.
The effect of this discourse on caring is that students learn very early on what the appropriate
motivations for pursuing a career in nursing.
In fact, many students profess having “learned to love” nursing work. For example, on
the written survey, a Likert scale was used to assess students’ enjoyment studying nursing
(referenced earlier in this chapter). The following question provided space for students to explain
their answer. Many students described “learning to love” nursing:
I learned to like nursing lately, when we started doing some procedures in the hospital. (Female, age 18,
third-year student)
I’m now in third year in nursing and I have learned also to love this course. (Male, age 18, third year
student)
Because I’m learning to love my course and the things we are doing. (Female, age 17, second-year student)
Because at this point in time, I’m trying to love my course. (Female, age 19, fourth-year student)
Although this was not my first choice, I am starting to enjoy it in the process and somehow am realizing
that this was in fact a good decision. Taking up nursing first and use it as a stepping stone to my dreams
and/or future plans. (Female, age 19, third year)
Somehow I’ve learned to love nursing. It’s great to be a nurse because somehow you become part of a
person’s life, especially those who really need help because they are sick. (Female, age 18, third-year
student)

While some may learn to love nursing because it provides access to other opportunities (like
migration and greater financial security), others find that they enjoy studying the technical and
biological processes of health and disease in the body, or that they do in fact enjoy being able to
help those who are in need of it. Most students adopt the discourse on the importance of caring,
having passion for one’s work and using one’s heart in nursing work. For April Marie, a fourthyear nursing student at LCC, success in nursing depends on loving it:
At first, it’s hard for me to take up nursing. […] Very hard for me, especially to wake up early in the
morning for the duty. But as days passed, time passed, I love nursing. Someone tell me, if you don’t like
one thing, you must be perfect and love that even if you hate it. You must be forcing to love it so that you
can succeed.
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In their interviews, many students and nurses described feeling satisfied when they receive a
simple “thank you” or smile from a patient. Sheila Mae, a clinical instructor at EU, said she
witnesses reluctant nursing students turn into satisfied and caring nurses:
Sheila Mae: We have so many students who went into nursing because the parents, the aunts who are in the
states, cousins who are nurses in the states will ask them to take up nursing. And some of them will end up
really very hard to follow up or take care of. But there are also students who would tell me, “You know
what, Ma’am? Before I take up nursing I really don’t like nursing, but in the process I come to like the
work, especially when I see my patients get well and they thank me and say ‘Bye, Ma’am. Salamat po
[Thank you, with the marker connoting respect]’ or sometimes, Ma’am, they call me doctor.” We have
students who before they really kind of, you know, stubborn students, and I really find it hard dealing with
them. But when they graduated and I saw them at RAMC, I said “Oh you’re here!” And they would tell me,
“You know what ma’am? Things that you’d been telling us were right.”
MP: Like what?
Sheila Mae: [Still imitating a new graduate] “Like you’re telling us that if we have to do the work, if we
want to make our work better and want to make the work lighter, we have to use our heart in doing it. And
this time, you know, ma’am, I love working and being a nurse and you’re right you always have to use your
heart in everything you do.” I always tell them nursing its not an ordinary job, you’re not taking care of
machines, you’re taking care of human beings and human being have emotions. They have feelings and
you always have to consider these things. And if you want to make things easier, use your heart. Don’t
think your work to be- It’s just- it’s very hard work. It’s because you’re thinking it’s hard. But when you
think it light and use your heart, everything will be easy and they say “Totoo na lang [It’s true after all].”

Paradoxically, observation of the staff nurses in the public regional hospital during
clinical rotations becomes a teachable moment—an example of how not to practice. When
discussing nurse migration, Filipino nurses are described as caring and loving, but when
discussed in the context of local practice at the public hospitals, nurses are described as rude and
lacking compassion: “Most are very grumpy, hot-headed, temper is easily blown up. Usually in a
public setting there are a lot of patients and most of [the nurses] are... they find it hard to be
understanding” (Marci, fourth-year student at EU). Many students find their first entry into
RAMC an eye-opening, overwhelming experience. It is crowded, nurses are overworked and
underpaid109, and the patients’ suffering is public (as opposed to hidden from sight and muffled
behind the closed doors of private rooms). Many staff nurses have heavy patient loads, caring for
between 20 and 50 patients in a hospital operating at 50 percent over capacity daily. Nurses’
labor is broken down into technical tasks and routinized (e.g., taking vital signs at prescribed
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intervals, administering medications, being present during physicians’ rounds, and filling out
paperwork). In an overcrowded hospital, tasks are done quickly, matter-of-factly, and with
minimal interaction between the nurse and patient. There are few tasks of bodily care and little
chit-chat with patients and their families. In fact, nurses rely on the labor of the bantayan, or the
“watcher”—usually a family member who sits with the patients throughout the day and night—
to perform the most intimate care duties, including changing diapers, changing the linens,
feeding, and washing the patient in his/her bed, as well as to run out to nearby pharmacies to
purchase medications and medical supplies needed for treatments and procedures when ordered
by a physician.110 Sometimes, nurses withhold treatments until the bantayan completes needed
care tasks.
Nursing practice at RAMC can be understood in the context of the demanding work
environment; given the patient load, there are real limits to the kind of care nurses can provide.
Others justify the level of care they give patients based on the fact that patients, most of whom
are very poor, are not paying customers111: “What kind of care can they expect? After all, they’re
not paying.” And many nurses feel that more intimate and basic care tasks are below them; after
all, they hold four-year degrees and are trained medical professionals. The division of labor
between the (usually) unpaid112 bantayan and staff nurse reflects the division of technical and

110

The hospital pharmacy is not well stocked (or is often depleted) and the hospital does not provide medicine and
supplies necessary for patients (even if they are medicines and supplies that they should have on hand). Privatelyowned pharmacies near the hospital carry most medications and supplies needed. Thus physicians write scripts or
make lists of necessary supplies for patients that are given to the bantayan, who first must obtain the resources to
purchase the required items (this is a significant barrier to patients’ treatment in the ICU), then purchase them, and
finally return to the hospital so that nurses or physicians can proceed with treatment.
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A significant percentage of RAMC patients are “charity” patients. However, patients and family members are
still asked to pay a portion of their fees or compensate the hospital through their labor once recovered. Patients work
off their debt doing menial tasks like custodial or kitchen work.
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Some bantayan are (lowly) paid “house-helpers” or domestic workers who are hired from poorer, rural families,
and are often times distant family members of the employers. The employment situation is seen as reciprocal in that
the wealthier employers take another person into the household, providing room and board, and pay a small salary,
in exchange for household labor, including cooking, cleaning, laundry, child- and/or elder-care, errand-running, etc.
Sometimes, the employers will also pay for educational expenses of the house-helper (instead of providing a salary),
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affective labor, as well as the devaluation of intimate care work. Students learning to care are
also shocked to observe harsher treatment from staff nurses, for example—as Celia reported—a
nurse yelling at a woman in labor, or nurses who scold their patients for their health behaviors.113
As nursing students who are learning to care, they immediately recognize such staff nurses’
practices as a deficiency in care and often describe these nurses as insensitive and lacking
compassion. CIs use these nurses as an example of what not to do: “Do the right thing,” they
remind students. “Don’t imitate them” (Celia).
CIs also deploy nationalist rhetoric to impress upon students an obligation to care for
their communities (albeit for a limited time), even though they desire to go abroad, and even
though they may not be compensated well or at all. The same rhetoric of reciprocity and selfsacrifice that functions within the family, functions in the national family. The effects of this
rhetoric are demonstrated in students’ attitudes toward the practice of volunteering at the hospital
following their graduation. While the hospital markets this volunteering as “training” necessary
for employment, the “trainees” are already licensed nurses, pay a fee for the training, receive no
compensation for three months of labor, and almost none are actually hired after completing the
“training”. Despite my own interpretation of such an arrangement as exploitation, many students
see this volunteer service as “giving back” to the community, citing an obligation to care for
their “fellow countrymen.” Sheila Mae, again, argues that loving nursing work makes working

while they are working. In this way, wealthier families provide employment and room and board to otherwise
unemployed people in the extended family or social network. The treatment of house-help varies, with some treated
“like family” and some treated much harsher. While Filipinos often distinguish themselves as people who “care for
[their] family members” from people in Western countries as people who pay for caregiving (e.g., child-, elder- or
sick-care) the use of house-help is an example of the commodification of care labor in the Philippines.
113 Instances like these were reported by nursing students. Though I observed nursing practice that would be
considered inappropriate or unprofessional by US standards, such as nurses playing loud popular music from their
cell phones in an ICU crowded with patients in critical condition and their worried family members) I did not
observe nurses yelling at or scolding patients.
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without pay as a trainee tolerable in that a student might be able to appreciate the knowledge and
skills gained from the unpaid work; the experience is payment enough:
So one way or the other, I would tell my students, don’t think of the money that you’ll be paying foryou’re a volunteer and you’re still paying. So when we say volunteer work that would mean that you’re
doing something without any return. And if you will still be paying them (paying the volunteering fee
required by hospitals), you just have to think that the money you gave them is for the knowledge and the
skills that you gained from working with them. So it would be […] easier if you really loved the work you
would be doing. Because if you will work without your heart in it, it would be hard.

(However, Sheila Mae also admits the volunteer training programs are “unfair” and that asking
nurses to labor without compensation is “wrong.”) Here, nurses demonstrate having learned to
foreground their affective relationship to the nation ahead of their position as wage laborer, and
that nursing work and experience is its own reward.
Hospital administrators, too, attempt to socialize nurses (trainees and paid staff) to be
“caring”. Jeffrey Tan, the Chief Nurse at FNH, says he struggles to “inject” “humility” and “the
passion to serve” into new nurses during the voluntary training required of nurses who will apply
for jobs in the future. He attributes the loss of caring to both the routinization of nursing work
and the financial motivations of nurses hoping to migrate:
Jeffrey: [T]he affective part is actually set aside [in nursing school]. So in our training program, we try to
[address] the affective part. […] We try to do it in a way that everything they do, there’s some connection,
in terms of putting themselves in the shoes of these patients. […] They need to feel it. Most of the functions
of nurses are routinely done, so somehow they’ve lost it, they’ve lost the connection. So as much as
possible you would like them to be connected to every function they have. [T]he last batches we have,
we’ve noticed, ‘Ah, why is it that our nurses are having some problems with behavior, attitude?’ Something
like that. It’s been a problem in college. […] They focus more—especially for nurses, even for doctors—
they are more focused on the procedures. Even if they wanted to go abroad, what we want is to bring the
values with them. It’s not actually the minds- Most of the time, the mindset is financial gain when they
migrate. What we wanted is that the values, why is it that they choose nursing, should always be within
them.
MP: What sorts of values?
Jeffrey: I guess it’s more of the kind of values like, the humility should be there and the passion to really
serve these patients. It’s really quite hard to inject it into them because it would depend on the individual
experiences. But as they stay here with us, we hope we can give them the kind of environment that would
actually make some transformation in terms of their individual mindset, individual differences. Hopefully it
will be united into the value to serve these patients. It’s hard actually. I’m finding it really hard to do that.

In addition to including conversations about empathy in his lectures on particular health
conditions, Tan has added teambuilding exercises to the training program:
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That's why this year, let's do this teambuilding activity. Let us try again to revive that energy that
motivation for them to be reminded, 'Ah, we are dealing with people and we should have that feeling.' It's
not like we always give importance to the feelings of others. Sometimes we just give medication then leave
the room. Or we go to the room because there's certain procedures to be done. And then after that, just a
minute or so and then you leave without even trying to talk to the relatives. We'd really try to revive that.

This exercise, he said, encourages them to “[try] to know themselves better, express themselves,
unloading a part of yourself so that you can be part of the team”—to share something personal
with others so that they might be able to make better emotional connections with others. Tan’s
goal is that, in stark contrast to RAMC’s public image, FNH be known for their “world-class
compassionate nurses.”
Thus, through their training, Filipino nursing students and nurses learn and internalize the
discourse of the caring and loving Filipino nurse, using it to market themselves and assure
themselves that they will have the best chances at procuring a job abroad after graduation, even
despite the tightening of the global market and growing unemployment among nurses in the
Philippines. The fact that nurses are socialized to be affective laborers does not obviate the
possibility of genuine or authentic care.
Conclusion
An examination of the household as a site of nurse production in the global nurse care
chain reveals the roles that family—both members of the local and transnational household—
play in choosing younger family members’ career paths and mobilizing significant financial
resources for training. A moral economy that rewards generosity and sharing resources and
obligates the receiver to “give back” to their families in various ways through various
arrangements sustains the education of younger members of the family, even perpetuating the
production of nurses, as nurses abroad often offer financial support to
nieces/nephews/grandchildren/cousins that is conditional on their enrollment in nursing
programs. In this way local and transnational moral economies are central to global patterns and
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processes of transnational nurse migration and the larger global economy and labor market
(Sayer 1996).
Students’ narratives of the choice to pursue nursing as a career illustrates the ways that
students differentially perceive their role in the family. While most students foreground their
roles as obedient sons and daughters and their future roles as providers for their parents and
siblings (sometimes extended families), reaffirming the reciprocal relationships of obligation and
care that structure the family, some students (privately) contest the family dynamics that
determine their career paths and even plan to pursue a different career upon finishing nursing
school. However, as will be discussed in the following chapter, even those students that seemed
to be motivated by care for their family also imagined a cosmopolitan lifestyle abroad.
In addition, students’ and parents’ narratives of career choices and strategizing show that
choosing nursing is intimately tied to choosing to pursue migration opportunities. While a desire
to do carework is not the most salient reason for choosing nursing, care for the family and
affective relationships and feelings are key motivating factors. Students and nurses learn to be
providers of affective labor in nursing school and in hospitals as administrators and instructors
instruct students about the “right” motivations and ways to care, emphasizing the need to be
passionate about one’s work, use one’s “heart”, to “connect” with patients, and to take pleasure
in helping someone in need.
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Chapter 4: “A greener pasture”: imagining life and identity as a migrant Filipino nurse
In Home Bound: Filipino American Lives Across Cultures, Communities, and Countries,
Yen Le Espiritu (2003) explores the ways Filipino Americans return home through their
imagination and use memories of home to make new lives in the US (2). In these ways, Filipino
Americans lead lives across borders, challenging the linear immigration narrative. My rereading
of Espiritu’s ethnography after I returned from fieldwork led me to consider the importance of
the ways that nurses and students in the Philippines imagine their future lives abroad as migrant
nurses, the plans they make, and the formation of particular subjectivities through this imagining.
Their imaginings demonstrate that life is shaped by migration and migration processes begin
long before one physically leaves home.
While some Filipino nurses are motivated to migrate by higher salaries abroad, in this
chapter I aim to explore the cultural production of a pool of nursing labor. Appadurai (1996)
argues that media and migration drive the imagination, which is “constitutive of modern
subjectivity” (3). In the Philippines, migration works on the imagination through what others
have termed “a culture of migration” (Massey et al., 1993). Even in the relatively rural Region A,
almost everyone seems to have a relative, friend or neighbor working and living abroad. Parents
dream of their children going abroad and making a better life for themselves and for the natal
family they leave behind, and children, too, imagine their future life abroad, which is
distinguished from the present by wealth, private property, and consumerism. These imagined
futures are significant because they constitute a future imagined collectively, are mobilized in the
everyday practices of ordinary people, and stimulate action (Appadurai 1996). In other words, as
a result of their imagining, young people plan for and pursue a life abroad, mobilizing scarce
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resources to pursue training in a field that has historically offered a ticket out of the Philippines
(Choy 2003).
Often, when I began to ask nursing students about their expectations of post-graduation
life, I was stopped with a firm and confident statement: “You see, I have a plan.” From there, the
student outlined a step-by-step process that includes the student migrating abroad (temporarily—
for five years, 10 years, or until retirement), and returning to the Philippines—starting a business,
buying a rice farm, or simply retiring. For many, a career in nursing is just a means to an end.
The end is not to become an accomplished transnational nurse, although that is an important step
somewhere in the middle of this process. Rather the imagined end is to achieve a particular
lifestyle and moral status for one’s self and to provide a particular lifestyle and new opportunities
to one’s family. Nursing is just one of many possible routes abroad.114 In fact, while nurses and
students imagine “the greener pasture” abroad, they have rather superficial understandings of
work and life abroad. They instead focus on how their status and role in the family would change
with their migration. Thus, while earning money abroad is central to the achievement of the
imagined lifestyle and identity of a migrant or returned migrant nurse and nurses and students do
imagine having luxury goods and being wealthy, the production of a pool of potential migrant
nurses is formed through both a culture of migration in which parents and children imagine the
effects of migration, and a moral economy that disciplines migrant daughters, sons, and mothers.
In the Philippines, both electronic media and migration contribute to the imagining of a
future abroad. Negative and positive stories and images of life abroad flow through the popular
media of both the Philippines and the United States, as well as through first-hand, second-hand
114

In fact, during the lull in the nurse migration cycle, female nurses contemplated and/or pursued other
opportunities to go abroad through international dating sites, as another type of laborer (usually in lower status
professions, such as a midwife or caregiver), and even through marriages to foreigners arranged through
transnational family networks or international dating websites. Thus, migrating out of the Philippines is of primary
importance. However, of these other options, nursing is the most highly respected route abroad for a young woman.
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and third-hand (and so on) accounts from relatives, friends, neighbors, neighbors’ relatives and
friends of friends (and so on). However, nursing students and recent nursing graduates often omit
the widely circulated discourses of negative experiences, effects, and risks of migration from
their imagination. This chapter expands the analysis of the moral economy as it functions in the
production of migrant nurses (see Chapter 3), to explore the ways in which migrant hopefuls
construct professional, familial and national imagined identities from images, stories, and
products from abroad and a variety of contradictory narratives of migration. Among nurses and
students, imagined futures manifest in everyday practices in the present, most obviously in
pursuing a career in nursing, but also in avoiding or managing relationships with the opposite
sex, and preparing the family for transnational reorganization. While nurses and students actively
imagine and prepare for their futures abroad, the reliance on imagined futures abroad are a
response to political-economic constraints and the failure of the state to produce alternatives
routes to successful livelihood at home in the Philippines. This is especially evident in hopeful
nurse migrants’ denial of the possibility of negative experiences or consequences of migration
and reliance on religious faith. I have broken this chapter into four sections that address the
imagination of place, nursing work, self and the transnational family. First, I discuss the role of
gender, limitations to the present study in making comparisons of male and female students and
nurses, and what can be understood from the imagined lives and identities of mothers and
daughters.
The role of gender
Gender is an important component of moral economy that structures household decisions
and strategies for the development of the family, as well as the way that students’ and nurses’
imagine their future identities and families. However, the analysis of gender is complicated by
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nursing’s identity as a woman’s profession—a stereotype imported from American colonialism
(Choy 2003)—and the assumption that males who enter into nursing are effeminate (or at least
not masculine). Although opportunities to migrate have drawn a large number of men into
nursing, and have eroded this stereotype, some students still held such ideas, and described male
nursing students as homosexual or effeminate. This was made explicit in the context of colleges’
and universities’ intramural competitions, or sports competitions between different departments
within schools. Female students told me that nursing was always at a disadvantage for these
athletic competitions because their teams were composed of “girls and gay boys,” while the
engineering department’s teams were composed of “boys and butch girls.” Indeed, some male
students reported being teased about their gender identity or sexuality by friends upon enrolling
in nursing school. Some of these male students justified their decision (or their parents’ decision,
as it may have been) based on their future ability to migrate and make money; in other words,
their justification did not actually challenge the gendered stereotype that nursing and caring work
is women’s work, but posited the ability to be an employed provider in the future (and therefore
fulfill their masculine gender role—no small task in the context of widespread un- and
underemployment in the Philippines). Other male students explained their motivations to me in
terms of the desire to be caregivers for the poor and sick (a response stereotypically associated
with feminine qualities), similar to Alma, Lilly, and Julie Ann in Chapter 3.
Based on conversations with and advice from key informants I did not inquire about
sexuality or sexual identity with either male or female students, and the written survey was
admittedly heteronormative in its inquiries about marriage and family. This decision was based
on the fact that even among close friends, gay, bakla or bading (referring to effeminate and/or
cross-dressing males) individuals do not discuss sexuality explicitly. Baklas are described as
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having a “female heart” or “pusong babae” (Manalansan 2003, p. 25). Thus, one’s sexual
identity is assumed from effeminate mannerisms, “yearnings and needs” (Manalansan 2003, p.
25), but not directly addressed.115 However, there were certainly male nurses and students in the
samples that were considered bakla or bading by their peers. In fact, through conducting
interviews and participant observation at nursing school events and observing classes, I could
identify groups of male students who appeared hyper-masculine in their behaviors [including
making raunchy, sexual jokes during the lectures of young, female clinical instructors, and
congregating at local bars during or after class time for “drinking sessions” with other males
(these male students did not form a significant portion of my interview samples], along with
males who performed an exaggerated effeminate gender role, and males who did not
exaggeratedly perform either gender. The significance of the stereotype of nursing being
women’s work and attracting effeminate or bakla males (and finding a significant number of
them in my sample) is that comparisons of gendered roles and ideals (with regard to attitudes
toward caring work, as well as roles and responsibilities within the family) can not be
accomplished by the identification of simply male and female students. Such analysis would
require a more nuanced exploration of gender identity among nursing students and nurses.
While broad comparison of male and female nurses and students is limited by the small
sample of males (including the lack of single or married fathers in the interview sample of
nursing students), as well as nuances in gender identity among male nursing students, interviews
with female nurses and nursing students allows me to analyze the way that these students
imagine their futures within the context of their roles as mothers and daughters. In addition, other
interview data and secondary sources reveal other gendered stereotypes, roles, and patterns that
115

The lack of “coming out” events/stories among gay or bakla Filipinos, as well as the difference between gay
(explicitly indexing sexual acts) and bakla (indexing effeminate mannerisms and cross-dressing, but not necessarily
sexual acts) are described in Manalansan’s (2003) ethnography, Global Divas: Filipino Gay Men in the Diaspora.
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can be brought to bear upon our understanding of household nurse production and gendered
identities. Traditionally, women have been considered to be the primary and best caretakers of
children, and the love of the mother is the most important source of emotional support for a child
(Salazar Parreñas 2005, Pingol 2001), while men have traditionally been expected to be the
providers for, protectors of, and authorities over the household (Pingol 2001). However, since
the 1970s when women started migrating abroad in large numbers for service sector jobs, gender
roles have been in flux and the definitions of masculine and feminine have become unstable
(Pingol 2001). Women are often the primary earners in their conjugal households, and exert
power through their management of and authority over money, as well as their autonomy in
terms of making decisions about migrating (or renewing temporary contracts to remain abroad)
(Pingol 2001). As a result, some men have taken up the role of childcare provider and
househusband (Pingol 2001), though others have migrated regionally or transnationally in effort
to avoid what is perceived as an emasculated role (Salazar Parreñas 2005); both types of
husbands experience the ridicule and disrespect of in-laws who view the gender role reversal as
their son-in-laws’ failure to be a successful provider (even if the political-economic situation did
not provide opportunities for men to be successful providers) and, thus, as failed masculinity
(Pingol 2001). Examining gender roles from migrant women’s perspectives, Salazar Parreñas
(2005) found that gender roles were not really reversed through migration. Migrant mothers, she
argued, engaged in intensive mothering from afar and were still held accountable by their
children and husbands (as well as the public) for the cohesiveness and emotional health of the
family.

168

As will be discussed in Chapter 5, Salazar Parreñas’ (2005) findings are supported by
participants—mostly women and children—in the present research.116 While gender constructs
are not static, and certainly in flux in the context of significant changes women’s participation in
transnational labor, family structure and traditional gender constructs remained in tact, with
participants describing women as the primary and most appropriate caregivers of children. Many
women described men as the more morally corrupt of the two sexes, susceptible to all kinds of
vices, such as smoking, drinking and gambling. In addition, while several students who were
children of at least one migrant parent reported that their fathers had abandoned (physically,
socially, financially, and emotionally) their family while abroad, no students reported that their
migrant mothers had abandoned them (even if children reported not having a close relationship
with their mothers). Holding themselves to a higher standard and accepting themselves as the
better caregiver, female returned migrant nurses often blamed themselves for any negative
consequences they or their families experienced during their tenure abroad, even if their husband
was also absent from the household (e.g., also a labor migrant locally or transnationally) or if he
was present but not adequately fulfilling parental roles and responsibilities (see Chapter 5). Thus,
there is a lot of pressure on women to fulfill their roles as mothers and laborers outside the
household,117 and one might argue that there is more pressure on women than on men to fulfill
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The (re)construction of masculinity was not studied in the context of male nurse training and migration, though
with 30 percent of nursing students being male, such a study is warranted.
117
It should also be noted that many men do not want their wives or girlfriends to work outside the country. From
this sample of nurses and returned migrant nurses, husbands were more likely to pressure nurses to remain in the
Philippines, despite the financial consequences to the conjugal family. Parents, on the other hand, were more likely
to convince their daughters to migrate abroad. This highlights the multiple roles women play in their families—
mothers, spouses, and daughters—and the tension between these subject positions. In general, women seemed to
prioritize their roles as daughters, over the role of wife. This was demonstrated by women’s tendency to go abroad
despite their husbands’ objections and view the money they made abroad as belonging to themselves and their
parents, first. As will be discussed in Chapter 5 (and has been explored in other studies, for example see Pingol
2001), women often sent their remittances to their parents, over their spouses, to manage; this was a common source
of tension and conflict between husbands and wives.
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their respective roles as parents and providers.118 Conversely, as a result of this gender construct,
women have a high moral status.
From the present research, the role of daughters versus the role of sons is harder to suss
out. Both sons and daughters operate within the moral economy of the household that disciplines
them, as obedient and respectful of their elders’ wishes. Roles of children may be more strongly
dictated by birth order, as eldest children often experience more pressure to financially support
the family upon graduation from college—particularly the schooling of younger siblings. As
Marci, a fourth-year student and eldest child in her family, described, “It doesn't matter if you're
a girl or a boy, if you're the eldest there's an implication that when the time comes you'll be the
one who supports your brothers and sisters, especially when your parents are gone.” This is
supported by interview data from both male and female nursing students, both of whom
described wanting to and/or being pressured to migrate to help their natal families (see Chapter
3), as well as parents of both male and female students or nurses, who held similar expectations
of both. Likewise, both male and female students were pressured or forced by parents and
relatives to enroll in nursing as a pathway toward being able to financially support the family
(Chapter 3). Both sons and daughters express a desire to be obedient, respectful and “give back”
to their families who “sacrificed” other needs and desires to send them to nursing school. And in
fact, male unemployed nurses seemed to experience more criticism and pressure from their
parents (especially fathers) and felt a sense of shame when they could not fulfill these filial roles
(Chapter 2).
This chapter contributes an examination of the ways that women position themselves
within the family and mobilize their familial and filial roles as they imagine future lives as
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However, see Pingol (2001) for an exploration of the experience and emotional and social stress of husbands left
in the Philippines by migrant wives attempting to redefine masculinity in the context of changing gender roles.
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migrant members of a transnational family and identities as providers, mothers, daughters and
wives. As will be discussed, through their narratives, we can see evidence that women’s
increased transnational labor migration maybe resulting in women identifying with and
prioritizing her responsibilities to her natal over her conjugal household. However, this does not
necessarily indicate a reversal of gender roles or revolution in women’s autonomy. As noted in
Chapter 3, the natal household can also be characterized by unequal power relations, and women
may often act in service to their parents’ and elder relatives’ desires, instead of their own
interests.
Imagining “abroad”
Images, products, and experiences of “abroad” are pervasive, even in a largely rural
region of the Philippines, such as Province B. In consuming these, Filipinos construct and
imagine a life abroad and cultural others, draw sharp distinctions around their own cultural and
national identity, and negotiate the tension between desiring a “greener pasture” abroad and
nationalist love for the homeland. In addition to the material and monetary benefits of migrating
out of the Philippines, nurses and nursing students consider opportunities for leisure experiences,
perceived cultural differences, cultural and racial identity once abroad, and moral identity upon
migration and return to the Philippines. However, while desiring a life abroad, nursing students
and nurses retain a strong nationalist pride and reiterate superior cultural Filipino values in
contrast to cultural others.
Nursing students often speak abstractly about “abroad,” as if it is a specific location to
which one can travel: “Since I was a little girl, I really did have a feeling that I wanted to live
abroad” (Celia, third-year student at Eastern University). “Abroad” is often called the “greener
pasture” or the “land of milk and honey” and imagined as a place of higher salaries, more job
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opportunities, luxury goods, leisure experiences, and (less frequently) freedom. Moreover, the
imagined “abroad” is usually a Western country: the United States, Canada, Europe, or Australia.
As a result of the Philippines being flooded with American media, as well as the colonial history
and subsequent patterned migration to the US, many Filipinos who have never been outside the
Philippines themselves, are somewhat familiar with the US locations, US products, and US
culture. Massey et al. (1993) describe the development of a culture of migration as a factor that
affects patterns of migration in a cumulative fashion (451). In a culture of migration, migrants
develop a taste for consumer goods and experience social mobility, which makes them more
likely to migrate again. Over time and with increased migration, behaviors and values of
receiving countries are incorporated into the receiving society, and migration becomes a part of
the community’s values and a rite of passage for young people (452-453).
Many nurses (and non-nurses) recall first learning about “abroad” during childhood from
the balikbayan (“returnee to the homeland”) boxes sent home by relatives residing in the US,
UK, Canada and other countries. Balikbayan boxes are large cardboard shipping boxes,
measuring up to 24 inches wide, by 18 inches tall and 24 inches deep, sent home by OFWs and
Filipino emigrants that are filled with goods from their travels abroad. In fact, in countries and
cities with high concentrations of Filipinos, there are companies that specialize in shipping and
delivering balikbayan boxes. These boxes can be filled with any gifts or products. A Filipino
nurse in the US described filling a box with colored towels, economy-sized bottles of shower gel,
lotion and toothpaste from Costco, powdered juice mix, Skippy peanut butter and beef jerky.
This collection of household goods would be fairly pricey in the Philippines. In addition, many
nurses and nursing students described having specific memories of receiving more luxury items
in balikbayan boxes sent by a relative abroad: fancy dresses and matching shoes, clothes with
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brand names like Ralph Lauren and Calvin Klein, name brand toys such as an Xbox video
gaming system or a Barbie, or special treats such as chocolates and apples. One nurse recalled
opening up a Christmas balikbayan box from her grandmother in Chicago filled with chocolates
and fruit. “I thought the US smelled like chocolates!” she exclaimed to me, laughing at her
naivety. Another nursing student recalls the balikbayan box sent home by her mother in Saudi
Arabia:
Celia: She would send big packages and I have that idea that if I go there, I'll send big packages.
MP: What kinds of things were in the packages?
Celia: Chocolates, clothes, toys, Barbie dolls that they only sold in Manila, big cans of milk,
where here it's only sachets. I have that idea that when I'm abroad, I will have that extravagance
and luxury.

In Celia’s case, it is significant that while the box came from Saudi Arabia, the box also contains
items not necessarily associated with Saudi Arabia (chocolates and Barbies); in other words,
Celia’s mom’s salary in Saudi Arabia allowed her to purchase high status Western products.
Thus, balikbayan boxes are a kind of material and sensory experience of abroad
accompanying other information that flows through letters, phone calls, and other media that
shapes the way that Filipinos reflect on their life in the Philippines and, in turn, imagine a life in
other countries. Joy, a clinical instructor at USC, received balikbayan boxes and letters from a
first cousin who was nurse in the US. She remembers reading in one letter that her cousin was
able to buy a house and a car; “Reading this, it made me feel so small, like I had nothing,” Joy
says. She says she decided very early on that she would like to migrate. Receiving these boxes
and hearing stories about “abroad” as children meant students and nurses had begun constructing
an imagined “abroad” from an early age.
Students and younger nurses are eager to demonstrate a familiarity with “abroad” through
their local consumption of imported products. Imported foods and products are symbols of a
culture of migration, as well as of cosmopolitan identity. They are often preferred over similar
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local products by young nurses and nursing students. Although chocolates (American, European
and Filipino brands) and apples (mostly grown in China and New Zealand) are sold in the
Philippines in grocery stores, many Filipinos adamantly maintain that both taste different—
better—when they come from the US. In such a statement, Filipinos demonstrate their
familiarity with and taste for foreign imported products. Eager to meet, befriend, and show
appreciation to research participants, I consciously decided to bring Filipino-brand snacks—Mr.
Chippy—to the nurses working in the surgical ward of Region A Medical Center (RAMC). I
thought that in mimicking Filipino consumption, I was demonstrating my likeness to them; I
appreciated Filipino products, I was practical and economical in purchasing the local product
instead of the higher-priced American brand product, and I wasn’t flaunting my foreigner status
or wealth. Instead, my gesture was met with overt disappointment, crinkled noses and
instructions to bring Doritos or Pringles next time.119 Imported products are sold in the grocery
stores, but also in an import section of higher end department stores (such as SM Department
stores). Here, a sizeable section of the department store is filled with candy bars, chips and other
snack foods that are either imported from the US, European countries, and Japan and sold for
double their price in their country of production, or are foreign branded snacks that are produced
locally or regionally and sold for prices similar to their prices abroad. Likewise, when a
Starbucks opened up in San Luis City (SLC)—the only one in Region A—catering to a large
influx of vacationing Filipinos and foreigners who visit the newly developed tourist destinations
in Province B, my Facebook newsfeed was flooded with photos of nurses and students posing
next to the Starbucks store sign, with blended coffee drinks, or lounging on the comfy
overstuffed couches, or simply of the Starbucks logo on their coffee drink cups. In other words,
119

Many of these American-branded products are not actually produced in the United States, and instead are
produced locally or regionally and tailored to local tastes. For example, in Asia Pringles come in a variety of flavors
not available in the US, including grilled shrimp, soft-shell crab, seaweed, lemon-sesame, and blueberry-hazelnut.
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local residents who could afford to, visited the Starbucks once for the experience and the photo
opportunity, though they did not necessarily become Starbucks customers. Consumption of these
products indexes socioeconomic status and a cosmopolitan identity.
Filipinos criticize themselves and other Filipinos—sometimes in a joking manner and
other times quite seriously—for preferring American and other imported products. For example,
the preference for (mostly highly processed, high-calorie) imported snacks contradicts another a
simultaneously circulating discourse about the relationship between imported snacks and fast
food (McDonald’s, Burger King, Pizza Hut, Kentucky Fried Chicken), called “junk,” and obesity
in the US (and growing obesity in the Philippines), versus the healthier ulam (rice with meat,
fish, or vegetable topping) Filipino meals. Many students and nurses explained the popularity of
American products and culture to me in terms of a Filipino “colonial mentality,” or internalized
oppression wherein the cultural products and ideas of the (former) colonizer are perceived as
superior to the cultural products of the colonized population (Okazaki, David, & Abelmann,
2008). Filipinos critique “the colonial mentality” in other contexts, as well. Among nurses and
students, and in the context of my fieldwork, this was most often discussed in reference to the
English-only rules in schools: “As if we should be ashamed of our language. It’s the colonial
mentality” (Flora, clinical instructor):
It’s part of the, I think, the- we have been colonized by Spaniards and then came the US. So probably it was
inculcated in the mind before when I was a kid it was inculcated in our mind that the US is really a
promised land. So if you know how to speak in English, you are more or less, a part of it. So when you
know how to speak in English, people will be… they will be… how should I call it? They will look up at
you. Even our student, they would measure your greatness as a teacher if you speak well in English.

This critique of the Filipino colonial mentality represents a popular nationalist discourse that
challenges forms of neocolonialism.
However, as will be discussed, neither discourse is totalizing or exclusive. Even if US,
Canada and UK are destinations preferred most by nurses and nursing students, they make sharp

175

distinctions between what a country can offer in terms of salary, material goods and experiences,
and its deficiencies, particularly in terms of cultural values. Nursing students and nurses retain a
nationalistic pride in their culture; although they desire a cosmopolitan identity, they do not wish
to become “Americanized,” which has a negative connotation among young nurses and students.
Thus, a Filipino colonial mentality is a simplistic explanation for more complex subjectivities.
Countries of the Middle East, while comprising the source of the majority of overseas
nursing jobs available in 2010, were rarely described or mentioned as desirable destinations.
After a student listed Western countries as his or her preferred destination, I often asked if he or
she would be interested in working in any of the Middle Eastern countries—particularly Saudi
Arabia or UAE, which were recruiting at the time. While some students expressed interest in
going anywhere, most nurses or students were quick to describe an unfriendly, un-Christian, and
potentially violent cultural Other that made working in the Middle East undesirable:
“It is so strict there and there are so many Muslims.” (Lovely, third-year student at LCC)
“It’s strict there and there are special rules if you’re single. So, I think, why not Canada or Texas na lang
[instead]?” (Marci, fourth-year student at EU)
“They’re more on killing there.” (Nicole, first-year student at SLCU)
Calvin: My looks are a bit… I don’t know how to say this but, I might be a magnet for- I don’t know. I’m
too [pause] light skinned and Arabs [pause] tend to attack the light skinned people there.
MP: Really? So they would beCalvin: They would rape them. Because male/female conduct is very restricted, so they resort to men
sometimes. (Clinical instructor, LCC)

There are several reasons why Middle Eastern countries are undesirable destination,
including negative stereotypes of Muslims (including Muslim Filipinos), highly publicized cases
of abuse of OFWs in Saudi Arabia, and a significant pay differential between Western and
Middle Eastern countries. Despite the presence of a large Muslim Filipino population in the
Southern region (Mindanao) of the Philippines and in metro Manila, as well as a small but
significant minority in SLC (supported by one mosque), Christian (mostly Catholic) Filipinos
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often disparage Muslims and Muslim Filipinos are fairly segregated from mainstream society.
Some Christian Filipinos in SLC associate Muslims in Mindanao with the Al-Quaeda-linked
Abu-Sayyaf and the Moro Islamic Liberation Front (MILF) rebel group, and perceive the
Mindanao region as somewhat dangerous for both wealthy Filipinos and foreigners.120 Muslims
in SLC (and metro Manila) work in and are associated with the black market sale of high-quality
knock-off goods and pirated media. Their visible presence is confined to the temporary market
stalls in the basement of a shopping center or tent stalls on the streets of SLC’s centro
(downtown). While non-Muslim Filipinos buy and enjoy these products, Muslims experience a
low moral status as non-Christians and as a group profiting from illegal activities. I did not
observe any Muslim students on any of the college campuses in SLC during my fieldwork.
In addition, hopeful nurse migrants’ imagined Middle East is partly constructed by highly
publicized cases of discrimination and/or abuse of OFWs in Saudi Arabia121, through which the
inability of the Philippines state to protect its citizens while working abroad has been most
evident. During fieldwork, cases of rape of both men and women working in Saudi Arabia (by
employers or co-workers) and a growing camp of OFWs who had runaway from their employers
and were literally camped outside Philippines embassies because they lacked the money to return
to the Philippines were regularly in the news. Parents were also concerned about their children
migrating to Saudi Arabia:
Irene: I think I would not allow my daughter to go to Saudi Arabia. I don’t know if it’s true that even male
nurses are being raped in Saudi Arabia? Is that true?
MP: I have heard that concern, but just like you, I don’t know of the particular cases.
Irene: If in doubt, if in doubt, I’m not sending anymore. First and foremost, we have to think of the welfare
of our children, not necessarily the pounds and dollars they might be earning. [Irene, parent of two
unemployed nurses]

120

Due to Abu-Sayyaf and the MILF’s strategy of ransoming wealthy abductees (usually foreigners, but also
Filipino public figures) to raise money.
121
While the UAE has a better reputation than Saudi Arabia and some Filipinos distinguish them by characterizing
the former as an “open society,” many young nurses and students grouped the two together as one and the same.
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However, of the nurse migrants who returned from Saudi Arabia, Kuwait, or UAE, none returned
to the Philippines because of bad work experiences abroad; in fact, most spoke positively of their
work experiences.122 Still, many of these returned nurses also experienced racism that places
Filipinos at the bottom of the social hierarchy and pay scale in Saudi Arabia.123 As a result, some
hopeful nurse migrants concluded that the pay differential between Saudi Arabia and the
Philippines was not high enough to justify migration.
Nursing students and nurses also considered how their own professional and moral
identity would be affected by their migration to a specific country. For example, a female student
noted that she would never migrate to Japan124 because she did not want to be called a
“Japayuki,” which literally translates to “Japan-bound” but is often used as a derogatory term for
a Filipina prostitute in Japan. The label “Japayuki” is a result of earlier waves of migration of
Filipinas to Japan as “entertainers”—dancers, singers, club hostesses and prostitutes. Thus,
nurses and students feared being associated with the types of unskilled female workers that had
characterized previous period of migration: “Even if you're working as an entertainer or a nurse
or call center agent, and you come back here, they will call you a prostitute” (Lovely). In both
Middle Eastern countries and Japan, Filipinas (as a result of their ethnicity and gender)
experience a markedly lower status than they are used to in the Philippines, where gender equity
is relatively high and women are generally perceived to be independent, industrious and have a
higher moral status than men. Thus, the Middle East and Japan are usually considered locations
of last resort.
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See Chapter 5.
See Chapter 6.
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During fieldwork, Japan was also recruiting Filipino nurses.
123
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Imagining nursing work abroad
As discussed in previous chapters, for many families, a choice to pursue a nursing degree
is a choice to migrate, or at least a choice to pursue the possibility of migrating. Nursing students
anticipate their future roles as family breadwinners first and their professional roles as nurses
second (if at all). In fact, many do not anticipate the actual nursing and caring labor they would
be expected to provide or the new environment in which they will be working. For example, I
asked nurses about what they imagined being a nurse abroad would be like, I initially received
vague answers, often times divorced from their actual work as a nurse:
MP: What do your friends tell you about working abroad?
Ann: That it's good there, good salary. [first-year nursing student, LCC]

A nurse or nursing student might cite the higher remuneration he or she would receive
abroad, but he or she didn’t seem to have spent much time imagining or considering their future
work life. I would usually follow up with a question that repeated an emphasis on their role as a
nurse: But what about being a nurse? What do you think being a nurse will be like in the US (or
other preferred destination mentioned)? My attempts to elicit a more in-depth response were
usually unsuccessful. It is not imagining the work or roles of nurse abroad that motivates nurses
or nursing students in the Philippines. In fact, for all of the resources and effort that go into
producing the labor pool of potential nurse migrants, nursing students have a fairly vague idea of
what life and work would be like in the countries to which nurses have historically migrated. Nor
did students have much interest in asking me about or confirming rumors they had heard about
nursing work in the US. It simply did not seem to interest most students or nurses.
Nursing students learn about working abroad from many sources, including family and
friends who are nurses abroad, clinical instructors who have previously worked abroad and their
nursing textbooks that are from the US. During the time I was conducting fieldwork, all four

179

nursing schools employed faculty with overseas nursing experience. (Balikbayan nurses had
returned from Saudi Arabia, UAE, Kuwait, and US.) Two different impressions stand out for
nursing students and affect the way in which nurses imagine working abroad. First, students
distinguish nursing practice in the Philippines from nursing abroad. According to students and
faculty, a nurse in the Philippines works without the materials and technology he or she needs
and must be creative and resourceful but is not always able to follow protocols and best practices
as a result.125 In fact, students distinguish between the right way to answer on an exam (based on
their American textbooks and classroom instruction) and the “right” way to practice at the local
public hospital. For example, one student explained that while it may be best practice to leave the
vernix on a newborn baby upon delivery, in the Philippines, it will quickly attract bugs and is
therefore removed immediately. A clinical instructor lecturing on stoma care for colostomy
patients briefly discussed the use and changing of the odor-free, disposable colostomy bags
available in wealthier countries, before recommending students to advise their Filipino patients
to partially fill their bags (which would be reused due to the cost) with charcoal to absorb odors.
Students who desire to develop professionally through migration imagine the opportunity to
practice nursing the way it is taught in textbooks instead of the way that it is practiced in the
Philippines.

125

Often these differences are related technology or safety. Many of the basic technologies found in a hospital room,
such as an infusion pump or automated ventilator, are not available in either public or private hospitals. Hospitals in
the Philippines also lack many of the disposable products available in US hospitals. For example, student nurses
completing their clinical rotations at RAMC are required to purchase and bring their own disposable gloves and
other protective gear. As a result, students reuse their gloves or do not use gloves for many procedures. This
rationing occurs not just among students, but among clinical instructors, nurses, and doctors. (While disposable
gloves are available at RAMC, their cost is billed to the patient, most of whom are poor. Therefore, nurses attempt
to spare patients from being burdened by extra costs.) On a “medical mission” sponsored by one of the nursing
schools and RAMC, I witnessed doctors, clinical instructors and students who were performing free circumcisions
wipe the excess blood off their gloves with paper towels (and when those ran out, newspapers) and then use hand
sanitizer gel on their gloves to clean them before using them on the next patient.
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Likewise, nurses and students imagine the actual nursing work—aided by technology and
burdened with fewer patients—will be easier abroad. See Table 1 for a summary of students’ and
nurses’ positive and negative assumptions about nursing work and imagined work life abroad.
Students often cite the 50 to one patient to nurse ratios in the maternity ward of RAMC to
explain why nurses cannot provide adequate care. However, nurses and students also expect to
be held to a higher standard when nursing abroad where patient to nurse ratios are much lower:
Here in the Philippines, the hospitals are understaffed, while they say that in the US, one nurse is to 5
patients, but you really have to give good care because you have less patients. There are legal liabilities.
These people are quite demanding. They will assert themselves, whereas in the Philippines, since there is
understaff, you cannot care for these patients the way you should because you have to attend to many
patients. [Lena, fourth-year student, LCC]

Clinical instructors convey the current market-based conceptions of patients as health consumers
prevalent in the US, and describe patients abroad to be both “demanding” and “litigious.” While
indigent patients in the Philippines can make few claims on nurses, paying patients abroad will
demand quality care and being sued is a possible consequence of not providing such care.
However, most nurses and students do not imagine they will have difficulty carrying out the
work of a nurse abroad, or even dealing with negative work experiences. Instead, and as will be
discussed, nurses and students are more focused on their role and identity in the transnational
family.
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Table 1. Students’ and nurses’ assumptions about nursing work and work life abroad
Positive assumptions
Negative assumptions
More medical technology lightens work load
Threat of lawsuits and malpractice
Lower nurse to patient ratios lightens work
Patients are demanding, rude
load
Access to necessary medical supplies (gloves
and protective gear, as well as supplies to aid
Longer shifts
patient care and treatment)
More job opportunities, ability to work two
Working multiple jobs will be exhausting
jobs at once
Encounter new people
Will experience racism and discrimination
Difficulty working alongside other ethnicities,
Patients will appreciate unique caring abilities
particularly African American and Black
of Filipino nurses
coworkers in the US

Second, through nursing school training and the stories from migrant nurses, nurses and
students construct both Filipino and American cultural values. Specifically, the primacy of
family, caring, and respect are values that distinguish Filipinos from their imagined American
counterparts. As discussed in Chapter 3, nursing school faculty describe struggling to train
students, who became nurses in order to migrate, to be caring nurses who have a passion for their
work. During interviews, many students described disliking nursing work, being repulsed by
their nursing duties in the hospital, and/or having difficulty being witness to the state of health at
RAMC–a reality to which they would rather not be exposed. At the same time, students learn
that their value and advantage in the marketplace is based in their Filipino cultural identity, and
espouse possessing such qualities; Americans, and the world, want specifically Filipino nurses
because of their superior Filipino values and caring abilities. Students and nurses frame the
demand for nurses abroad, but particularly in the US, in terms of deficient cultural values,
wherein Americans’ lack the respect and care for their infirm and elderly relatives creates a need
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for—specifically—more caring and loving Filipinos.126 This constructed cultural distinction is
important, as it structures nurses’ imagined future through an imagined return. Nurses and
students express a desire to return to the Philippines to raise families, take care of their aging
parents, and grow old themselves. For example, Lena, whose mother is a teacher in the US, says
that her mother wants to return permanently to the Philippines before getting too much older
“because, well, Americans don't take care of their old, their elderly.” Although nurses desire to
migrate to places where they can stay permanently, attain citizenship and petition family
members, most students and nurses imagine only temporary migrations for five to fifteen years,
after which nurses imagine retuning to the Philippines to live a wealthy life.127
Imagining the self
In imagining their post-graduate plans, students and nurses imagine both a future life and
identity, and many students imagine multiple identities—for example, a cosmopolitan woman
abroad, a caring and more competent nurse abroad, as well as a sacrificing, generous and moral
mother or daughter. However, which imagined identities are emphasized in students’ and nurses’
narratives, is dependent on the nursing student’s or nurse’s familial role, in which children
(daughters and sons) are most likely to imagine and describe pleasure or transformation of the

126
While these are constructions of the wider Filipino culture, my findings may be exaggerated due to concepts of
regional Filipino personalities. Residents of Region A often asked me where else in the Philippines had I visited and
if I had noticed that Region A residents are the most loving and most welcoming of all Filipinos. I hadn’t noticed
such a difference, but local residents took pride in this identity. A professor of nursing at the University of the
Philippines found great fault with my research because I had conducted most of it in Region A. She suggested that
the findings of my research would not be generalizable due to the fact that Filipinos differ in their “nature”
regionally. However, others, including Filipino nurses working in the United States who were recruited for my
Master’s research and Filipino and non-Filipino labor recruiters working in metro Manila, illustrated similar
constructions of Filipino cultural identity.
127
However, I suspect that imagined permanent returns are exaggerated based on my Master’s research with Filipino
nurses already working in the US. Many started families in the US and thought that their American-born and –raised
children had more opportunities in the US, or recognized their children as too Americanized to comfortably fit into
Filipino culture at home. Older nurses decided to stay in the US because their adult children were raising their own
families in the US and they wanted to be close to them, and be a part of their grandchildren’s lives.
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self abroad, and mothers and eldest daughters were most likely to emphasize migration as a selfsacrifice for the benefit of the family.
Although they do not often frame their decision or plan to migrate in such terms, for
many students or young nurses, migration is—at least in part—a sort of adventure into a life of
luxury and leisure, as well as personal and professional development. Many imagine becoming
more cosmopolitan through traveling, meeting people who are different, and having a wide
variety of experiences:
MP: And why do you want to go to the US or UK most?
Lovely: To tour, to tour all the beautiful spots. [Lovely, third-year student, LCC)
There in abroad, time is very fast. That’s the life I want. Not like life here [in Region A] that quiet, that’s
passive. I like an active- I want always to be busy. I don’t want to be stuck in one place or another. I want
to explore things and that’s what makes me want to go abroad. [Timothy, third-year student at EU]

Some students imagine bringing their cosmopolitan identity back to the Philippines where it will
be admired. Nicole, a first-year student at SLCU looked forward to having the identity of a
balikbayan, or returnee to the homeland, upon migration:
MP: What do you think life will be like?
Nicole: Better.
MP: Why?
Nicole: Maybe if I go back in the Philippines, they will be like "Oh, balikbayan!"
MP: How do they treat balikbayans?
Nicole: It's like, "Oh, you've been in the states!” It's a lot different.
MP: What do they think about balikbayans?
Nicole: They think, some people if they are going abroad, they're rich, even though it's not. They will
always think they are rich. […] Then if you come back here, lots of stories you will share.

For Nicole, the experiences she has abroad are only important in the context of impressing her
family and friends at home.
Yet, as previously discussed in Chapter 3, most of theses students also express a desire to
migrate for the sake of their families. As previously discussed in earlier chapters, while
economic motivation is important, it is also the “easy” and “most socially acceptable” answer,
and can obscure other, less comfortable reasons that women leave “home” (Constable 2004, p.
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111). Similarly, although many participants imagined personal pleasures abroad, rarely did
nurses or students discuss desiring to migrate solely for their own benefit during interviews. In
one of few examples, Celia discussed migration as a sort of escape from the Philippines,
specifically from the political system that she described as “rotten” and “corrupt,” but calls out
her “selfishness” in the process: “I really didn't want to stay here, maybe because of the
environment and political structure. I know that’s so selfish.”
Remitting is one way that migrants negotiate the tension between personal pleasure and
success abroad and having left family in the Philippines. In other words, a migrant nurse may
remit back to her family in order to not appear as having migrated for one’s own benefit. For
Marci, a fourth-year student at EU, remitting would help her manage her self-image among her
family:
It's like, in our culture, you have to prioritize the needs of your family or siblings before your own. But it
doesn't mean that uh [pause]- You know, they will be much happier for your [pause]- They will see you as
successful if you don't forget your relatives who helped you.

For Marci, remitting will help her demonstrate that she remembers her family back home and
that she is good daughter and sister, as opposed to pursuing and experiencing a life away from
her family for her own benefit. Dianna, the mother of a nursing student attempts to instill the
same values in her son:
We mold them with the value, the value of looking back where they belong. Do not forget. You are at the
peak of success. Do not forget to look back because you belong from that. So if somebody needs help, you
help. Don’t be too proud of yourself, be humble.

Indeed, balikbayans (returned migrants) have a dubious identity among their family and
friends at home and their consumption and spending behaviors are scrutinized. Some students
and nurses describe their migrant relatives as “boastful”128 if they talk too much about their

128

On the other side, balikbayans report feeling resentful of being viewed by family and friends in the Philippines as
the source of money and material goods. Some fear their affective bonds have been replaced by financial bonds.
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successes129 or do not demonstrate sufficient frugality—for example, purchasing unnecessary
items while visiting the Philippines, or showing a lack of concern about the costs of these
purchases. Abroad relatives are also judged on their generosity, and family at home keep track of
who have they helped in the Philippines, how many nieces and nephew have been sent to school
with their support. Some relatives are perceived to be “too American” when they return home if
they refuse to participate in Filipino norms (for example, eating with one’s hands). Again,
through this discourse, students and nurses draw a sharp distinction between what it means to be
Filipino and American. In addition, these discourses provides instructions to hopeful migrants for
how to be a good migrant worker, a good member of the transnational family, and a good
Filipino.
Many hopeful nurse migrants (and especially—but not only—nurses and nursing students
who are mothers or eldest daughters) frame migration in terms of sacrifice, and thus imagine
their life abroad in terms of fulfilling filial or parental responsibilities and achieving a particular
moral status within the family or household at home. As explained in Chapter 3, migrant children
and parents operate within a moral economy in which personal sacrifice and large gifts are
rewarded with utang na loob, or a debt of gratitude from the receiver that is essentially
unpayable, and a high moral status. While utang na loob cannot be fully repaid, personal
sacrifice can be reciprocated, and/or the one holding the debt may be expected to continuously
show appreciation through making choices based on the giver’s desires. This exchange circulates
within the nuclear and extended family, so that some children desire to repay debts with similar
sacrifices or show like generosity to other members of the immediate and extended family. For
129
As a result, most family members of migrant nurses and other workers said their relatives mostly discussed lives
and updates of family in the Philippines, as opposed to talking in-depth about their lives abroad. In addition, migrant
nurses and other workers were also reluctant to share negative experiences they had abroad because they did not
want to worry their family at home. Both may partially contribute to students’ and nurses’ superficial ideas about
what it might be like to live and work abroad.
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sons and daughters, remitting demonstrates gratefulness for their parents physical, emotional,
and financial caretaking during childhood and adolescents. Moreover, in the context of the
household economy, nursing tuition requires significant resources, and is considered a
“sacrifice” for many families. Thus, migrating and remitting is a key way that students imagine
“giving back” to their families/parents, fulfilling filial roles and achieving a higher status at
home. I asked Lena why going abroad is so important to parents:
I think because here in our country the children are somehow expected to give something to the parents.
First, the parents are getting older and not all of them will have pensions to take care of them. So maybe
they are thinking that these children in their own little way will contribute to the finances. And of course it's
a source of pride in the family. [Lena]

Lena, a fourth-year student at LCC, describes nurses’ propensity to remit to their parents, even if
the family does not need financial help, as a “gesture”:
Lena: It's not really something being said, but it's something covert. But you can feel that “Oh I will send
something back for my parents, they're growing old, so I will send something back.” […] My mother would
not need my money but it would be something that she appreciates.
MP: What does it mean for them?
Lena: Because their children were able to give something back. It's not paying what they have spent, but it's
just giving something back. Parents are not forcing the children; it's just a gesture.

Lena describes her own family as “well-off” and does not perceive any pressure from her natal or
conjugal family to migrate or remit (though, originally, she pursued nursing as a third-courser in
order to migrate). Her mom works in the US as a special education teacher and her father owns a
coconut farm. Her husband is also employed full-time and helps support their three-year old son.
For families that are more financially strapped, the expectation to migrate and remit may
be overt. As the eldest, Marci’s parents share their financial struggles with Marci and establish
expectations for her to “give back” to the family in the future:
And whenever they're stressed they share their sentiments with me and I can feel their struggles,
especially when times are tough. Especially we have a lot of requirements at school, like books.
In fact, I have a lot of books at home, volumes of books to read and they cost a lot. […]
Sometimes we have a loan to sustain the needs. My mother would usually say, "We can surpass
this thing. I know you'll be the one to help us someday with this struggle." So I feel the pressure.
[Marci, fourth-year nursing student, EU]
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Eldest children (both male and female), like Marci, are often expected to financially support their
younger siblings’ education. In some families, extended kin are bound together by a chain of
obligations or commitments to help lift other households in the family out of poverty. For
example, Marci’s aunt and uncle in Canada help pay Marci’s tuition with the hope that she will
help her brothers and sisters through college, so that her siblings in turn will be able to support
Marci’s cousins. In her case, Marci’s role in this network is well-defined and migrating and
remitting is the only realistic way in which Marci can fulfill this role. Although she feels
pressure to fulfill these roles, she looks forward to becoming the breadwinner for the family. In
fact, she imagines a similar role for herself in the wider SLC community, as she “dreams” of
funding a scholarship for other nursing students and then establishing a local hospital to serve
indigent patients: “I’m not sure of my dreams, which among them will come true, but…”
When I asked parents of nurses and nursing students about their expectations for their
children to remit, they almost uniformly denied putting any pressure on their children to remit.
For example, Irene, a mother of two unemployed nurses, says that her daughter talks about
buying them a house—a compound that would accommodate their extended family—with the
money she plans to make as a migrant nurse. While Irene says she would be grateful for such a
gift, she says it is parents’ obligation to care for their children, not a child’s responsibility to care
for their parents:
It would be very nice, but we aren’t expecting much because children aren’t supposed to be the assurance
of their parents. We are not our children’s obligation. We are there to send them to school and look after
their future, but they are not to pay us back because we have just done our obligation to them.

Still, their daughter’s willingness to send money to them or build them a house is evidence of her
proper training. She is a good daughter:
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Probably she is saying those things very often because she has been a witness to our struggle to be able to
send them to school despite our financial difficulties. And I really appreciate it because as it is- I think they
have been trained in the proper skills and in the proper attitudes.

Even Dianna, who admits that she forced her son to enroll in nursing because she thought that he
could amend her household income through migration, says that she does not pressure him:
MP: Would you expect your son to remit if he went abroad?
Dianna: [Laughing] In Filipino culture, we do not force our children to give back what was given to them.
It’s their, it’s their attitude to help, their voluntary help will be shown from them. Not forcing them “Oh
you help us. You help us.” It’s their initiative. Their parents help them, they can pay for that. We will not
force them to give us. It’s their voluntary help to be extended to their family.” In my case, it’s also
shameful to force our children to pay back what we ano- We just ano, in my case, we are 11 in the family.
My parents didn’t tell us, “Dianna, you help us.” No, it’s our voluntary help. We offer them. I let my
brothers and sisters study because I am looking in the near future. They will be happy for me because I was
able to help my brothers and sisters. It’s my greatest legacy. So, with my 11 family members, we are very
close. We have these close family ties.

Like Irene describes, a child’s willingness to support members of his or her natal family is
evidence of the good Filipino values, and would constitute an achievement that would be
remembered by the whole family. Children will be disposed to help their families without their
parents needing to request such assistance.
As Dianna describes, in exchange for their financial support, nurses and nursing students
are rewarded with a high moral status and are able to maintain emotional bonds with their family
at home. In fact, some students imagined that their relationships with family members and their
status would improve—regardless of distance or time away—as they became a provider in the
household:
MP: Do you think migrating will affect your relationship with them [your father and step-mother]?
Alma: Yes. I think it will help a lot. First because they will consider me as a- [pause] I have something to
show. They will not consider me as the one who just receives but I’ll also give. I’ll give the money to them.

In her particular case, Alma believes that she has a lower status in her household as a result of
being a stepdaughter in her father’s new family who experience her nursing expenses as a drain
of scarce household resources. Being able to remit money back to them would alter her familial
role.
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Lena thinks that nurses are celebrated by their families more than graduates of other
degrees and professions. Not only are nurses assumed to go abroad, but it is also a significant
achievement for families to even put a child through nursing school given the costs of tuition
(see Chapter 3):
There is extra pride in nurses because there is a licensure exam. […] Another issue it that nursing costs so
much. The thought of the money you're going to spend to send your child to nursing school is really huge. I
was just recently calculating. Oh my God, my mom has spent almost half a million so I could finish nursing
school. So it's really... it may mean something. (Lena)

As an example, Lena’s father publically celebrated her sister’s success graduating and passing
the licensure exam:
Whenever we achieve something, like my sister has just passed the board exam some years ago, it really
made him very, very proud to the point that he had my sister's name on a banner in front of our house. And
my sister went "Oh my God. Can you please remove that?" And my father would say, "No I just have to tell
our neighbors that we have a nurse in our family already.” My sister would go "Oh my god. I hope that
banner gets torn in a very short period of time so that it will be removed." They want to tell people the
successes of their children.

Imagining a transnational family
Transnational families are ubiquitous in the Philippines, and nurses and students are
aware of the benefits and risks of migration to the family through a number of stereotypical
narratives that circulate about migrant Filipinos, and more specifically migrant women and their
families. In one, an OFW works as a domestic helper in Hong Kong or in Saudi Arabia. She has
sent home enough money to buy a lot, build a house, send her young children to private school
and start a small business in the Philippines—a lavandera (laundry) shop, sari sari (roadside
convenient) store, or jeepney (privately owned “public” transportation). Her family says that she
has sacrificed being with them in order to provide for them. In another typical story, an OFW—a
nurse or domestic helper—sends money home to her family, but her husband who is un- or
underemployed gambles and drinks it away. He migrates regionally, leaving the children with
their grandparents or perhaps with the “househelp” or yaya (live-in nanny), and has an affair with
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another woman. The children, lacking parental guidance and role models, begin skipping school,
drinking, and rebelling. When her teenaged daughter gets pregnant, the Filipina returns home
immediately to put the pieces of her family back together. The neighbors say that the woman
“did not think of her family” and prioritized money over family when she decided to migrate. In
a third story, a Filipina migrates or emigrates as a nurse to a Western country—the United States,
Canada or the United Kingdom. She works both a full-time and part-time job in order to send
home a significant portion of her salary each month. She supports her natal family, allowing her
parents to have a nice retirement, sponsors the education of her younger siblings and nieces and
nephews, and sends balikbayan boxes back to the Philippines for Christmas. While some family
members in the Philippines see her as generous and a role model, others see her as boastful and
too Americanized.
Over the course of my research, each of these narratives was recounted to me, with minor
variations, several times. They were stories of an OFW or “FilAm” (Filipino American) featured
on the news, of a neighbor, of a friend of a friend, of a classmate’s family member, or of one’s
self. Despite the circulation of these narratives, and nursing students’ awareness of the possible
negative consequences of migration they almost uniformly denied the possibility of being
affected by these negative consequences themselves. These discourses are selectively
incorporated into hopeful nurse migrants’ imagined futures to motivate young women to
continue to pursue a socially risky venture, as well as to help them manage such risks through
everyday practices in the present, such as avoiding relationships with opposite sex and preparing
the family for transnational reorganization. Unmanageable risks are minimized through the
reliance on faith and God in order to not disrupt plans for migration.
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Students and nurses who did not have families of their own (children and/or spouses)
were least likely to believe that migrating would affect their relationships with family and friends
remaining in the Philippines. Students and nurses cited the ability to keep in touch easily via cell
phone and the internet, as well as the permanence of affective parental and sibling relationships.
Others, like Alma (discussed above) and Marci, anticipated that emotional ties to the family
would grow stronger once they migrated and began remitting:
I guess I will be more closer to them. I will feel more closer to them, especially when I can help
them. In our culture, no mater how long the distance is, if you maintain communication with
them, everything will be going well. And they will really be there to- they will always show
concern for you and they will pray for you. You will feel that support. [Marci]

In these examples, students imagine long-distance familial relationships that are simultaneously
financial and emotional. Remittances demonstrate the migrant nurses’ emotional connection to
the family despite their physical absence, and the gesture is returned with emotional support.
This was echoed by Dianna, whose son is a nursing student: “When you [migrate], the bonding
of the family grows.” Although many migrant or returned migrant nurses described changes in
relationships with their natal family after migration (characterized by growing apart, or
becoming too Americanized/Westernized), this is considered a minor risk or non-issue in
comparison to the discourse on migrant parents and transnational conjugal families.
Most of the participating female nursing students were not mothers themselves and, as a
result of the discourses on transnational families, emphasized the self- and/or parent-imposed
rule of not dating. “Focus on your studies, not on boys” seemed to be the mantra of both parents
and female students.130 While parents also advised their male children to not date,131 parents
were more protective of their female children because the burden of a pregnancy would fall upon
their daughters. In addition, at least two of the nursing schools in SLC expelled women from
130
131

Clinical instructors also give advice about managing professional and personal plans. See Chapter 5.
See Robert’s story in Chapter 3.
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their programs if they got pregnant.132 For many women marriage did not figure into their
imagined futures at all. Delaying marriage to contribute to one’s natal household is a highly
valued role for daughters (Constable 2004). Thus, according to many single, female nurses and
students, marriage was something to consider only after going abroad, making money and
building one’s savings, and returning to the Philippines and starting a successful business; in
other words, marriage happens only after she and her natal family were financially secure:
I don’t think about that because I want first to support my family. If I am professional, have my own house,
my own car- Before that I am- maybe. But my priority is my family, my family, my family. [April Marie,
fourth-year student at LCC]

Other students even more strongly prioritize their roles as daughters. Julie Ann, a fourthyear student at USC, laid out a life plan. First, she would work in the Philippines for several
years before migrating abroad to be a company nurse in an upscale hotel in Abu Dhabi (she has a
friend who says she can help her get this specific job). After supporting her family amassing a
sizeable nest egg, Julie Ann plans to return to the Philippines to open a lying-in clinic. I ask her
if starting her own family or romantic relationships fit into her plan: “Age 30, after I’m
financially stable, after going abroad” she says, before reconsidering:
Julie Ann: “And it’s also okay with me if I don’t have.
MP: If you don’t have a family?
Julie Ann: Yeah, because I’m planning if I’m having a family in the future, my mom will be living alone. I
want to be with her.

Thus, for some children, and particularly daughters, their roles as daughters—and fulfilling these
roles successfully—take priority over imagining other familial roles or personal desires.

132
One nursing student told me about being expelled from the program when she got pregnant. At the time of our
interview, she had returned to the program, but was pregnant again. Although she had already entered her second
trimester, she was attempting to hide the pregnancy by not eating. I expressed my concern about her and her baby’s
health by trying to hide the pregnancy this way. She lamented the fact that abortion was illegal in the Philippines and
asked me if I knew of a way to cause an abortion.
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Still, many students are also parents and/or spouses or are in romantic relationships.133
Due to migration opportunities, nursing has attracted many “second-coursers” (or thirdcourses—students who have obtained other degrees prior to studying nursing). These students
are often older and already have families. Other students pursuing nursing as their first course
may have had children before entering college or gotten pregnant during, resulting in a hiatus in
one’s studies at some point. In addition, younger female students admit to having boyfriends and
“textmates” (a loose romantic relationship with an age-mate who does not reside locally, for
example in Manila) even if their parents forbid them from dating. Others develop relationships
after they graduate, while they wait for opportunities to go abroad to open to them; this is
particularly relevant as nurses now are stuck in the Philippines with limited migration
opportunities. As a result, many nurses migrate with families (and likely will in the future).
However, nurses or students who were in relationships but not married prioritized
becoming financially stable over their romantic relationships. Albert and Rhea are unemployed
nurses who describe themselves as “practically engaged.” During the interview, they tack
between planning their futures together and prioritizing their individual career plans. Albert
would like to migrate to the Middle East as a nurse, and then perhaps to other countries where he
would stay for the long-term, returning to the Philippines on his vacations:
Albert: That's part of my plan after I finish my training in RAMC. […] The Middle East is like a steppingstone to being a nurse. It's much more easy to find a job in the Middle East. […] The Middle East is a
stepping-stone for your experience, your hospital experience. Middle East has more advanced medical
hospitals than other countries.
Rhea: But I don't think I'll go to Middle East.
MP: Why?
Albert: She's a woman.
Rhea: [Laughing.]
Albert: Middle East is not for a- [pause] her.
Rhea: I don't know. There is some kind of bad connotation for women going to the Middle East and my
parents don't want me to go to there.
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According to the written survey, only three percent of students (n=20/605) reported being married, and five
percent of students reported having children (n=32/582). However, having children, especially for young and or
unmarried female students, is stigmatized so it is possible that students underreported this information.
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Instead, Rhea has plans to migrate to New Zealand on an expensive student visa, work for four to
five years, and then return to the Philippines to manage her family’s businesses—a chain of shoe
stores. (As her future spouse, Albert imagines being a part-time business owner from afar.) I ask
them about how they make plans for the future and how they expect their relationship with each
other to change:
Albert: We talk about it.
MP: Really? What do you think about it?
Albert: Prioritize ourRhea: Career first and everything will follow.
MP: Why career first?
Albert: Because nowadays life is very difficult without money.
MP: What does it mean to prioritize career first? How will that affect you?
Albert: It will not affect our relationship as long as we love each other and communication is very
important.

Albert and Rhea prioritize achieving individual financial stability first and depend on the
availability of communication technologies to maintain their relationship across a long distance.
However, a long-distance relationship and transnational family is also part of their ideal,
imagined futures, and their plan denies the possibility of negative effects of long-term separation.
Mothers who imagine migrating abroad are forced to confront the possibility of leaving
husbands and/or children behind and the possible consequences. There were no married or
unmarried fathers in the interview sample of nursing students. However, several nursing students
were also mothers and/or spouses and their roles as mothers (and daughters) figured heavily into
their narratives, decisions, and concerns about the future. Most obviously, mothers struggle to
reconcile the desire to migrate and disquieting idea of leaving their families:
MP: What do you think it will be like?
Ann: I know I can survive there. It's just a fear of being apart from my family and my child. It's just- I
know it's hard there and it's hard to be apart from my family, so it's a big thing I couldn't want to happen,
but I just want to go abroad.
MP: You still want to go abroad?
Ann: Yes. It is for my sister and my child.
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Mothers strongly describe their reasons for migration in terms of a parental responsibility to
provide for their family. However, as Ann demonstrates here (and also in Chapter 3), mothers
also highlighted their roles as daughters and members of their natal family. Ann perceives the
need to migrate to support both her child and her sister (and as discussed in Chapter 3, Ann’s
mother actually convinced her to pursue migration).
In imagining their futures and attempting to manage the risks, mothers begin making
plans for their migration far in advance. This includes explaining their migration to their children
and husbands and making arrangements with family members who may be able to care for
children left in the Philippines. Although she is only a first-year nursing student, Ann’s mother
has convinced Ann to go abroad following graduation and Ann, her parents and her husband talk
about how they will manage her absence:
Ann: My mother told me, "You should not be worried when you are abroad. I will take care of your child. I
will tell her that you love her and you are doing that for her."
MP: You have discussed taking care of the baby?
Ann: In advance! [laughing] Because we have plans of going abroad.

Here, “we” in the last line refers to her parents’ involvement in making decisions about and plans
for Ann’s migration, highlighting Ann’s multiple family roles as daughter and mother. Flora, a
clinical instructor who applied to migrate to Canada in 2008 and is still waiting to be deployed,
has been preparing her children for her departure for years. She says she tries to teach them to be
independent, to do the chores and household work for which she would be responsible, and
reminds them that in the future she will be leaving temporarily:
I cried over it many, many nights, but I don’t have any option. I have to do this for my children. I had this
conversation with my children telling them why I’ll be out for two years but we’ll still be united. And I’ll
be doing it for their future. [Flora, 42, clinical instructor]

Thus, mothers attempt to manage the effects of future imagined migrations through preparation
and planning in the present.
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Often my conversations about the risks of migration would end abruptly. Mothers and
wives were clearly uncomfortable imagining the risks that I was inquiring about and that they
were unable to manage. In these cases, mothers relied on faith to ensure their relationships would
survive migration, and that the most negative potential effects would not impact them. Ann’s
boyfriend (who is also the father of her daughter) does not want Ann to migrate because he is
concerned about extramarital relationships—“a third party.” Ann learns about these risks from
her friend who is in a relationship with an OFW:
They [my friend and her boyfriend] feel sad and worried and say it might ruin your relationship. I just keep
telling [my boyfriend] that he should have trust and it's for our future. […] He is concerned about a third
party. I feel that way, too, but I just think that it would be easier if he doesn't have that thinking. He should
have trust. […] I have faith, but it will not be easy for us. Because we just have to love each other, have
trust, have faith. That's all. I just want it that way.

To some extent, transnational families—though not ideal—are normalized, and many
students were already part of transnational families with one or more parents or siblings working
abroad. As a result, becoming another migrant member of the family is of little concern. For
example, Jocelyn, a first-year student at LCC, comes from a family of migrant nurses with her
mother working in Manila as a private nurse and her father working as a nurse in Dubai. She
lives with her sister (also a nursing student), her niece and brother-in-law. After she graduates
from nursing school Jocelyn hopes to migrate to the US, where her grandmother lives, or to
Dubai. She does not expect that her relationship with her parents will change upon migration,
since she has are not been living with them for a very long time. Some students who had grown
up with having a parent abroad, although regretting the circumstances under which they had
grown up, imagined following in their parents’ footsteps and migrating away from their own
families. Cera, a first-year student whose mother is a domestic helper in Hong Kong, imagined
getting married and starting a family before going abroad; “Maybe I just won’t have a close
relationship with my children,” she nonchalantly suggested contemplating her future family.
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On the other hand, other children of migrant parents continued to mourn the transnational
reorganization of their families, and sometimes expressed the migration of a parent as a loss.
Abigail, whose mother—a nurse—had migrated to the UK as a domestic helper and petitioned
her younger siblings,134 imagined leaving her husband and child to reunite with her mother and
siblings:
I am hoping that I can go there and spend my time with them and can finally experience having a life with
my mom and my siblings. Family times are very important to me because I don’t know if I experienced that
for once. Oh yeah, when she went here to get my siblings, but only for one month.”

Here it is significant that Abigail wishes to reunite with her natal family, at the expense of
transforming her conjugal family into a transnational family; Abigail, thus, pursues an imagined
family she never had—united in one location—and in the process imagines the other
transnational family of which she would be a part. When I asked Abigail more specifically about
leaving her husband and son in the Philippines, she reflected on her own experiences as a child
of a migrant parent and her new understanding of her mother’s motivations for going abroad,
informed by her experiences of becoming a parent herself:
MP: Do you think that being away from (your son) would affect your relationship?
Abigail: I am open to that because I was raised, I am grown on that part of life, that having this family
distance. But I have faith in him and faith in God. We have this good intention. We just want to give the
fulfillment of having a comfortable living to our son. So one good reason, right? I think I just pray. […] I
think God has this intention of me having this course [taking nursing] and living something like that [with
her mother abroad during her childhood] to understand my mother more and, as for my son, to be more
openly wide awake to what is happening here in the Philippines. It’s so very much a struggle living life
here in the Philippines. […] At first, I don’t really understand that [why her mother went abroad]. I am so
mad at her. Because I think that being a mother, you have to be on your son or daughter’s side. For me, it’s
not acceptable as a kid. But experiences- those kind of experiences, not having a parent growing up, it’s so
contradictory for me at the past and then now, having my own family. I do know. I do understand how the
situation goes. It’s easy for me to put her shoe on my shoe.

Abigail reinterprets her experience as a daughter of a migrant parent in light of her role as
mother in the Philippines, in order to justify her migration away from her son—an experience
she found unacceptable as a child. Thus, at some points in the narrative Abigail priorities her role
134

Only children under a certain age can be petitioned. In this case, Abigail had already surpassed the age-limit (18)
to also be petitioned by her mother.
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as daughter (in her desire to migrate to reunite with her natal family abroad) and at other points
she emphasizes her role and responsibilities as a mother. Her narrative demonstrates the tension
between her multiple familial roles as mother, daughter and wife.
Abigail and her husband talk about and prepare for her future migration (even though
Abigail is in the first year of nursing school). When her mother migrated, Abigail’s mother and
father were already separated and Abigail and her three siblings joined her uncle’s family—her
father’s brother and wife and their eight children. Although grateful to her uncle for taking them
in, Abigail felt she and her siblings were ignored—the last priority. Abigail hopes that her
husband will be “disciplined” and care for their son, but fears that her son has no older female
relatives to look after him, which she suggests would be preferable:
I have lots of concerns. What will happen to him? […] Are they going to eat on time? All the obligations I
have to my son, are they going to do it like this or that? It’s so very concernful to think as a mother, that he
will experience those things that happened to me in the past. Who’s going to take care of him? He has no
ate (sister). But I think that it’s a matter of discipline at the part of my husband and who’s going to undergo
the discipline I have.

Abigail reaffirms traditional gender roles in positing that the most appropriate and reliable
caregiver for her son would be a female relative. She seems to have less faith in her husband’s
ability to be “disciplined” enough to take on the responsibility of primary parent. As a result,
Abigail and her mother have discussed elaborate strategies to move Abigail’s son to the UK to be
cared for by her mother, including the possibility of her mother adopting Abigail’s son in order
to petition him to the UK. Abigail would then attempt to migrate to the UK, and if that is not
possible, she would migrate to another country and her mother will raise her son in the UK until
Abigail is able petition her son and bring him to her country of migration. Different transnational
family arrangements are considered as possible options to accommodate planned migrations in
the context of traditional gender roles. While Abigail does not perceive the transnational family
as an ideal, or (hopefully) permanent, arrangement, it is an option that provides an opportunity to
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provide a “better life” (as defined by Abigail in terms of greater financial resources) for her son,
as well as reunite with her natal family.
Conclusion
The imagined futures and identities of nurses and nursing students in the Philippines
demonstrate that their lives are shaped by migration long before they migrate. The multiple
discourses about “abroad”—about the opportunities, cultural Others, high social and moral
status, the good and bad balikbayans, and the potential effects on family—function to prepare
nurses and students for a future life abroad in the present. These discourses educate students and
nurses on how to be good migrant workers, good members of the transnational family, and good
Filipinos upon migration. Women, especially, emphasize the necessity to avoid romantic
relationships, prioritize their natal families’ and individual financial needs, and even re-imagine
the ideal family as one that is transnationally organized. They also prepare their conjugal
families for migration long in advance of their actual departure, arranging care for their children,
talking to their children about their future migration, and establishing children’s chores that will
prepare them for life without a physically present mother. Negative and unmanageable risks are
ignored or denied or interpreted within the context of faith.
Women’s futures are imagined from their positions as daughters, mothers and wives. For
women who occupy multiple gendered familial roles, these subject positions are sometimes in
tension with each other. However, their roles as daughters (and the input of their parents) often
taking primacy over their roles as wives (and the input of their husbands or boyfriends). Given
the moral economy and the long-term emotional and financial reciprocal relationships that
compose the nuclear and extended, local and transnational household, the prioritization of filial
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roles over conjugal ones makes sense; young women feel greater indebtedness to their parents
and elder relatives that have and/or continue to support them.
Filial and parental roles are of primary importance to nurses and students as members of
families who foreground their roles and identities within the family in their imagined futures.
These roles and responsibilities can be fulfilled through migration, but would financially difficult
to fulfill through local employment (within or outside of the nursing field) in the Philippines.
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Chapter 5: Remembering family and migration: experiences of balikbayan nurses and their
families at home
I was supposed to interview Sheila Mae at the clinical instructor’s office at Eastern
University (EU) at 9:00 a.m. one August morning. I waited by the office door, paced up and
down the hall, and finally at 9:30, I texted her to see if she still planned to meet me. No response.
I scribbled a short note (that I was sorry to have missed her and that if she wanted to reschedule
she could text me) on a piece of paper and stuck it in the locked door. On the tricycle ride home,
I received a text from Sheila Mae apologizing for being late and saying she had arrived and that
she still had time for our interview, if I wanted. I instructed the tricycle driver to turn around.
When I arrived at the office, she was a little flustered, standing by her desk and
organizing papers and folders into piles. She greeted me and introduced me to her 20-year-old
daughter, Elsa, who sat in her mother’s chair doing her homework. Elsa greeted me without a
smile: “Bonjour.” “She’s studying French,” said Sheila Mae.
We sat on a nearby couch and began the interview, while Elsa at least pretended to pay us
no attention. I was there to interview Sheila Mae about her experiences as a migrant nurse in
Kuwait, but I usually opened interviews with questions about where the interviewee resided and
a brief introduction to family members that lived with her. Sheila Mae’s first three sentences
gave away her attitude toward her past migration and set the tone and direction of the rest of the
interview: “I live with my husband and my youngest daughter. My eldest daughter is already
married. She married early, at the age of 18 because we are not around. You know?”
Sheila Mae had migrated to Kuwait in 1981 to be a private nurse to a wealthy family—
first to the employer’s wife, then to his daughter, and finally to his aging father. She left parents
and siblings, a husband, and young daughter in the Philippines. During her time abroad, her
202

husband left her, she remarried, and had her younger daughter—Elsa. Early in our conversation,
Elsa left the room (with a flat “au revoir” addressed to no one in particular), which allowed
Sheila Mae to speak more frankly about the effects of her migration on her family. Like many
balikbayan (the Filipino word for a migrant who has returned to the Philippines—a homecomer)
nurses I interviewed, while Sheila Mae recalls her work in Kuwait during the interview, her
memories of this past life are tempered and punctuated with sharp, painful memories of family:
family events (such as her daughter’s early pregnancy and subsequent marriage, fights over
remittances, her mother’s death), temporary reunifications with family during her vacations, and
a strained relationship with Elsa in the present. Throughout our conversation she struggles to
reconcile decisions of the past and consequences that continue to affect her life today:
I may be successful in my career as a nurse. I’ve worked as a staff nurse. I’ve worked as a nurse supervisor.
I worked as a private duty nurse. And now I’m in the academe. I’m a clinical instructor. But my family is a
big failure. I would say it’s a failure. So maybe, maybe if I had my eyes on them in those times until now,
maybe it wouldn’t happen. But maybe if I wasn’t able to go abroad, I won’t be able to help my other
siblings and my parents.

Scholars of transnational migration have examined the way in which migrants remember
their homeland (Le Espiritu 2003, Schiller & Fouron, 2001), engage in practices of social
forgetting by constructing specific representations of themselves and their life abroad to family
and friends (Margold 2004), and the ways that memories of the homeland motivate cross-border
action (Schiller & Fouron, 2001). In this chapter I consider the ways in which past migration is
remembered by balikbayan nurses and continues to be lived in the present.
Like migrants working and residing abroad who may develop a nostalgia of the homeland
and imagined return within the context of a hostile host country, balikbayans’ remembering of
their migration abroad and return home are a reconstruction of the past within a specific social
context and “on the basis of the present” (Halbwachs & Coser, 1992, pp. 38-40). For
balikbayans, this remembering may be dependent on the ways in which family, coworkers, and
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others regard migration and its material and social effects. The collected narratives of these
decisions and experiences illustrate the ways in which the past continued to be felt and lived in
the present not only by the nurse, but also by her family. While the concept for this chapter is
based on interviews with 10 balikbayan nurses135, below, I consider Sheila Mae’s remembering
of migration, as she does through our interview, as well as through her account of her daughter’s
memories of being a child of a migrant parent. Examining the experiences of balikbayan nurses
through Sheila Mae’s narrative sheds light on the ways in which even past, temporary migration
shapes present-day family dynamics and identity construction, as well as the way these memories
and their meanings are negotiated in a social field. Moreover, memories and narratives from
balikbayan nurses provide a counter to students’ imagined futures (see previous chapter),
particularly with regard to the ways that distance impacts relationships.

135

Most balikbayan nurses interviewed were women (n=9), mothers at the time of their migration (n=7), and had
returned from working under temporary employment contracts (which are generally renewable upon the completion)
in Middle Eastern countries (n=7); three had returned from the United States (and two balikbayans were also
American citizens). Likewise, most had not returned recently. Most migrated in the 1970s, 80s, and 90s and were
now employed as clinical instructors in the local nursing schools or nursing-related business owners (exam review
centers, recruiting agencies). It was relatively uncommon for balikbayan nurses to return to clinical practice for
several reasons. First, nurses felt that if they had left, they had already “given up their spot” and imagined that
hospital employers would not be interested in hiring back someone who had earlier decided to leave. Second, for
many nurses, work in local hospitals that are underfunded, understaffed, and possess inadequate resources and
facilities was perceived to be difficult and undesirable. Third, many nurses migrate to make money so that they do
not need to work as nurses and so that they can pursue other money-making ventures in the Philippines upon their
return. My sample of balikbayan nurses is skewed toward nurses who returned to the field of nursing (in some
form). A wider sampling from the community may have revealed balikbayan nurses employed in other fields or
owners of non-nursing businesses. However, balikbayan nurses have found a niche in nursing schools who are eager
to hire faculty that have domestic and foreign clinical experience. In fact, deans sell this point when introducing
their programs, boasting the number of faculty who have nursing experience abroad. And, importantly, the salary of
full-time clinical instructors far exceeds that of nurses in public or private hospitals (see Chapter 2).
Another sampling bias comes from examining specifically returned migrants. These are, after all, the
migrants who returned for one reason or another. All but two reported returning because of the negative effects that
their migration was having on relationships within the family (specifically, children and spouses). While it is fair to
assume that effects on family are a primary reason for migrants to return, the present sample does not include
migrants who are still abroad and either not experiencing the same effects, or managing them differently.
Finally, this chapter excludes the voices and experiences of male balikbayan nurses, who did not make up a
significant portion of my sample. As stated in earlier chapters, this is a significant gap in nurse migration research,
as migrant subjectivities are constructed in professional, gendered and familial contexts. Future research is needed to
understand the expectations and experiences of male nurses and fathers experience when migrating, acting as an
absentee father, and returning to remake “home.”
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I begin the following chapter by grounding Sheila Mae’s narrative in the literatures of
return migration and GNCC, and placing this case study within the literature that understands
nurse migration (and return) within the gendered and socicultural contexts that give it meaning. I
then analyze Sheila Mae’s remembering of migration and return, exploring 1) the way that Sheila
Mae reconciles past decisions and their effects; 2) the identity Sheila Mae constructs through our
conversation; and 3) the way that Sheila Mae’s reconciling of the past may influence future
migrant nurses and migration streams through the advice she offers to nursing students. Finally,
in the conclusion of this chapter, I briefly consider the potential that newer communication
technologies (which make communication faster, easier and cheaper) offer to transnational
families. In some ways Sheila Mae’s narrative and interviews with family members of migrant
nurses demonstrate that these technologies, while providing easier and more immediate access to
communication, do not necessarily collapse distance or negate its negative effects.
Global nurse care chains, return migration, and gendered contexts: situating Sheila Mae’s
narrative
In their introduction to Coming Home: Refugees, Migrants, and Those Who Stayed
Behind, Oxfeld and Long (2005) argue that using “return” as a category of analysis allows for a
situated examination of the effects of large global and transnational processes in terms of
“people’s own systems of meaning and experiences” and everyday lives (3). Returns, they note,
are rooted “in particular historical, social, and personal contexts” (3), and reflect the returnee’s
relationship to the homeland. While much of the literature on returns has focused on refugees
and exiles, their nostalgia for home and imagined return or repatriation, and returnees’
reconstruction of home and homeland upon return, there has been less focus on provisional and
permanent return of migrant workers—a relatively mundane, everyday occurrence in a country

205

with high rates of (temporary) out-migration, like the Philippines. Likewise, there has been little
analysis of returned migrants’ and their family members’ remembering of migration and leaving
home.
Return migration is an important, but understudied, component of the global nurse care
chain. While return migration is sometimes hypothesized to contribute to brain circulation—
whereby migrant nurses return to their home countries and bring their new nursing expertise to
hospitals and clinics in their local communities—few studies have examined whether such
knowledge and skill transfer happens upon nurses’ returns (for exceptions see Hawkes, Kolenko,
Shockness, & Diwaker, 2009). Studying the context of returns draws attention to the factors that
influence returns (whether forced or voluntary) and stimulate the back and forth transnational
flows of nurses, such as: state polices (or unofficial hurdles) that limit permanent settlement or
bringing families, hostile social environments in host countries, difficulties managing the effects
of distance on transnational social relationships, achievement of the economic goals of
migration, and deep longing for life at “home,” among others. Returned migrants also constitute
a source of information for other nurses hoping to migrate. In this way, returned nurses may
participate in remaking not only their homes—as they reintegrate into families, households and
local communities—but also the homeland and transnational patterns of migration as their
memories and stories of life and work abroad may encourage or discourage future migration of
others, stimulating, sustaining or stymieing streams of out-migration.
Finally, an examination of returned nurses may refocus discussions of nurse migration on
the personal and social costs of migration, as experienced by the nurse, her family, and local
community—an often neglected issue in studies that focus solely on training, preparedness, and
work of nurses as global healthcare workers. As such, the following chapter embeds nurse
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migration within the sociocultural context in which women’s labor and migration is understood
and given meaning. Sheila Mae’s narrative of migration is complex and paradoxical, and
highlights the tension between women’s paid labor outside the home and their reproductive labor
in the family, between their professional roles as nurses and their gendered and familial roles as
mothers and providers, and between the satisfaction women may receive from their professional
work and personal development and the expectations that such fulfillment should come from
their roles as mothers. Of course, these tensions are not unique to Filipina migrant nurses but are
characteristic in societies in which women’s gender roles are defined in terms of their
reproductive labor even as women’s labor outside the family is increasing (whether voluntarily
or out of necessity)—including American society. In the Philippines, as in many other
developing countries from which women migrate in large numbers, as women’s employment
opportunities abroad and households’ dependence on migrant women breadwinners has
increased, so has public discourse on the country’s deficit of mothering and on the effects on
specifically mother-away transnational households (Beltran and Rodriquez 1996, see also
Salazar Parrenas 2005 for a summary of studies examining the negative effects of mothers’
migration out of the Philippines). Thus, while women have increasingly taken up labor outside of
the home and outside the country, the gendered division of labor has not changed (Salazar
Parreñas 2005, Pingol 2001). This was reaffirmed by participants in this study—mostly
women—who maintain a fundamental difference in the natural abilities of mothers and fathers to
provide care and love for children, and a child’s need specifically for their mother’s attention. In
recalling her decisions and their effects, Sheila Mae weighs out the pros and cons of migrating,
attempts to make sense of her choices, and constructs an identity that reflects the options, merit,
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tensions, and burden of being a professional nurse, multi-family breadwinner, daughter, and
mother.
In retrospect: Reconciling difficult decisions and their effects through remembering
Unlike many nurses of her generation, Sheila Mae maintains that she never really
intended to migrate, and that she was hired accidentally. It was her coworkers who convinced her
to accompany them to a labor recruiting agency one early morning after they had finished the
night shift at a Manila hospital. At the moment when a recruiter asked the group of nurses if any
were interested in applying for a private nurse position in Kuwait, Sheila Mae had raised her
hand to tuck her hair behind her ear, which the recruiter misinterpreted as her volunteering.
“Good,” Shelia Mae said imitating the recruiter, “You’ll leave in a week.” Prior to this,
migrating transnationally was not really in her plans. After making friends with an American
Peace Corps Volunteer, her mother had talked to her about the possibility of migrating to the US,
but Sheila Mae says it was not a common topic of conversation and that she did not feel
pressured by her parents to pursue migration. (Many nurses Sheila Mae’s age were already being
pressured into migration by parents and relatives, much the way nursing students of the present
are.) But the more she considered the opportunity, the more she thought it was meant to be: “I
thought, well, I can do anything. Maybe it’s really coming for me.”
As a nurse, Sheila Mae says she realized she was an “outgoing” person who liked to meet
new and different people, so she began to look forward to the opportunity to travel that this job
abroad would provide. As a teenager, Sheila Mae says she was rather sheltered and her mobility
limited, as she was only allowed to travel between the small yard surrounding her house, her
school and the church. So when she boarded the plane to Kuwait, she says she was more excited
to be leaving the Philippines than sad to be leaving family. After all, she had already left Region
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A to work at a hospital in Manila, leaving her then one-year-old daughter (her eldest daughter)
with her mother and father, while her husband worked as an engineer nearby (“He didn’t have
time to take care of her because he was working,” she explained). And, of course, Sheila Mae’s
salary in Kuwait was more than 13 times her salary as a staff nurse at the hospital in Manila.
In general, Sheila Mae proudly remembers her work experiences and the wealth she
accumulated during her time abroad. She describes her cosmopolitan lifestyle traveling
throughout Europe and the Middle East with her Kuwaiti employers, and casually lists the cities
and sights that she has visited. They had homes in London, southern France, and Spain, which
provided many opportunities to travel throughout other European countries. Jewelry, watches,
and various properties in the Philippines—a rice farm, four house lots, and a house—serve as
material memories of her success and the benefits Sheila Mae received from her work abroad.
Sheila Mae: My allowances and gifts were bigger than my salary!
MP: What did they include?
Sheila Mae: Like all this that I have. [Sheila holds her gold necklace away from her chest to show me the
its dangling teapot charm, and then rubs her fingertips over her gold rings, one of which had settings for
small emeralds and diamonds.] Like the ones my daughter is wearing. The ones my sisters are wearing. My
employers just give it to me as gifts. I have a Cartier watch! I can’t buy a Cartier watch! It was a gift for me
because they say I am the most polite and courteous person they have seen. […] Imagine! I think I can be
Imelda Marcos with so many shoes and bags.

These objects continue to provide daily reminders of her experience abroad that counter
more negative reminders of her absence. Within the first five years of going abroad, her husband
left her and their daughter permanently over disagreements about money. Because their daughter
was residing with her parents (and not her husband), Sheila Mae refused to send her remittances
to him. This argument resulted in their split and his abandonment of their daughter. She
remarried another man in the Philippines and had Elsa, who she also left in the care of her
parents. Years later, Sheila Mae received news that her teenaged daughter had gotten pregnant
and eloped with a man unknown to the family. Though neither of her daughters’ fathers were
present to raise their children, Sheila Mae attributes her family’s “failures” to her own physical
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absence, and assumes much of the responsibility. Although she expresses disappointment over
her eldest daughter’s pregnancy, our interview focuses on her tenuous relationship with Elsa, her
youngest daughter.
At the start of our interview, Sheila Mae talks generally about the effects of migration on
children:
I think maybe for us grownups it could be a little easier, but for children it gives them something that- uh[pause] Sometimes they wouldn’t ever forget. It could be painful for them. It could be something with a lot
of questions. “Why, Mommy?” [imitating a child’s voice] Sometimes they wouldn’t understand.

“Is that something that was an issue for your daughters?” I ask. “I sometimes try to explain but
you know children won’t understand. They believe on what they believe on. And that goes on
and on and on,” she responded. A few moments later, after Elsa left the office to go to class,
Sheila Mae began to talk specifically about her younger daughter:
Sheila Mae: Sometimes you seldom find people or children who really understand parents who work out of
the country. Most of them, they would uh sort of- they would say you don’t love them because you left
them.
MP: Did you ever have family say that to you?
Sheila Mae: Yes.
MP: Who would say that?
Sheila Mae: [Nods and raises her eyebrows toward her desk where her youngest daughter had been sitting.]
MP: Your youngest?
Sheila Mae: Oo. (Yes.)
MP: What would you say?
Sheila Mae: Well, I can’t do anything. My job is already there, so I have to take the chance of having that
job.

Although Sheila Mae returned permanently to the Philippines when Elsa was nine years
old, her absence has had long-term effects on their relationship that plays out in their daily
interactions. When Sheila Mae returned to the Philippines, Elsa preferred to reside with an aunt
and uncle with whom she had been living with since Sheila Mae’s mother had become too ill to
care for her. Thus, the physical distance and lack of intimacy between her and her daughter
continued long after Sheila Mae returned from Kuwait. When Elsa started college—the same
university at which her mother teaches nursing—she stayed in a dormitory near school instead of
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residing at home with Sheila Mae. Only recently, since her daughter has been failing her classes,
has Sheila Mae insisted that Elsa live with her and Elsa’s father. According to Sheila Mae, her
absence while her daughter was young—more than a decade ago at the time of our interview—
continues to be a central topic of their infrequent conversations, many of which Sheila Mae
remembers and replays for me during our conversation:
And she even asked me, only a few weeks ago, “Mommy, who took care of me when I was young?”
I said, “There’s a lot of them. Your grandparents, your aunt. A lot of them.” And then [imitating her
daughter], “How did you take care of me?” I said, “I’ve taken care of you now.” I said, “When I came back
I took care of you starting in 1997.” And she asked me, “What grade was I then?” I said, “You were in
grade three.” And then [imitating her daughter], “But can you remember I pee on the bed when you left
me?” I said, “I don’t remember.” “You don’t even remember?” she says [Sheila Mae imitates the
indignance in her daughter’s voice]—like that. And then she’s just quiet.

Elsa asks her mother to remember the past with her, but also contests her mother’s version.
Sheila Mae’s response—that she is not able to remember—means that she does not validate or
sufficiently acknowledge Elsa’s memories and experience of trauma, which reopens the wound
again for Elsa and maintains the rift between them.
Sheila Mae has her own negative memories of being away from her family. Among them
are the major events that—mediated through letters and phone calls—mark her memories of
family during this period of her life. She was “devastated” to read in a letter written by her
parents that her elder daughter had gotten pregnant, dropped out of the college engineering
program in which she had enrolled, and left her grandparent’s household to elope. And she
recalls receiving a phone call from a sister one morning who asked her to come back to see their
mother who had become very ill. Sheila Mae left that same night for an arduous, 72-hour journey
that took her from London to Kuwait to Manila and finally to her home in Region A. Less than a
year later, she received the phone call notifying her that her mother had died, but this time she
was not able to return home for two more weeks: “Then when my mom dies, it’s like- [pause]
it’s really harder when you don’t have a mother.” (Sheila Mae did not seem to catch the irony of
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this comment, or be able to convert these feelings into empathy for her own daughter’s anger.)
Some of the hurt of these memories has dulled, as they have been supplanted with new, happier
memories. Talking about her eldest daughter’s pregnancy, she quickly passes from renewed
anger (and annoyance at my questioning) to contentedness:
MP: How did you feel when you found out?
Sheila Mae: What do you think?! How would I feel?! Devastated! [pause] Devastated. Because I was
thinking then that I was working hard, far from them, trying to earn more for them. And then- But it’s been
a long, long time and it’s all gone now. I have grandchildren.

But Sheila Mae also recalls more mundane memories of conversations, most of which
occurred while she was visiting home during the one-month vacations she took each or every
couple years. For Sheila Mae, vacations at home in the Philippines were the hardest part of
working abroad. Lengthy periods of getting reacquainted with her daughters were accompanied
by another departure back to Kuwait. During these visits, Sheila Mae was forced to explain her
absence to her children who did not see her as their mother, and to confront the ways that her
absence was changing the typical mother/child relationship and roles:
MP: What was it like during vacation?
Sheila Mae: Nothing. Like ordinary people around the house. Nothing. Even now, we’re like ordinary
people inside.
[…]
MP: [When you were home] would [your daughters] ask you to come home permanently?
Sheila Mae: No. When I come home they just stare at me. It will take a few days before we get a long well.
MP: Would they hug you?
Sheila Mae: No, they don’t. They just look at me. Stare at me. [pause] They wouldn’t come near to me. I’ll
ask them, “Come give me a hug.” No, they just look at you. When you call them, they sit besides you. But
hug? No. But when they’re bigger, you feel ashamed already. It’s quite hard to hug them anymore. It’s
quite frustrating.
[…]
Sheila Mae: One thing that really broke my heart was when I came home and [my daughter] asked meBecause she goes to school with my sister and she calls my sister “Auntie.” Then when I came home for a
vacation, she asked me, “Mommy, who’s really my mom?” I said, “What? You’re calling me mommy then
I’m your mom.” I said, “Why are you asking me that question?” “Because my teacher says it’s the mom
that takes her children to school. And it’s not you who brings me to school; it’s Auntie Susie.” So, I told
her, “When you call your mommy ‘mommy’, it’s your mom. And your Auntie Susie is your aunt, meaning
she’s my sister.” And she said, “But she’s the one that takes me to school.” And I said, “Yes, because I’m
not around.” And she just stared at me.
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Many negative memories remain fresh, revived by present-day reminders. Observing intimate
moments between other mothers and their children remind her that she sacrificed having a
normative family and mother role:
We were not really that close, unlike those children that grew up with their mom. Sometimes I’m quite
envious of my colleagues here who have their children like, you know, kissing their mom when they come,
you know, hugging. I never had that with my children. And there are times when I wish I could hug or kiss
my daughter but it’s like I feel ashamed. It’s like, I don’t know. I could even hug my students, but my
daughter, no.

In light of her past extended absence, Sheila Mae would feel ashamed to assume emotional
closeness with Elsa—as evident in the act of a hug. In this way, Sheila Mae’s past decisions
continue to affect her role in the family and relationships with kin.
Among her negative memories, Sheila Mae’s efforts to explain or help her daughters
understand her absence is a reoccurring memory, and an issue that continues into the present.
While she did not frame her initial decision to migrate in terms of family (e.g., the need to
migrate in order to financially support them), Sheila Mae’s subsequent explanations of her 16year absence are framed in terms of her need to financially provide for her parents, siblings and
daughters: “Sometimes, you have to think of financial things. I have to go back to work. I have
to earn some more because I have these things to spend for.” However, economic motivation is
often the “easy” and “most acceptable” answer to questions about the decision to migrate or stay
abroad and neglects the fact that women also migrate to escape family or home (gendered family
roles, problems) (Constable 2004, pp. 111-112). Likewise, “devotion to family,” as an important
value and “deep cultural motif,” can be mobilized to legitimize the decision to stay (protecting
the family from the effects of migration) or to migrate (providing for the family financially),
allowing migration for the sake of the family to be reconciled with migration for self-realization
(Margold 2004:50). This is not to suggest that financial concerns were merely Sheila Mae’s
justification to others for her 16-year absence or to vilify Sheila Mae for her decisions. In fact,
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Sheila Mae described feeling insecure about returning home permanently without a job to go to,
not knowing who would hire her. Even after she decided to return to the Philippines
permanently, she continued to work in Kuwait to save more money before her final return.
Instead, Sheila Mae’s narrative illustrates the multiple, often times co-existing factors that
influence women—who are simultaneously individuals, members of families fulfilling multiple
roles, and professionals—when making decisions about migrating and/or returning home.
The “commodification of love” in Filipino transnational families has been explored by
Salazar Parreñas (2001:122). Salazar Parreñas argues that migrant Filipinas deal with family
separation by commodifying their care (sending home money and gifts and providing every
material want of their children) and rationalizing that the benefit of these material resources
outweigh other effects of their emotional and physical distance.136 Sheila Mae also described
using this tactic to maintain or establish a bond with her daughter: “I don’t know if it’s because
of guilt or something that I just give her everything that she asks, because of the fact that we
were not really close to each other and because she grew up not with me but with my sisters, my
brother, my father.” Sheila Mae realizes now that the material items she gave her daughters were
not a good substitute for her presence: “It’s still not enough. I think they really needed my
presence. Material things, they have a lot. But then it gets into the close relationship—then that’s
the thing that matters. It’s not enough.” However, Sheila Mae continues to use material and
financial resources to negotiate her strained relationship with Elsa, including continuing to

136
It is important to note that the commodifcation of family care and love occurs in the context of increasing
commodication of care via the commodifcation of carework, in which most other forms of care (childcare, eldercare,
nursing care, sexual care) are already commodified (at least in developed countries to which migrant nurses and
other care workers migrate). For example, when Sheila Mae provided excellent service and care to her patients—
above and beyond the regular care she gave in exchange for her salary—her employers showed their gratitude by
giving her extra money and gifts. Thus, the commodification of a parent’s care and love of a child might be viewed
as an extension of the revaluing of affect that is characteristic of post-industrial or service economies.
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support her in college, though Elsa has failed a number of courses as a result of excessive
absences and has not yet received a degree after five years of coursework.
In addition to gifts and money, Sheila Mae sent photographs of her life abroad to her
family back home. For Sheila Mae, these photographs were a way to share her life and new
experiences abroad with her family:
Lots of photos. Making a snowman. Pictures of me in a bathing suit in a pool. Shopping. Pictures in the
park, in the garden. Of a man making magic in the park. Of feeding the birds in Picadilly. So many
pictures. Pictures with the people I’m working with. Pictures of wax figures in the wax museum. [pause]
It’s fun. But, as I said, there’s also sadness.

Margold’s (2004) study of migrant Filipina domestic workers’ self-depictions of their lives for
kin at home examined the portrayal of life abroad in photographs and videos that were sent back
to family and friends in the Philippines. In these photos and videos, Filipina domestics working
in Hong Kong posed themselves against the backdrop of famous tourist attractions and shopping
malls and paraded around in elegant dresses as participants in local beauty contests organized by
church organizations. In contrast, the drudgery of daily work life and routines was omitted for
these depictions. These photos “at once limit and refuse the unpleasant experiences of their daily
work and evoke a [sic] expanded world that welcomes the audience at home into a new terrain of
possibility” (Margold 2004, p. 59). These self-depictions, Margold argues, help the audience—
kin at home—imagine life abroad, reassure kin at home that their loved ones are happy and
“everything is fine”, and, overall, endure the separation from their loved one (60-61). They also
are objects that can be shown to neighbors and family that visit the household as evidence of
their loved one’s success abroad—success which reflects back on kin at home.
Sheila Mae’s descriptions of the photos she sent to family surely fit Margold’s
description of self-depictions by Filipina domestic workers in Hong Kong. However, I question
whether Sheila Mae’s audience—namely her daughters—read these depictions as either as Sheila
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Mae intended, or as Margold supposes. When I asked Sheila Mae what her family thought of the
photos she sent or brought back, she responded flatly, emotionless, and without an air of being
impressed or enthusiastic, “It’s very nice—beautiful.” This was likewise the same stock response
of nursing students to viewing photos of their parents abroad. These photos, in neglecting the
depiction of daily life and caretaking, did not portray Sheila Mae’s motherly sacrifice in working
abroad, but rather a cosmopolitan lifestyle and self-exploration that perhaps her daughters found
selfish. In fact, Salazar Parreñas (2005) found that children of migrant mothers were more likely
to accept their mother’s absence if they perceived their mother to be grieving their absence while
away.
After our long conversation about her relationship with Elsa, I—betraying my own
biases—asked her if she regrets her decision to migrate. She quickly and confidently responds,
“Well, no not really”, though as she explains, it is clear that reconciling this decision (at least to
an audience) is work:
In a way, it helped a lot, the whole family. But sometimes, not really regret, but there are times when a lot
of things I would say that I missed. There’s a lot of things that I missed with my children. But to regret?
Not really that much. Maybe sometimes yes. But when I come to weigh things out, the only regret is[pause] yes, the emotional bonding with my children. That’s where the regret gets in.

Although she takes responsibility for the present state of her family, Sheila Mae does not accept
Elsa’s perspective that she abandoned her family. In fact, she hopes if her daughter continues to
live and spend more time with her, Elsa will understand her decision to migrate: “I hope [within
the next year] she’ll be able to realize that it’s not really my fault if I worked abroad and it’s not
that I never thought of them or I neglected them. I don’t think I did.”
While Sheila Mae attempts to reconcile her decisions, she does not reconcile the tensions
that pull her in different directions. Rather, for her, reconciling is a process of coming to terms
with these decisions and their effects, and comes through her taking responsibility for the
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“failures” of her family. Nor does she succeed in reconciling her decisions for Elsa, who also
experiences the tension between the sociocultural definition of the ideal mother and the role her
own mother has “chosen.” Hochschild (2004) analyses women’s labor migration in terms of the
extraction of love and care as a renewable, yet limited, natural resource in which a care deficit
forms as care workers and family in the “first-world” lavish love upon first-world children, and
children in the “third-world” go without their mothers and their love . However, it is not the case
that children of migrant mothers are unloved or uncared for (Salazar Parreñas 2005); in addition
to the material support that Sheila Mae provided, Elsa was cared for by her extended family in
her mother and father’s absence. But trying to square the ideal family and ideal mother with the
actual transnational family and migrant mother is nonetheless a painful, long-term project.
Finally, an analysis of Sheila Mae’s efforts to reconcile her decisions and their effects
must also take into account her silences. Strikingly absent from Sheila Mae’s remembering is
any analysis of the larger historical and political-economic context in which her migration
occurred. Her migration is framed as a personal—even individual—decision and memories of
migration revolve around memory of the family—both her own in the Philippines, and the
Kuwaiti family for whom she worked. Although she recognizes herself as part of a trend (in that
all of her coworkers at the hospital were also applying to work abroad) she understands her
experiences in terms of her personal qualities and decisions, and takes personal responsibility for
the social and familial consequences of migration—consequences that actually affect many, if
not most, transnational families.
Likewise, Sheila Mae’s husbands are virtually absent from her narrative. On the one
hand, their absence in her memories of making decisions and attempting to manage family issues
from a distance gives Sheila Mae the appearance of a strong, independent woman. On the other,
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their absence is evidence of the burden that migrant women experience as reproductive labor and
management of the family continues to disproportionately fall on them; thus, Sheila Mae took
almost full responsibility for issues with their daughters, except in her introduction to her
household at the beginning of the interview, where she attributed her elder daughter’s pregnancy
to the fact that both her and her husband were away—as evidenced by use of the pronoun “we.”
Shortly after this, however, Sheila Mae excused her husband from taking care of their daughter
“because he was working.”
Constructing an identity through remembering the past
As we talked more in-depth about her relationship and interactions with her daughter,
Sheila Mae abruptly changed the subject to her mother’s illness and eventual death while she
was working abroad: “By the way, my mother got sick in 1991. She has [diabetes] for more than
40 years I think. After that, she had hypertension and end stage renal disease. So she had this
dialysis.” I sensed her need to move the conversation to another topic and I did not push her to
return to talking about Elsa. “And you were abroad at that time?” I ask. “Yes,” she replies, “and
it’s very, very expensive. So maybe without my financial help maybe my mother would not last
[almost] a year. But with my sister and myself helping, we were able to have my mother go for
hospitalization in Manila and supported her for her dialysis.” She reaffirms a positive effect of
her migration by switching topics to tell me about fulfilling her role as the eldest daughter.
Throughout the interview, Sheila Mae oscillates between the painful memories and
effects of her migration and those that make her feel proud and give her decisions value. In
general, memories of helping her parents and siblings financially (Sheila May regularly sent 75
percent of her salary back to her parents which put her siblings through college and helped fund
her father’s fish farm business), as well as being a caring nurse and loyal employee construct an
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identity in which Sheila Mae takes pride. For example, during the First Gulf War, her employers
and their staff fled to France and lived there for 11 months. While in France, two of the family’s
household employees—the housekeeper and cook—ran away (became mga tago-ng-tago or
“TNTs”, literally “hide-hide”, or undocumented residents/workers) to other seek employment in
France or England, which caused great distress to her employer’s wife. To stop her from being
upset, Sheila Mae offered to do the housework and cooking (while also caring for her employer’s
elderly father) until they could hire new employees. Her employers were so grateful that they
began compensating her with extra pay and expensive gifts:
But I told her, “You don’t need to do that. I’m not going anywhere. I’m staying with you. Because
whatever happens to your father, it will be my conscience that will be halting me. So don’t think that I will
run away. You don’t have to do those things.” She cried when I told her that, because they said that, “You
are the most courteous, the most polite, the most honest person we have ever known.”

Sheila takes great pride in the service she provided for her employers, as well as the praise they
gave her, which she repeated several times throughout the interview. Being “polite,”
“courteous,” and “honest” speak to her identity as a model worker, and even her ability to fulfill
ethnic stereotypes (marketing promises) of the Filipino migrant worker who is hardworking,
adaptable and happy. Moreover, her commitment to stay with and care for her patient contrasts
with her daughter’s perception that Sheila Mae abandoned her. Likewise, while Sheila Mae says
that her primary reason for return was the deterioration of her relationships with her children, she
also says she waited until her patient died to ask her employer to return home permanently,
demonstrating her loyalty and commitment to her patient and employer (however misplaced her
daughter may perceive this commitment).
Sheila Mae eagerly recalled the time she recognized symptoms of appendicitis in her
employer’s daughter, rushed her to the hospital and got her into surgery before the appendix
ruptured. This happened during her seventh month in Kuwait and garnered her greater
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professional respect from her employers who suddenly thought very highly of her medical
knowledge and training (though, as a nurse, she was already at the top of the household staff
hierarchy). It also sparked a more personal relationship with her employers (as well as was
accompanied by a hefty financial bonus). She bragged about the first time her employer
introduced her as his “other daughter” to friends of the family, and says she was a close
companion—“like a sister”—to her employer’s wife. Memories of these moments and fictive kin
relationships provide value in the absence of like moments and relationships with biological
family in the past and present.
Sheila Mae also uses her work as a clinical instructor and relationships with her students,
with whom she says she is closer than she is with her daughter, to construct a feminine and
maternal identity. Sheila Mae says she tries to emphasize the need for caring and “using your
heart” in nursing work. In fact, it is her nursing work both in the hospital and as a clinical
instructor that has helped her think of herself as a “real mother”:
I even have one student who commented on me—personally on me. It was someone [else] who told me
[what this student said]. This person [said], “You have that student who told me that you’re a very, very
good clinical instructor.” I said, “In what way?” “Because,” he said, “You’re not just a teacher, but when
you teach you are like her mother. So you use your mother and teacher instinct and that’s what made them
better.” I said, “Yes because I’m a mother.” But when I heard about it, I think of myself as a real mother
and I think better for my students, but not for my own. But in a way, it’s quite compensating when you hear
those things and when you see students. And I just say maybe someday my daughter will be closer to me.
So I’ll just wait and see.

In reframing her professional success in terms of maternal nurturance, Sheila Mae attempts to
claim another facet of identity and gendered role to which she has had limited access as a result
of her past migration, and that has been missing from her narrative thus far. In so doing, Sheila
Mae’s narrative both draws attention to the complex subjectivities formed by the intersection of
transnational migration and traditional gender and family roles, as well as the pressure and
difficulty migrant mothers (and many other subsets of the female population) experience to
fulfill these disparate roles and expectations.
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During my conversation with Sheila Mae, I learned that the morning of our scheduled
interview had been what Sheila Mae hoped was a turning point in her relationship with her
daughter:
“I am happy that we came to school together today. Actually that’s why I was late. Because I would come
to school as early as six. But [my daughter] said she wants to come with me so I tried to stay home later so
we could leave together.”

Elsa had asked Sheila Mae to accompany her to campus, and in her eagerness to repair their
relationship and to take advantage of any opportunity to be Elsa’s mother, Sheila Mae altered her
morning routine. In fact, after recounting both her and her daughter’s past injuries, Sheila Mae
also describes interactions with her daughter from the recent past, as if keeping a log of each
positive interaction that gives her hope that their relationship is improving. Sheila takes pleasure
in the littlest of interactions through which Elsa reaffirms Sheila Mae’s role as mother (her
daughter asking her permission to join an organization or event on campus, asking for advice on
putting together a costume for “retro” day at school, or choosing to do a household chore she was
not asked to do):
Sheila Mae: There’s time when she’s stubborn. And then there’s times when she’s sweet, too. And she
would even tell me [imitating her daughter], “Mommy don’t wear that, it’s not nice. I think you should
wear this one.” Sometimes she’s also sweet.
MP: And do you like that whenSheila Mae: Yes of course I like that. I really love that. At home, she would rather stay in her room—text,
text, text, read. You will seldom see her do any household chores. There are also times, like last week,
where she ironed my white uniforms, and yesterday she ironed my pants. She ironed her clothes. So it’s
really hard to you know- Sometimes I don’t really understand, but I just keep quiet and- Oh God [pause]
and then I just keep quiet and wait for her to come out of her room. Or call her when it’s time to eat.
[pause] I don’t demand anything from her.

In addition to constructing an identity of a caring and skilled nurse, loyal employee, and a
loving family member to real and fictive kin, Sheila Mae’s narrative demonstrates that it is not
an absence of love that kept her abroad. Rather it may be that, due to her physical absence (and
later emotional distance) from her children, she transferred or displaced her love and care onto
her patients and nursing students (Hochschild 2002). And though Sheila Mae only implies it
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when she discusses the difficult transition trying to reintegrate into her family and remake
“home” upon her return, it is important to note that Sheila Mae has also experienced great
emotional and social stress in this process, as she has uprooted her life twice (the first time by
migrating, and second by returning), and in the process has dramatically altered (and in some
cases all but destroyed) her social relationships. It is telling that when I began to ask Sheila Mae
if she regretted migrating, Sheila Mae interrupted me assuming I was going to ask her if she
regretted returning.
Reconciling the past for future migrant nurses
As Sheila Mae continues to remake her familial home in the Philippines more than a
decade after returning, she also participates in remaking the national home through the stories
she tells to her nursing students. As a balikbayan nurse, the stories she tells may impact how
future generations of nurses think about migration, as well as gender and family roles. She
therefore has a small part in shaping large transnational processes, such as nurse migration.
Sheila Mae says she is honest with her students about “what’s good and what’s not good” about
working abroad, but says that she encourages her students to go abroad for the purpose of selfexploration and professional development: “I never discourage them from going abroad. In fact,
I encourage them. I want them to experience things that they cannot experience here.” This
advice mirrors Sheila Mae’s explanation of her decision to migrate at the start of our interview,
as well as the memories of her migration that she values and shares with pride. It also paints an
image of the homeland as limited and deficient.
It is likely that stories from Sheila Mae and other balikbayan or migrant nurses have
greater influence on out-migration flows than the state’s rhetoric celebrating migrant workers.
While the state attempts to interpellate its abroad workers (citizens or not) as modern-day
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“heroes” for the remittances that sustain the national economy, Sheila Mae says she isn’t fooled
by such “propaganda.” In fact, while abroad, Sheila Mae describes developing a suspicion and
even disdain for the government’s role in and handling of the Philippines’ out-migration. While
in Kuwait, she said it was her and her fellow OFWs –as members of Filipino civic organizations
there—that fed and raised money for plane tickets to send displaced Filipinos home (many of
whom had escaped abusive or exploitative employment situations and who—without money—
had resorted to camping outside of the Philippines Embassy in Kuwait). Likewise, she listed the
ways the state profited from her labor (through collecting taxes on the income she earned abroad,
extracting fees when she remitted through official channels, and extracting fees levied against
OFWs at the airport every time she returned to Kuwait from a short vacation), and said she’s
received nothing in return:
I never had anything from the government. They haven’t given me anything as a reward for that 16 years I
have been sending money to the Philippines for my family. No, I never had anything from them. […] They
have been taking money from us, but I don’t know where that money goes to. […] There’s no accounting
or transparency of where that money goes.

In fact, Sheila Mae did not describe much nostalgia for homeland while she was abroad, nor does
a love of nation factor into her advice to students and nurses about transnational migration.
“Home” to Sheila Mae is primarily family, and migrants return home in spite of the realities of
the state and homeland: “I dare [my students] if they could stay [abroad] and die there. And I tell
them. ‘I’m sure you’ll come back, even if the Philippines is just like this, because you cannot
take all your family.’”
As home is her reason for return, her and her family’s experiences of migration also
figure into her advice to students. Essentially, she attempts to provide a simplified recipe for
navigating the gendered and familial expectations nurses will encounter while pursing
professional opportunities and/or personal desires. She tells them to work abroad while still
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single, and if they must marry, they should only go abroad if their spouse and children can
accompany them: “Now if you cannot do that, then you better stay here.” However, in offering
this advice, she confirms that a woman’s opportunity for pursing personal (and professional)
goals and desires must be completed before starting a family; after marriage and having children,
a woman’s priority must be her family and her defining role is that of mother and spouse.
Interviews with nursing students and younger nurses hoping to migrate about their intentions and
future plans mirror Sheila Mae’s advice. But despite these plans, some nursing students have
children before completing their degree, and an even greater number enter into serious
relationships while in college and end up marrying and having children before migrating. This is
the case for many nursing graduates now, as the nurse migration opportunities have dried up137,
the time until departure has grown, but the other facets of their lives have not stood still. Yet, a
significant proportion of these nurses still plan on and pursue migration. Others create families in
the Philippines while working abroad, using vacations to date, marry and give birth to children
(and then return to their work abroad). Thus, even as they are pressured to migrate as single and
childless women, many migrant nurses are mothers. As a result, Sheila Mae’s advice to students
may help to maintain the ideal gendered familial roles more than it helps to reduce the number
mothers from migrating.
Conclusion: The promise of communication technologies
From her perspective, Sheila Mae did not abandon her children, or other family members
for that matter. On the contrary, she says she worked abroad “for them” and was in constant
contact with them, though communication was much slower than that of today. She remembers
sending audiocassettes back and forth with recorded messages, and writing letters every week:
137

Moreover, many of the migration opportunities that remain are those that (whether legally or unofficially) limit
the ability of a migrant nurse to bring his/her family.
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I always tell them what’s going on—what have I done today, what I did yesterday, where shall we be
tomorrow and all these things. And of course I always say I love you and I miss you and all those things.
But it’s still different. [pause] Very much different.

Despite her commitment to provide materially and financially for her daughters and to
communicate regularly with them, her narrative shows us that communication is fraught, and that
intimacy is not conveyed or maintained easily across such distance and lengthy periods of
separation.
As discussed in the previous chapter, most young nurses do not imagine the possibility
that their lives and relationships could be negatively impacted by migration. In fact, many
assume that their relationships will improve as they adopt the role of provider for the family,
while others rely on the availability of communication technologies to assuage the effect of
distance. Communication technologies, such as cellphones, texting, real-time messaging, and
video conferencing (along with supporting technologies, particularly the availability of highspeed internet and wi-fi), provide easy and relatively inexpensive alternatives to previous forms
of communication (long-distance telephone calls, letters and sending audiocassettes back and
forth), potentially reducing the impact of geographical distance. Indeed, in the US, these
technologies promise constant connectivity, to the extent that a discourse of “unplugging” exists
to counter the negative effects of being constantly available.
In her study of Filipino migrant families, Salazar Parreñas (2005) found that migrant
mothers often become transnational “super moms” participating in “intensive mothering”
constituted by a high level of involvement in long-distance mothering activities; weekly phone
calls, weekly meal planning, and wake-up text messages consisting of inspirational bible quotes,
accompany the usual balikbayan boxes of household goods and gifts and letters that express
caretaking from afar (103-105). As a result, traditional gender roles are reaffirmed and children
often report closer relationships with their migrant mothers than their migrant fathers. While I
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did not find examples of these transnational super moms in my samples of balikbayan nurses and
children of migrant workers, children of migrant workers described a variety of relationships
with their overseas parents at least partially based on the kind and frequency of communication
they had with them. (This is not to suggest that these children—even adult children with children
of their own—did not experience their parent’s migration as an intensely painful and difficult
aspect of their lives; most, in fact, did.) What I found most surprising, however, was the number
of students who reported communicating with abroad kin with relatively the same frequency that
migrants of previous decades (without access to these newer communication technologies) had
described. Overall, children of migrant parents who described having a close relationship with
their migrant parent were the exception, not the rule.
According to family members of migrant nurses and other workers, communication with
abroad relatives is not immediate, frequent, or initiated without a calculation of the costs. First,
accessibility is still an issue for many transnational families. As my research among migrant
Filipino nurses working in the Chicagoland area showed, interviews with family members of
migrant nurses and other workers confirmed that their abroad relatives are very busy, often
working more than one job or working overtime to increase their income. This was certainly true
of migrant nurses, who—when able—work a full-time job and part-time job to earn extra money.
This may limit their time to connect with kin at home, or align schedules for real-time
communication across disparate time zones. While I had expected that children of migrant
parents would report communicating frequently by (free) video conferencing technology (e.g.,
Gmail Hangout, Skype), such use of these programs were rarely reported as a common
communication medium. Besides issues of accessibility encountered by abroad parents, highspeed internet is still a luxury for many families (including some wealthier families in my
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sample), costing only slightly less per month than it does in many US markets. And while
internet cafes outfitted with high-speed internet, new, flat-screen computers, and headsets with
earphones and microphones abound, the clientele are generally adolescent and college-aged
students who work on school projects, use Facebook (which some children also used for realtime messaging with their abroad kin), or play online games. In the morning or late evenings. I
would sometimes see a couple of older people (spouses/partners) video conferencing with family
or friends (presumably abroad), but on much rarer occasion that I had expected to see.
The cost of using new communication technologies remains an issue. Text messaging and
cellphone calls were cited as the most common ways to communicate with family abroad. While
the two competing telecommunication companies in the Philippines (Smart and Globe) offer
competitive international texting (short messaging system or SMS) rates, costs on the other end
may not be as affordable. Thus, students often experienced communication as a one-way street.
Students might text a parent or relative abroad and wait days for a reply or never receive one. In
addition, although these rates are cheaper and quicker than earlier forms of communication, they
are still considered a luxury expense. For example, Globe advertises a standard rate of P15
(about $0.33) per international SMS if using a prepaid calling card (though special promotions
with better rates are offered temporarily). Often students’ cellphone and SMS budgets come out
of their daily allowance—an amount of money that students are granted by their parents/relatives
who support them to cover their daily transportation, food, and snack costs while at school. This
amount ranged between P50-100 per day (approximately $1-2.00). Students buy prepaid calling
cards (“load”), which they primarily use to text with their friends (actual calls are rare). Thus,
students might have P30 to P50 “load” for the week, which is enough to send a fair amount of
texts locally (P1 to P2 each), but not enough for frequent international texts. When their “load”
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runs out, many students usually wait until they have more expendable income to purchase
another card. (These frequent gaps in or inconsistent access to communication presented another
challenge to recruitment.)
Phone calls—even cellphone to cellphone calls—were likewise kept short, and consisted
of conversations that covered basic necessities: household finances and a quick check-in with
each member of the family. Easy access to communication technology via personal cellphones
also did not mean that calls were frequent. Many students reported hearing from their parents
only once or twice per month (and at most once per week) during a 30-minute call, in which they
were given a few minutes to check-in with their abroad parent (How are you doing in school?
Are you watching after your siblings? No dating. Study hard.) before passing the phone on to the
next sibling in line. And many children found the weekly, bimonthly or monthly check-in to be
insufficient to maintain a close emotional bond with abroad parents, and particularly mothers, on
whom the burden of caregiving fell.
The importance of this last point—the content of communication—is illustrated
throughout Sheila Mae’s narrative. Sheila Mae found that despite being in frequent
communication with her daughters, she still encountered difficulty establishing an intimate,
emotional bond with them and that verbally explaining her role of mother to her children was of
little consequence when she was not around to partake in the daily routines of motherhood.
Efforts to share her life abroad with them were interpreted by Elsa as Sheila Mae’s abandonment
and evidence of her mother’s lack of love for her. In other words, issues of identity construction
and representation, a woman’s struggle (or inability) to fulfill socially prescribed roles and
expectations, or the pain of receiving bad news from home are not necessarily dependent on or
improved by a particular medium of communication.
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Chapter 6: Encounters with private recruitment agencies and the state: the process of
nurse migration
Flora had been working as a clinical instructor at Luzon Catholic College (LCC) for six
years. At the time of our interview, she was 42 years old and in the process of migrating. Flora
had taken an indirect route toward migration that was influenced by a combination of local and
transnational family members, life events, and private and state institutions (including
immigration policies of other countries). After graduating with a Bachelor’s of Science in
biology with the intention of pursuing medicine, her father’s tilapia farm business failed, and
Flora realized medical school was not affordable because her four brothers and sisters would also
be attending college. So, she pursued a Bachelor’s degree in nursing, partially supported by an
aunt—a nurse who was working and living in Chicago and wanted Flora to migrate to the US
after graduation. Flora’s aunt was enthusiastic to help Flora go abroad, in order to return a favor
to Flora’s father because he had, years prior, paid for her nursing education. Upon graduation,
Flora’s father wanted her to pursue migration immediately. However, this would have required
her to begin reviewing for the Commission on Graduates of Foreign Nursing Schools (CGFNS)
Exam138. Flora knew this would require a lot of time and money—up to P200,000—and instead
felt pressure to begin earning money: “Because I’m already ashamed asking money from my
parents.”
She sought a nursing job with a non-governmental organization, where the salary
(P6,000/month) was double what it was in the hospital at the time (the hospital also required her
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The CGFNS was an exam that predicted how well a foreign-trained nurse would do on the NCLEX and qualified
them to register to take the NCLEX. When the NCLEX was only offered in the US and US territories, the CGFNS
was the exam required before abroad employers hired and imported foreign nurses. After arriving in the US, the
nurse would be given six months to take and pass the NCLEX.
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to complete three months of voluntary training prior to employment). As a community health
nurse, she worked on projects that addressed family planning and diagnosis in rural and coastal
areas of Region A. When she told her father about the job, after she had already been working
with the group for three months, he was disappointed that she was not pursuing migration and
did not speak to Flora for several days. When he finally spoke to her, he insisted that she quit.
But she did not, and instead began paying her brothers’ and sisters’ tuition fees.
Flora worked with this NGO for ten years. During this time, she married and started a
family. Her aunt continued to ask her about her plans to migrate: “Even in her letters, she’d
encourage me. As time went by, she would follow up, but I could no longer relate to her.” When
the NGO wanted to pay for her to get her Master’s degree in public health in the UK and then
promote her to the national office in Manila to manage USAID and other development projects,
Flora declined, wanting instead to pursue a more long-term migration:
Flora: But I told [my boss], if I’m going to study there, I’ll no longer be able to pursue my other dream.
“What’s your dream?” [imitating her boss]. I still want to pursue my dream of going out to satisfy my
father. [If I get my Master’s in the UK] I’ll just go there for two to three years and then go back. […] I still
have to pursue the wish of my father. You know, I really wanted to please him and satisfy his want for me
to go out to the US or other countries.
MP:You say it’s your dream, but…
Flora: My dream is to become a nurse, but then…
MP: Is it more his dream?
Flora: It’s more of his dream.
MP: So what you really most wanted to do for yourself was to leave, to, to please your father, or did youdid you [said with strong emphasis] want to stay with the community organizing and be a nurse, or can
you…
Flora: It’s very hard. Before the 10 years work, I was partly convinced by my father to go out. I have no
choice. […] And now, here I have a job and I can have my family. So I said, I can have time for that [there
is time for going abroad later]. And then so, for me that time, probably the first two years, I was thinking,
should I go to the US or not? Okay, I’ll wait a year more. Plus with the satisfaction I had with my job…

Like the narratives of many nursing students, Flora’s individual choice is difficult to parse out
from her father’s. She resigned from the NGO with the intention of pursuing migration.
But Flora continued to put off going abroad, taking other employment opportunities as
they arose. A friend of hers and dean of a local nursing school offered her a position as clinical
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instructor (CI) in 2003, as the demand for nursing education was growing exponentially, and
despite the fact that Flora did not possess the necessary qualifications to be a CI (including a
Master’s degree and two years of clinical experience in the hospital). Two years later, she
decided to pursue migration to the US:
Then 2005, the dream of my father […] was now coming in the picture. I’m realizing that my father’s
really right! It’s really hard to earn enough to, you know, to help me save for the education of my children.
I have to work from 7[a.m.] to 9[p.m.] just to earn 40,000, and then you will be charged by the government
30 percent (tax). […] So, I really think, I was counting to see if we could save enough for my kids’ dreams.
My eldest wants to be an architect. My middle a math teacher. My youngest a nurse educator. To save for
their education, I should have at least a salary of 50,000-100,000 per month to send them to good schools in
Manila. With my salary and my husband’s salary, I don’t think we could help our kids pursue their dreams.

She began applying for jobs directly to US employers through online job portals. However, they
required her to be an NCLEX passer. At the time, the NCLEX was not offered in the Philippines
and would require P100,000 for enrollment in an exam review program, exam registration fees,
and travel to a US territory (Guam or Saipan) or Hong Kong to take the exam. So, instead, she
submitted letters of application to agencies sending nurses to the US and Canada that she
identified from checking the advertisements in the Manila Bulletin. She interviewed with an
agency located in Manila while they were recruiting nurses from Naga. The agency agreed to try
to match her with a Canadian employer. Flora waited approximately 10 months for an
appointment to be interviewed for a position in Nunavut, Canada (the northern most province).
During the in-person interview in Manila, Flora learned from the Canadian human resources
representatives that they were not looking for community health nurses and instead needed
nurses with ICU and PICU specialization and experience. Needless to say, she was not hired.
Flora felt that her time had been wasted and that the agency had not been honest with her, so she
began looking for another path abroad.
By this time (2006), immigration retrogression in the US had already taken effect and her
aunt in Chicago had retired and had little ability to help her find a job in the US. So Flora again
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set her sights on Canadian opportunities. Through another agency, Flora (and approximately 400
other nurses) were offered jobs as LPNs (Licensed Practical Nurses) at CAD23 per hour in
Alberta on a two-year contract, during which the nurses could take the CRNE (Canadian
Registered Nurse Exam) and apply for immigrant status. She obtained her visa, Canadian Labor
Market Opinion (document verifying there is a position for her in Canada, which has since
expired), and applied and was approved to take the CRNE (another opportunity that has since
lapsed). Flora was in the last batch of 100 nurses to be deployed in March 2009, but Flora says
“Canada wrote and said they were postponing our deployment for the reason that they have to
review their health care system, fuse some institutions.” When she inquired with the agency
about what will happen to the remaining nurses in the Philippines waiting to deploy (some of
whom had already quit their jobs in the Philippines), she was told that they are “sending letters”
to “investigate”. As an individual, there is little recourse for her:
I told them it seems like we are just being fooled. […] So now I’m very troubled about this. Will I really be
able to go out? That’s my question now to myself. Will I still be able to work abroad? So we’re waiting and
I’m also praying that something good will happen.

Flora prays nightly about this situation and tries to trust that whatever happens is what is best for
her and her family, though she regrets not following up on her father’s wish for her to go abroad
sooner:
I’m thinking about the future of my children. One day I said, I really understand my father now, why he
wanted me to go out. But before I was able to decide, to work, it was so painful. The process was so
painful. Because every night I would be looking at my kids while they were sleeping and then thinking,
“What would happen to you?” But then I’m confident and praying every night, and together with my
family. If I’m able to go out, it’s probably God’s will. If not, then it’s not good for my family. So I don’t’
know what’s happening with this offer.

Flora did not pay either of the agencies for their services; those payments, she explains,
would have been deducted from her salary after she was already working abroad. However, she
estimates that she has already spent approximately P200,000 (almost $4,500) out of her own
pocket to comply with related requirements, including but not limited to: a medical exam
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(P4,000), numerous trips to Manila and back (P800-1000 for one-way ticket on an overnight
bus), visa application (P7,100), the IELTs exam that has expired and had to be taken a total of
three times while Flora has been waiting for placement and deployment overseas (P30,000), and
a certificate from the government to certify that she is not a known criminal (P125, paid every
six months), among other expenses.
During our conversation, Flora weighed the options of migrating to other countries. She
outlined the costs and requirements of the UK, Saudi Arabia, New Zealand, or going to Canada
as a caregiver, demonstrating that she had research and considered all of these options. At the
time of our conversation, the UK and New Zealand offered expensive options to go on a student
visa (requiring enrollment in a one- to two-year course and payment of associated tuition fees)
with the ability to get a job while there. Her husband says that he does not want her to go to
Saudi Arabia, citing concerns about her safety. She has siblings who are or have been caregivers
in Canada who have her advised her against migrating as a caregiver due to bad treatment they
have experienced from their employers. So Flora continued to wait for news from her agency
about job options in Canada, or for immigration retrogression to be over so that she might pursue
migration to the US. At the time of our interview, Flora continued to work as a clinical instructor
and volunteered her nursing labor at RAMC on the weekends to gain more clinical experience.
But she expressed her weariness from working so much and having so little time with her family
only to be rewarded with a salary she perceives to be inadequate:
So I just want to say, I’ve already spent my ten years contributing to the Philippine- you know, uh, helping
the Filipinos, and think, half of my years- I still have about twenty years more. I’d rather spend that in a
more relaxed country and enjoy my life. Because you know why I’d like to go to US or Canada? I am
foreseeing a future like, um, I don’t want to get rich. I just want to have a relaxed life with my family,
working just eight hours and then have time for my family. And then my children are being promised a
good future because the government is giving the services [providing a good public education]. That’s what
I wanted to get for my family now.

At the time of writing, Flora remained in the Philippines.
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Flora’s narrative of her training, work experiences, and efforts to migrate illuminate
many issues central in this study: pressure from local and transnational family to go abroad, the
mobilization of transnational networks to facilitate training and migration, and nurses’
negotiation of social and financial responsibilities in the family and personal desires in weighing
decisions about migration. Of particular relevance to this chapter are Flora’s experiences
navigating the requirements, expenses, and networks that facilitate migration. Flora’s story
demonstrates that pathways abroad are not clear and direct and that nurses—as consumers of
recruitment services, exam review services, and wholly dependent on private and state
intermediary parties to facilitate migration—risk the most in terms of their time, money, and
uncompensated labor to pursue a career abroad.
As described in Chapter 2, recruitment agencies, exam review businesses, and state
migration agencies form part of the nurse migration industrial complex, and are stakeholders and
nodes in the global nurse care chain. They are stakeholders because they benefit from the
production and migration of nurse laborers out of the Philippines, and they are nodes in the
GNCC because a nurse’s interaction with each stakeholder contributes to the production of the
finished product—the migrant nurse. In this chapter, I explore the role of private recruitment
agents as for-profit intermediaries in the global trade of professionals and trace the process of
migration from the perspective of both nurses and select nurse recruitment agents deploying
nurses to the US, UK, Australia, UAE and Saudi Arabia, attempting to elucidate both variations,
uncertainty and barriers in the migration process, as well as the unpaid labor and financial
investments nurses make to pursue migration. In addition, I describe private recruitment
agencies’ role in constructing the ideal migrant nurse through the mobilization of maternal,
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worker, and racialized subjectivities, that produces an obedient, sacrificing and hard-working
nurse willing to overlook maltreatment, injustices, and uncomfortable personal and professional
environments for the sake of her family. Finally, I describe nurses and recruitment agents’
interactions with the state, arguing that rather than a driver of migration through it’s celebratory
rhetoric of the migrant worker, the state influences nurse migration through its neglect of public
health and acts as a financial parasite upon its migrant workers.
A note on methods for this chapter
Data from this chapter draws upon interviews with nurses living and working in SLC or
the surrounding area who have already applied for employment abroad and are considered “in
the process of migrating,”139 government agency bureaucrats, local experts from professional
organizations, and interviews with senior recruiting personnel (e.g., owners and managers) of
five nurse recruitment agencies. As stated in the methods section of Chapter 1, nurse recruiters
were solicited for participation through formal letters and in-person inquiries (n=2), and through
personal connections (n=3). One recruiter operated in San Luis City (SLC), another operated
both in SLC and in Metro Manila, and the other three operated solely in Metro Manila (though
they recruited from other provinces during trips to participate in job fairs). One agency—Service
Professionals International140 (SPI)—focused on deploying nurses to the UK and Australia,
though they had also sent nurses to the US in the past. And three agencies [Santos’ Exam
Preparation and Recruitment (SEPR), Nursing Human Resources Consulting (NHRC), and
Multinational Medical Recruitment Corporation (MMRC)] deployed nurses to the US and
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Here, nurses “in the process of migrating” includes any nurse who was working with an agency to obtain
employment abroad, regardless of where in the process they were.
140
All business names are pseudonyms.
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Middle Eastern countries141. And the fifth agency, Middle East Nurse Recruitment (MENR),
primarily sent nurses to Saudi Arabia, though they had sent nurses to the US in the past. (These
participants are listed in Table 1 for easier reference.) All but one of the recruiters were Filipinos,
and two Filipinos also held American citizenship. Three recruiters were nurses, all three of
whom were NCLEX-passers, two of whom had migrated to the US as nurses and returned to the
Philippines, and one who had previously been a nurse in Saudi Arabia. It is important to keep in
mind that the recruitment industry is not only a for-profit intermediary in the GNCC, but is also
an employer of nurses.142 The other two recruiters were non-nurses.
Table 1. List of participating recruitment agencies
Name
Description of services
Sending nurses (and other workers)
Service Professionals
to the UK, Austraila, and nurses to
International (SPI)
the US in the past
NCLEX review, intermediary that
Santos’ Exam
recruits nurses for employment in
Preparation and
the US and United Arab Emirates
Recruitment (SEPR)
(UAE)
NCLEX review and other
Nursing Human
preparation for work abroad
Resources Consulting (lectures, seminars), recruits nurses
(NHRC)
for employment in the US, UAE,
Kuwait
Recruits nurses for employment at
Middle East Nurse
11 hospitals in Saudi Arabia, and
Recruitment (MENR)
has sent to the US in the past.
Multinational Medical Recruits nurses for employment in
Recruitment
the US, UAE, Saudi Arabia, and
Corporation (MMRC) Kuwait.

Location

Interviewee

Metro
Manila

Simon, Philippines
branch manager

San Luis
City

Benji, owner

San Luis
City,
Metro
Manila

Miguel, owner

Metro
Manila

Maria Catherine,
senior nurse
recruiter

Metro
Manila

Janet, Philippines
branch manager

In addition, two of these recruiters acted as intermediaries between nurses and other
recruiting companies. Santos’ Exam Preparation and Recruitment (SEPR) and Nursing Human
141

Countries covered by recruiters included Saudi Arabia and the United Arab Emirates.
Typically their salaries are above that of a clinical instructor but below that of nurse exam reviewers—the highest
paid nurses. See Chapter 2. Nurse exam reviewers or “professional reviewers,” and particularly NCLEX reviewers,
can make P1,000,000 per month.
142
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Resources Consulting (NHRC) were companies that offered NCLEX review143 and then looked
for other (often larger) recruiting companies with which to partner to access foreign hospitals
(employers for their nurse recruits).144 As will be discussed, the operation and success of
recruitment agencies depends on the existence and mobilization of transnational networks to
access more clients and foreign labor markets. NHRC acted as an intermediary for MMRC, an
American, transnational company operating in the Philippines and UAE, providing recruitment
and deployment services. Larger recruitment companies, like MMRC, partner with other
companies to either gain access to a larger pool of nurses (the local labor market) and because
they are a foreign company. Under Philippines law, foreign recruiting agencies have to have a
Philippines-owned counterpart through which to process government documents. SEPR and
NHRC were attractive companies to partner with because they provided access to nurses who
were already being groomed for migration through their pools of NCLEX review customers.
In general, nurse recruiters were suspicious of me, the way my data would be used/read,
and of disclosing business practices and profit information “on the record” (thus the small
sample size). As a result, I was also suspicious of the information they disclosed. Some recruiters
were reluctant or unwilling to give direct answers to certain questions. (I disclose such hesitancy
and refusal below.) Beyond these instances, I suspect that some recruiters may have purposefully
understated profit information.145 Pittman et al. (2010) have conducted the only systematic
analysis of recruitment agencies’ profit schemes; however, the companies comprising their
sample were US companies and profits (and business costs) may be different for recruitment
143

NHRC offered additional preparation services to nurses they had recruited for migration, as well as other clients
(nursing schools, hospitals, and other recruitment agencies): coaching for interviews with employers, lectures on US
nursing practice, and cultural orientation to the US.
144
Though NHRC also deployed nurses directly to US employers, as well.
145
However, throughout most of the interviews, I felt recruiters were relatively honest with me (in comparison to my
experiences interviewing certain state bureaucrats) in their willingness to discuss active recruitment from hospitals,
corruption, and the preparation and experiences of deployed nurses.
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agencies in other countries. Such an analysis is beyond the scope of this paper. Instead, I aim to
explore the process of nurse recruitment and migration, recruiters’ attitudes toward issues in
nurse migration, nurses’ experience of migration, the relationship between state and private
recruitment agencies, as well as the effects of labor market downturns on the migration industry.
Making a business of nurse migration
Interviews with owners of recruitment agencies in SLC provide insight into the growth
and development of the nurse migration industries, especially as they expanded from Manila as a
migration center into cities in rural provinces, specifically into SLC, as well as the way relatively
small recruitment agencies have adapted during “bust” periods146 of migration. Both SEPR and
NHRC appeared in SLC during the most recent boom, attempting to capitalize on the global
imbalances in healthcare workforces through the development of nurse training and migration
businesses. In their narratives, Benji and Miguel—the owners of SEPR and NHRC,
respectively—both of whom hold American and Filipino citizenship, emphasize the role of their
transnational networks in developing their businesses; their transnational social capital is
converted into financial capital. While not providing a systematic, representative study of the
profits generated from nurse migration, the last section explores the profits made from the
deployment of nurses to the US, UAE and Saudi Arabia by Philippines-owned companies, as
well as how recruitment practices have changed since the last nurse migration boom.
While his primary reason to return to the Philippines from the US to accompany and care
for his dying mother, Miguel also had a plan to develop a nurse recruitment business. As a
migrant Filipino nurse who had left bedside practice to start a telemedicine company during the
dot-com boom, he thought we was uniquely qualified to run such a business:
146

See Chapter 2 for more information on the decrease in nurse migration (largely the result of US immigration
retrogression) that started in 2007.
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I have now seen what the corporate world is all about, how much you know a person can make X
amount of money if you work very hard. So in the back of my mind- I will return to the
Philippines, and I will put up a business. The business that I wanted to put up was a nurse
recruitment company. This was 2002. This was the first boom of nursing shortage in America and
I thought if anyone is doing nurse recruitment, first and foremost, they should be a nurse.

So, Miguel sold some of his stocks, committed his life savings to starting his new company, and
convinced four of his American friends to invest in his company. Before he even returned to the
Philippines, he was already receiving “orders” for nurses:
Miguel: I came in at a time when the recruitment was rather brisk so I’m under pressure to get the company
running right away, because, even before I left America, my hospital, when they learned I was going to the
Philippines to form- to start a company, they already said, “We would like to order nurses from you.”
Specifically, they were going to open 24 more theatres so they needed operating room nurses.
MP: How many?
Miguel: They needed 50. Eventually, it became 20 because they decided they were going to divide. “We’re
going to take 20 from the Philippines, 20 from Australia, and 10 from India.” But because they saw the
caliber of our nurses, they ended up taking 25 operating room nurses and they even added 15 medical
surgical nurses who they were going to train as liver transplant nurses. So even before I left, there was
already orders. Because they know me, they know maybe the caliber of my work that they wanted to order
from me. So I’m under pressure to create the company.

Thus, Miguel’s professional and personal networks were key to his ability to fund initial
operations, as well as to access the US nursing labor market and locate employers abroad. From
2002 to 2007, he sent about 200 nurses to the US. Miguel also expanded his recruitment business
to develop a sister company that provides NCLEX review coaching and acculturation services to
migrant hopefuls.
When US visa retrogression slowed nurse migration to the US, he partnered with MMRC
to recruit nurses and other medical professionals (medical technologists, radiology technicians,
and dentists) for employment in Abu Dhabi, UAE. Miguel had considered expanding recruitment
to hotel and construction workers, but he decided “that’s not my cup of tea”:
I can prescreen the nurses they’re looking for because I know the type of person they’re looking for- the
personality- the knowledge base, the skills, the motivation. I can spot a person who will do very well in
America over someone who will be coming back to the Philippines after five or six months.

However, while he prefers to work with nurses, diversifying the destinations and types of health
workers Miguel recruited and deployed saved his business: “Sink or swim!” he reminds me.
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Because MMRC is American-owned, they require other intermediaries to act as the
recruiter “on paper”; these transnational companies still participate in recruiting activities,
though all paperwork is submitted through the Philippines-owned recruitment agencies. MMRC
acts as a staffing agency in the US and then distributes their employees to 52 American hospitals.
For UAE-bound nurses, paperwork is filed through NHRC, and MMRC facilitates their
employment with a government-owned company that operates through the UAE’s Ministry of
Health called Seha, The CEO of Seha is an American and former employee of MMRC,
illustrating again the integral role that personal and professional transnational networks play in
the nurse migration industry. Miguel explains that he does not have the ability to directly hire
nurses for employment in Abu Dhabi because he does not have a presence or personal networks
there; he is dependent on the networks already forged by MMRC. In both of these arrangements,
nurses are migrating through multiple intermediaries that each profit from their trade.147
Benji, the owner of SEPR, lived in the US for 13 years, and worked as a loan officer for a
bank. For the last three years of his residence in the US, his family joined him. In 2006, he met a
nurse recruiter from Chicago (also a Filipino) who asked Benji if he might help him recruit
nurses from SLC. However, at the time, few nurses in SLC had taken the NCLEX due to its
physical and financial inaccessibility; besides the prohibitive cost to review and register for the
exam,148 the NCLEX was only offered in the US, Saipan, Guam or Hong Kong, and there were
no review centers in SLC. Benji realized he had to help nurses pass the NCLEX before he could
recruit them, so his wife returned to SLC to set up an NCLEX review business. Neither Benji nor
his wife had backgrounds in nursing, so they utilized nurse friends in the US for advice on
opening their business. They purchased all their study materials in the US, and then developed
147

Another intermediary and node in the production of US-bound migrant nurses are the US immigration lawyers
that are also paid $2,500-5,000 per nurse by the US employer.
148
Miguel estimates the costs of reviewing and registering and taking the NCLEX to be about USD1,000.
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their own software-based reveiw program. The US housing market crash in 2007 was the
impetus for Benji to also return to SLC and help build their new business.
Outside of SEPR’s office in SLC, a color tarpaulin banner, almost one-story tall, displays
the names and faces of eight nurses (donning their nursing caps) that SEPR has deployed to a
Florida hospital. Benji, is another intermediary between recruitment agencies and nurses;
recruitment agencies ask him to find nurses when they have overseas job orders to fill. Thus,
while his business concentrates on NCLEX review services, he also recruits nurses for
employment in the US and UAE. Benji, the owner, says that the deployment of nurses functions
only as advertising for his NCLEX review service: “Deployment helps enrollment,” he says. To
him, it shows potential nurse customers that SEPR will help them even after they pass the
NCLEX. However, he denied collecting any money from the recruitment agency (or from
nurses) for his recruitment services.149 Having become familiar with the functioning of both
formal and informal business networks in the Philippines, I do not believe him; typically,
everyone in the chain gets a kickback for their part.150 Benji says he missed the nursing boom, as
his first batch of NCLEX passers passed just as retrogression was taking effect. Still, in 2008, he
managed to deploy eight nurses to the US. In 2009, he deployed ten. Five are waiting in
retrogression. Since retrogression, SEPR has also expanded their services; a couple months prior
to our interview, they submitted paperwork for the deployment of 45 nurses to Abu Dhabi
through another recruitment company.
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SEPR of course received payment for their review services from nurses. When he opened in 2006, he charged
P5000 for his review services. In 2010, at the time of fieldwork, he was charging P25,000. While he said he would
like to charge more, he says the economic change and the decrease in review enrollment is preventing him from
doing so.
150
In fact, often times successful migrant nurses are paid for referring their friends and family members to the
recruitment agency they used. Janet, the Philippines branch manger of MMRC, said that one of their nurses earned
close to USD2000 by sending eight other Filipino nurses to MMRC.
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Miguel was more forthcoming about the profits he makes from nurse recruitment and
deployment. As a direct recruiter to the US (e.g., facilitating employment between the nurse and
hospital/company in the US, acting as the only intermediary) he made between USD3000 and
5000 per nurse. However, as a second intermediary sending nurses through MMRC, his profits
are halved, split with MMRC. Moreover, profits from the recruitment of nurses for employment
in the Middle East are much lower than they are for the US, ranging from USD1000 to 2000,
meaning Miguel receives between USD500 to 1000 for his services. However, Miguel also
funnels money from the employer abroad into NHRC’s sister company that provides NCLEX
review and “grooms” nurses for employment abroad, as Miguel requires the employer abroad to
invest in the professional development of potential nurse migrants. This includes paying for their
NCLEX review and other seminars—services provided by Miguel’s company—that prepare
them for nursing work abroad. Miguel, thus, profits from both the recruitment and training of
potential nurse migrants.
During our interviews,151 Miguel positions himself as a former migrant Filipino nurse
first, and a businessman second. While he has no qualms admitting he’s out to make a profit and
that nurses are “a product,” throughout our conversation, Miguel reaffirms his commitment to
ethical recruitment practices and being an advocate for the nurses he deploys. (Such rhetoric also
bolsters his reputation and the credibility of his company among nurses, within the recruitment
industry, and me—an outsider inquiring and writing about the business practices that have been
the topic of criticism within the academic literature and nursing advocacy organizations.) For
example, Miguel credits his decision to not request a placement fee from the nurses (meaning he
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I interviewed Miguel twice: once about his experiences as a migrated nurse and again about his businesses in the
Philippines.
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does not profit from both the nurse and the employer abroad) as a market-changer in the mid2000s:
Miguel: I think I am one of the few who created a change in the market. Prior to 2002, you will see all these
ads in the newspaper but they collect placement fee, meaning to say that nurses will have to pay on your
own. “Because we’re offering you a position in America, you’re going to pay us X amount of money.” So
it creates a burden for the nurse who wants to go because now they are required to raise I think then it was
100,000 pesos which is equiv to $2000 US dollars.152 So we said, “No, our vision then as a company was
we don’t want to create an undue burden to the Filipino nurse.” Rather if the employer in America wants
these people so badly then they are going to invest money into them. Because as a nurse manger in
America, I knew to well that we [US hospitals] have recruitment budget. So they are going to use their
recruitment budget in advance for the Filipino nurse to take the NCLEX, IELTS, the Visa Screen and take
them without having to spend a lot of money.
So, we said, “No placement fee. No money out of pocket expense. We will pay for your review.
We will pay for your application fee. We will pay for the exam. We will pay for your trip to Guam [to take
the NCLEX which was, at the time, not offered in the Philippines]. We will give you $50 to go to Guam to
buy food.” All of that money was advanced to me by the employer.
MP: So you don’t collect any money from the nurse?
Miguel: No, to me that is exploitation. Because people wanted to go there in the first place because they
didn’t have a lot of money.
[…]
Miguel: We revolutionized nurse recruitment in the Philippines, particularly those going to America. So
that an intelligent nurse consumer will shop around to other recruitment companies and if they even heard
of a placement fee or salary deduction, they’re out of there in a flash. Because they know there are other
companies who will not take money from them. […] People [other recruiting agencies] hated me for that.
But in other parts of the globe, for example if you’re going to UK, I know a lot of RAMC nurses
who paid 150,000-250,000 pesos as placement fee. About 5000 US dollars.
[…]
We are not saying we’re not going to make a profit out of this. We’re in it to make a little bit of
money. But let’s take the money where someone has the necessary resources for that. We know that
American companies have recruitment budgets. We know that Filipino nurse does not have a deployment
budget. They don’t have- you know, $1000 is too much money already for a Filipino nurse who makes
5000-6000 pesos per month. […] Why don’t we ask this employer who wants this specific nurse, the
specific talent, to pay for this particular person through the service fee. So we’ll say our service fee is
$5000 so I’m collecting that money from someone with a budget and someone who wants this person very
badly otherwise they won’t be able to offer services. And it’s a tax right off for them! [Company expense
for them—tax deductible for them.] So to me that’s ethical.

Again, Miguel foregrounds his position as a former nurse manager at an American hospital,
which has given him insider information to leverage against his clients in favor of the migrant
nurse. Miguel says that the service fees he charges to hospitals in the US are globally
competitive so that hospitals do not choose to recruit nurses from other countries, though some
of the recruitment agencies in the Philippines deploying to the US charge up to USD10,000 per
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Indeed, according to my research with Filipino nurses working and living in the Chicagoland area (Prescott
2007), nurses that migrated to the US prior to the early 2000s, usually paid between $2,500-5,000 placement fee,
which was collected prior to deployment or was deducted from their paycheck once they arrived.
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nurse. He does not consider these high profits made from US employers problematic. Rather,
high recruitment fees are the result of needing to find very specialized nurses:
They wanted a nurse with cardiac catheterization experience. There’s only maybe 2 or 3 of that in the
Philippines, so for you to be able to find that person. One particular agency will say “Sure we’ll find that
person. You give us two years, we’re going to groom that person to become an NCLEX passer, visa screen
all that stuff, but it’s going to cost you $10,000.” And other companies in America are willing to pay that
just so they can bring this special skill or talent.

It is important to note that Miguel (and other participating recruiting agents) did not have
concerns about the ethics of the recruitment of the most skilled nurses in the Philippines, as
Miguel describes in this passage. Janet, representing MMRC, admitted that the most experienced
nurses are recruited, “and we are left here with the neophytes,” but said that this is not an
ethnical issue for MMRC: “We have a very small slice of the pie.” Janet considers only the
impact of MMRC’s recruitment, but does not consider the wider nurse recruitment context of
which MMRC is a part. (Moreover, Janet fails to acknowledge that MMRC is one of the largest
health care recruiting agencies in the Philippines.)
In addition, for US-bound nurses that he recruits for American hospitals, Miguel says that
he negotiates on behalf of the nurse to make sure that he or she is compensated for her years of
experience:
We negotiate with [the US hospital] that if we recruit a nurse with 10 yrs experience and a nurse with
Master’s in nursing that they will be given the same accord as a local American nurse (with the same
experience and qualifications). And they do. So for instance we had a nurse with 15 years experience, so
her starting salary when she got to [the US hospital] was not 35 dollars per hour, rather its 48 dollars per
hour. Because ethically, we would like it to be fair, equitable for any nurse whether you’re Filipino or
American nurse. […] We negotiate that; other companies do not. Whatever is the entry level nurse
regardless that you have been a nurse for 20 years at RAMC, when you get to Waco, Texas then you must
be paid entry level nurse. They do not negotiate that because they are afraid [the hospital] will not get this
nurse, because if they said this nurse will command X amount of money compared to these other nurses,
this nurse may not be given the opportunity.
[…]
I want them to be remunerated for the years of service in nursing. There’s something in nursing
called the spectrum from novitiate to expert. You’re not paying a novice, you’re paying a nurse who’s now
in either competency level or early proficiency level. You know, I took the pains of finding those nurses
because I don’t want you to get novice nurses because more than likely novice nurses will put me to shame.
They may not deliver to what is the expectation. So I find nurses with X number years of experience. But I
will negotiate whatever money you’re giving to an American nurse who walks into your institution, that is
the same amount of money.
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Again, Miguel positions himself as an advocate for the migrant nurse, which bolsters his moral
identity as a recruiter. However interviews with Miguel and other recruiters demonstrate the
variability in business practices as well as the possible experiences of nurses in terms of what
kind of job and pay they receive via the recruiting agency that may or may not advocate as
strongly as Miguel describes. Indeed, Janet, the Philippines branch manger for MMRC, says that
nurses hired by the staffing agency are paid as entry-level nurses, even though most are acute
care and specialty nurses with at least one to two years of experience.153 Miguel admits that
nursing experience at non-tertiary hospitals is sometimes downgraded in these negotiations. In
other words, 15 years experience at a rural community hospital will be counted as much less.
Moreover, he says there is no negotiation for nurses in Abu Dhabi; salary is based on a rigid
scale dependent on experience. Miguel refuses to recruit nurses for Saudi Arabia because of the
passport-based pay scale, which he finds unethical:
MP: Would you consider [recruiting] to Saudi Arabia?
Miguel: No, it’s too difficult. There’s no meeting of the minds. We cannot impose on a country to raise the
standards because they will probably tell us, “Who are you to tell us that? You’re only a speck. You’re only
a recruitment company. If you don’t want to do it, hey, we’re going to find another recruitment company.”
And guess what? Here’s another recruitment company who’s willing to bend backwards and forwards to
these people. So no. I would go to Kuwait, Bahrain, because it’s fair dealings.

As a recruiter for Saudi Arabian hospitals, Maria Catherine acknowledges but ignores the
policies she finds unfair—such as the passport-based pay scale—maintaining that fulfilling her
role as a recruiter for the client is her primary concern. MENR earns about USD600 to 900 per
nurse from most of the Saudi Arabian clients, though military hospitals pay much less (about
USD100 to 200) and charge recruited nurses fees equivalent to one month’s salary (about
153
Overall, the business and profit schemes for MMRC, as a branch of an American company, was opaque. As a
branch, Janet says they make no money directly; they “only spend money”—the budget handed to them by the
American side of the company. The money is funneled into the American side of the company that negotiates with
the hospital. For example, Janet says that the Philippines branch is not privy to the contract that MMRC signs with
the American hospital in terms of profits.
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USD800). Thus, according to Maria Catherine’s report, some Saudi Arabia-bound migrant
nurses actually pay their employers to work for them.
From graduation to deployment: the process of nurse migration from the Philippines
The process of migration is usually not fully understood by nursing students or recent
nursing graduates who have just begun their voluntary training at the hospital. Despite their
strong aspirations to migrate and social connections to other migrant nurses who pass along
stories of their experiences, these nurses are generally ignorant of the requirements and processes
related to finding employment and migrating abroad. At most, nurses are aware of the
standardized tests required: namely the NLE, IELT, and NCLEX for the United States. But
students held a variety of assumptions about the type and length of work experiences required.
Many assumed that their volunteer work in the hospital post-graduation would count toward their
years of experience. Many believed provincial hospitals or any nursing position (including work
in the rural health units) would count as experience. Some thought they could migrate without
having nursing work experience, and others believed they were required by law to render two
years of work to the Philippines before migrating. As a result, nurses sometimes invest their
time, money, and unpaid labor into steps that do not necessarily help them obtain a job abroad or
migrate.
I suspect that nurses have differing assumptions about the process of migrating because
they have not seriously investigated the migration process or options, and because they receive
information from friends and relatives who are or have already navigated this terrain, but whose
personal experience is an example of only one of many paths abroad. In reality, nurses’
migration paths are diverse and dynamic, with different hospitals (a prestigious specialty care
hospital versus a local community hospital or nursing home) in different countries
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(countries/states/provinces with lower professional standards for practice versus countries with
higher professional standards), during different times (a boom period characterized by rapid outmigration and a bust period characterized by fewer migration opportunities) seeking different
standards and requirements. However, recruitment agents—as intermediaries who are attempting
to attract and grow a pool of highly skilled nurses, but who are also working at the other end of
the chain negotiating with clients abroad154 and who are subject to the dynamics of institutional
and state policies—were not always forthcoming or honest with nurses hoping to get placed
about the timeline and contingencies. Thus, even nurses in the process of migrating, like Flora,
expressed uncertainty about steps or their status in the process. It was not until I talked to nurse
recruiters that I was better able to understand the migration process. However, the requirements
and processes at the time of fieldwork were likely shaped by the current labor markets abroad
and sending and destination states’ immigration policies.
The process often begins with a nurse seeking out an agency, though agencies also seek
out nurses through participating in job fairs (often held at nursing schools) or illicit recruitment
at hospitals (as will be discussed). Agencies advertise specific jobs available, or a nurse may
choose an agency because a relative or friend used the same agency and referred her (for which
the relative or friend often receives financial payment). Nurses may inquire in-person, through
email, or over the phone, but most nurses from SLC in the process of migrating had taken trips to
Manila to inquire in-person. Nurses bring paperwork with them—their resume, board certificate,
transcripts and certificate of work experience issued from a hospital155—as evidence of their
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Note that for recruiters, the “client” is the hospital or employer abroad who pays a hefty fee per nurse and not the
nurses they place. In this relationship, nurses are the “product” being produced and exported.
155
Hospitals provide certificates of work experience to verify that nurses have completed the work experience
nurses proclaim to have had on their resume. These certificates also provide a strong incentive for nurses to
complete a two-year contract (though not all hospitals, such as FNH in Region A, require or offer a contract) and
protect the hospital’s investment in training nurses; in other words, nurses cannot get the certificate (making it
difficult to migrate earlier) until they complete two years. However, the president of NHRC described the work
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qualifications. In addition, some agencies, such as SPI, only accepted nurses who had also taken
and passed the IELT, while other agencies will accept a nurse without having passed this exam
and pay for his or her enrollment in IELT review courses and registration for the IELT exam.
Agencies and employers abroad have different standards for necessary experience,
dependent on the position or hospital standards. For example, MMRC says nurses bound for the
US need between one and two years of experience at a 150-bed tertiary hospital depending on
the hospital client.156 However, other nurses who have contracts for jobs in the US that were
facilitated by other agencies reported not having had any clinical experience. This is likely the
result of different US-facility imposed standards, particularly between facilities hiring highlyskilled, acute care nurses, and nurses hired for employment in long-term care facilities or nursing
homes. SPI, which recruits for the UK and Australia requires 18 months of experience in a
hospital with 100 beds or more. The owner of SEPR estimated that 60 to 70 percent of the 45
nurses he had recruited for employment in Abu Dhabi did not have any work experience.
At the time of fieldwork (and at writing) work experience was the requirement with
which most nurse applicants could not comply. As migration streams to the US, UK and Canada
have dried up (temporarily) but nurse (over-)production has continued at alarming rate (see
Chapter 2), local jobs have become scarce. During a period of rapid out-migration, nurses
employed in tertiary hospitals might have migrated after gaining necessary experience, opening
up positions for new graduates. However, these experienced nurses are holding on to their jobs,
knowing they will be highly qualified migrant nurses when pathways to the US and other

experience requirement as negotiable. (See previous section, this chapter.) However, he maintained that such
experience is only negotiable to an extent, because exaggerating the experience of the nurse reflects poorly on the
recruiting agency.
156
However, MMRC will accept a nurse with only six months experience because it will take approximately two
years to until deployment for an employment-based visa; thus, by the time he or she is deployed, the nurse will have
about 2.5 years of experience.
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countries reopen their doors to nurses; some employed nurses are stuck in retrogression, already
holding contracts for employment in US hospitals and waiting for visas. This has created a
bottleneck in which decreased job turnover in tertiary hospitals has resulted in a glut of newly
licensed nurses who cannot get jobs locally, and thus cannot gain experience to migrate.
Thus, many of the nurse applicants actively seeking out recruitment agencies (those that
are sending nurses to Middle Eastern countries) are those without jobs and without experience.
When I ask Maria Catherine, a nurse recruiter for MENR, if there are open positions in Saudi
Arabia right now, she says there are “hundreds.” To give me an idea, she explained that MENR
has 11 clients in Saudi Arabia and just one was in the process of planning a trip to Manila to fill
50 vacancies in a coronary care unit. While Maria Catherine says that Middle East Nurse
Recruitment (MENR) receives plenty of inquiries from nurses looking to migrate, she says she
struggles to match Filipino nurses with “clients’ demands.” She estimates that she receives 20 to
30 walk-in inquiries everyday and even more email inquiries: “And then the email, the email!
Could you imagine how many emails I receive everyday?! More than one hundred. And ask me
how many qualified nurses do I get? Ten to twenty percent.”
Most often, the applicants do not possess the two years of paid work experience in a
tertiary hospital with at least 150 beds. Additionally, most of the vacancies in the Saudi Arabian
hospitals are for specialty nurses (nurses with experience in intensive care, coronary care,
hemodialysis, oncology, pediatric intensive care, or neonatal intensive care units); as a result
these nurses have to come from specific hospitals in Manila. MENR advertises their services and
employment vacancies at Saudi Arabian hospitals weekly in the Manila Bulletin. In addition,
Maria Catherine also admits that she “visits” certain Manila hospitals. At first, she says she
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denied that she is recruiting nurses during these visits, but her description clearly contradicts this
statement and demonstrates that such recruitment activities are illicit:
Maria Catherine: [The hospitals] need to accept the reality that these nurses will not be there forever. They
need to accept the fact that after finishing their contract, they will be out of their hospital because they are
trying to look for a better pay and experience. They can’t do anything for that. When we visit hospitals, of
course they don’t like us to go there.
MP: Really? Do they invite you?
Maria Catherine: No, we just visit the hospital. […] When we go to hospitals, we are not recruiting nurses.
MP: What are you doing?
Maria Catherine: We just visit. We just visit.
MP: Okay.
Maria Catherine: We just visit and besides that we just distribute flyers, you know, in hiding, like that.
[Maria Catherine folds a small piece of paper and puts it in her pocket, and slowly pulls it out under the
table, and imitates slipping it to me at the level of her hip.]
MP: Oh, okay. So no one sees.
Maria Catherine: So no one sees. But if there are so many guards157 watching us, we cannot do that.

Maria Catherine not only has difficulty finding qualified nurses to match clients’ expectations,
but, as will be discussed, she also has difficulty selling Saudi Arabia as a destination to nurses
who imagine a different experience abroad.
After submitting documents that demonstrate that they are qualified “on paper” for
employment abroad, all agencies described using an internal screening process. MMRC conducts
two screenings. In the first round, the nurse takes a written exam based on his or her nursing
specialty, completes a checklist of procedures and cases that the nurse has handled, and takes an
exam that determines their “thinking process” and “attitudes toward patients.” Upon passing the
first screening, nurses undergo an oral clinical interview. Only about 20 percent of nurses that
passed the first screening pass the second screening. In contrast, the manager of SPI says that
about 20 percent of the nurses who qualify “on paper” fail the oral interview.
Following the completion of internal screenings, nurses often “sign” with a specific
agency. This agreement binds the nurse to the agency, and prohibits the nurse from working with
another agency or accepting other employment at home or abroad. While in the past it was not
157

Unlike hospitals in the US, private security guards (heavily armed, usually with double-barrel shotguns or
automatic rifles) occupy hospitals, and other public and private establishments.
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uncommon for agencies to confiscate and hold nurses’ passports (in order to prevent them from
migrating through another agency), such bondage is not legal now (though nurses in the process
of migrating often told stories of friends or relatives who were victims of this practice).
According to recruiters, agencies require a contract because they make financial investments to
train a nurse that is qualified for employment abroad. This may include paying for enrollment in
foreign exam review programs, paying fees associated with the exam (registration, travel if
necessary), and mandatory immigration paperwork like VisaScreen.158 In addition, they may
undergo other coaching or enroll in other seminars and lectures meant to prepare them life and
work abroad—all of which are paid for by the agency through fees that the recruiter collects
from the hospital/employer abroad. Thus, to protect this investment, agencies attempt to prevent
nurses from seeking other opportunities while they “groom” them for their own clients. The
contract typically states that a nurse who breaks the contract with the agency must pay back these
investments, though it is not clear how such contracts are enforced.
Again, it is important to note that some agencies funnel addition profits into their sister or
partner companies that provide exam review and other training services for the nurses they
recruit for abroad employers. For example, NHRC uses it sister company (owned by the same
person) to provide exam review and coaching services.159 160 SEPR, likewise, provides both
exam review and recruiting services.

158

VisaScreen is a screening program that demonstrates that potential migrant health professionals’ credentials meet
the US government’s eligibility standards.
159
This sister company also provides review and other training seminars geared toward potential nurse migrants to
other clients, such as other recruiting agencies, nursing schools, and hospitals that provide lectures to complement
their voluntary training program for nurse graduates.
160
Miguel says that there is a new informal industry standard for US-bound nurses regarding potential nurse
migrants’ taking of the NCLEX. Whereas prior to retrogression, agencies often helped nurses prepare for and
sponsored the fees for the NCLEX (the costs of which were deducted from the US-employer’s recruitment budget),
now—due to the plethora of nurses and time to prepare for migration during retrogression—Miguel expects that
nurses should already be NCLEX passers by the time they are looking for an agency. He says that NHRC will still
reimburse the nurses for these expenses (including their exam review and exam registration and related fees).
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Upon completion of requirements nurses are interviewed by employers. Some employers
conduct in-person interviews; others conduct interviews over the phone. Recruiters maintained
that it was the hospital that does the actual selection and hiring. Interviews are largely clinical,
testing the nurses’ competency in handling specific cases/situations. Nurses who are not hired,
but have successfully completed all the requirements can sometimes interview with other
employers, if the agency has multiple clients.
Time to deployment after being hired depended on the destination country, with
recruiters reporting that the US had the longest time-to-deployment, which was typically 1.5 to
two years, but had been lengthened as a result of retrogression.161 From Miguel’s perspective,
this time gave him time to prepare the nurse for her future work abroad. For Simon, Philippines
branch manager of SPI, the time-to-deployment was a deterrent for him to recruit nurses for the
US: “The process is so long. You can’t get a nurse US-ready in 4-5 months. They wait for five
years for the papers to go through, unemployed, and by that time, they’re out of practice and
shouldn’t be practicing nursing. They’re unfit to practice, even if they passed the NCLEX
already.” Indeed, the longer waits and potential for deskilling caused by retrogression was a
concern of recruiters for US markets, as well.162 In contrast, nurses going to Saudi Arabia and
UAE were usually deployed within two to four months.

However, requiring that testing up front means that the risk of the investment is being shifted onto the nurse who 1)
must mobilize a large sum of money to study and register for the exam, and 2) is only reimbursed if he or she passes
and locates an agency willing to facilitate her employment. If the nurse does not pass, it is the nurse (or her family)
who loses his or her money—not the recruitment agent or US-employer who had previously shouldered this risk.
161
At the time of fieldwork, the wait was between six and 7.5 years for a current priority date.
162
Through informal conversations with contacts in the Philippines at the time of writing, I found out that many
nurses waiting “in the pipeline” were being deployed as the backlog of EB-3 petitions were being dealt with.
However, many of these nurses, originally hired as acute care nurses, were being placed into long-term care
facilities due to the oversupply of US-trained entry-level acute care nurses. However, at the time of fieldwork,
recruiters assured me that the nurses would migrate as acute-care nurses—they would fill the positions they were
hired to fill years prior. More research is needed to understand the leeway in these employment contracts in terms of
position and salary, and the ways that retrogression affected migrant nurses upon deployment after waiting so long.
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In my Master’s research (Prescott 2007), I found that some Filipino migrant nurses
working in the Chicagoland area experienced what they perceived as exploitative and/or
discriminatory treatment by their employers, but felt forced to endure such labor conditions due
to the fact that they had signed a two- to three-year contract with their employer. Thus, nurses
feared paying a financial penalty they could never afford and/or being deported. Although some
nurses consulted lawyers and found there were legal avenues that would allow them to break
their contracts without penalty, nurses still feared they could be sent back to the Philippines, and
endured their work situation (2007). Indeed, recruiters in the Philippines admitted that the
employment contracts signed had hefty financial penalties attached to prevent nurses from
abandoning their employers before their employers had recouped their investment in sponsoring
the migrant nurse. As Miguel described the US-hospitals’ rational to me:
For every nurse that we hired, we’re going to advance them 5000 dollars in payment for the blah
blah blah (costs associated with training and deployment, including NCLEX review and
registration, filing immigration paperwork, etc.). All right? In return, the nurses when they sign
the contract, they owe us 20,000 dollars, which they aren’t going to pay if they honor the contract
for two years. If they stay with us for two years, the 20,000 becomes a wash because that was our
recruitment budget to bring you to America. However if you walk away from the contract, then
our lawyers will run after you to collect the 20,000 dollars. [pause] Good for me, none of my
nurses did that. We have deployed 200 nurses to America but none of them dishonored their
contract. I said, “Look, guaranteed employment for two years! You’re crazy to walk away from
it!”

Janet was less eager to disclose the exact amount of the financial penalty in MMRC’s contracts,
though she said MMRC has had nurses break their contracts upon arriving in the US:
MP: What happens if a nurse breaks her contract?
Janet: They’re supposed to pay a promissory note.
MP: Of how much?
Janet: Quite a bit to dissuade from doing that.
MP: And do you know how much it is?
Janet: A lot, a lot.
MP: A year’s salary?
Janet: Uh, yeah, let’s put it at that. A lot, a lot. [pause] A lot, a lot.
MP: What happens then?
Janet: I think our lawyers deal with that—collecting the money, and we report them to immigration and the
board of nursing.
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These financial penalties were extremely steep, making it seem impossible for a nurse to break
his or her contract (even if there were legal grounds to do so). Nor did US-recruiters indicate that
they provided information to nurses about his or her legal options should an employer violate the
contract or labor laws. In contrast, the recruitment agencies are held responsible if migrant nurses
working in the Middle East break their contracts; in such cases, the agency must refund their
clients. Thus, as will be discussed, recruiters, like Maria Catherine, do their best to impress upon
migrant nurses the benefits of working abroad and how to overcome maltreatment in the
workplace in order to reduce the chances that a nurse might break his or her contract.
Navigating barriers to migration
Nurses’ personal investment and uncompensated labor to pursue migration
The experience of nurses, like Flora, who are in the process of migration draw attention
to the personal and economic investment that nurses make to pursue migration. While Miguel
says that the nurse migration industry has changed in that nurse applicants no longer have to pay
for their preparation or fees associated with migration, many nurses interviewed said that they
invested much money to pursue migration opportunities abroad. Not only do nurses spend large
amounts of money to become qualified and attractive applicants to agencies and employers
abroad, but nurses also spend much time and energy—uncompensated labor—hoping that it is an
investment to facilitate their future migration. However, as consumers navigating a neoliberal
market in which procuring safe, legal and ethical migration is their personal responsibility, as
potential laborers for foreign employers who perceive little sense of obligation to them, and as
non-citizens dependent on the immigration politics in other countries and who can make no
claims on or appeals to foreign lawmakers, such an investment is fairly risky.
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Felix is a CI who is in the process of migrating. He is 30 years old and lives with his
parents and siblings. While he is in a serious relationship with his girlfriend, he says the low
salary in the Philippines is one factor that makes him reluctant to start a family. As a CI, he
makes about P20,000, but says he would need at least P50,000 to support a family with one
child. Instead, Felix invests his money in his plans to migrate: “Actually, I’m migrating to States.
I’m in the process. I took all my exams and I’m waiting for my visa. That’s where I invest my
earnings so that in due time, if I’m in America, I could earn P50,000 to build a family.”
After graduating and obtaining his nursing license, Felix volunteered for year at a
provincial hospital to gain clinical experience. If Felix had been paid the lowest salary of a staff
nurse, these 12 months of lost wages would equal P144,000. After volunteering for a year, he
was hired as a CI (though technically unqualified163). Gaining an income allowed him to begin
investing in migrating: “I started to think myself going to America so I have to take many exams,
like CGFNS, the IELT, the NCLEX. That was so challenging. Most of my time, my savings, I
put into those exams.” Over the course of four and a half years, Felix saved his money and
completed the necessary requirements, sometimes having to take the exams twice because, like
many nurses, he failed the first time. His cousin—a nurse in Boston—lent him the money for the
US VisaScreen. Table 2 lists Felix’s expenses related to studying for and completing these
exams, and applying for a US Visa. I include a list of the money that Felix spent to pursue
migration in order to account for the real financial costs of pursuing migration, though this does
not account for the labor Felix invested in his preparation. While several recruiters attest that an
agency will shoulder all the migration-related expenses, most nurses said they spent significant
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As determined by the Commission on Higher Education (CHEd), clinical instructors are supposed to have two
years of clinical experience and a Master’s degree in nursing.
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amounts of money (from USD225 to about USD4,500) to pursue migration opportunities. Note
that Felix spent more than the annual salary of a staff nurse.
Table 2: Felix’s post- baccalaureate financial investment in migration164
Expense
Cost
CGFNS review
P15,000
CGFNS exam
P20,000
CGFNS exam retake
P20,000
IELT review
P10,000
IELT exam
P10,000
IELT exam retake
P10,000
NCLEX exam
P30,000
US VisaScreen
$900
Total
P155,500

After taking the CGFNS and IELT, Felix applied with an agency his cousin—the nurse in
Boston—recommended. His cousin assured Felix that they would process his application
quickly. Within a month, he had signed a contract with an employer—a geriatrics facility in
Connecticut that would pay him USD27 per hour. When I ask him about his desire to work in
geriatrics, he was less than enthusiastic: “I don’t know. Uh, yeah, I can do it. It’s okay to me.
Nursing work, it’s a routine. I can adapt to it any specific location.” Felix’s application was
submitted in March 2006. At that time, the time until deployment was estimated to be about 12
months. But retrogression started in December 2006 and so Felix continues to wait: “At this
moment, they don’t know when. So, they advise us just to be patient.”
Felix is fortunate that he has employment in the meantime, which has allowed him to
mobilize the resources to begin his Master’s degree (a requirement for his current employment as
a clinical instructor). But many nurses are not so fortunate. Rubin was already a father and
husband when he graduated from nursing school. He decided not to complete volunteer training
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Excluding travel to and from and lodging in Manila.
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at RAMC because he needed a salary to support his family. He took a job as a school nurse and
taught a few classes in the nursing department of a local college, but felt that he was becoming
“stagnant” not using his skills. So he decided to apply to go to Saudi Arabia in November 2009.
An agency agreed to help match him with an employer. He quickly signed a contract with an
employer who would pay him about P37,000 per month and his agency said he would deploy
January 2010. As a result, he quit his job as a clinical instructor. However, the agency did not
follow through. Rubin waited until February, but needing to help support his family, he accepted
a job as a funeral director in and withdrew his application from the agency.
He realizes that even going to Saudi Arabia is very competitive and that he was not as
prepared as other applicants:
It's so hard because you have one percent chance of being employed because of course there are lots of
nurses who would like to go abroad and apply in the agency and some of them are really qualified
enough—they have lots of experiences, they took several exams like the CGFNS and NCLEX.

Rubin estimates that he spent about P10,000, excluding his travels to Manila to find an agency
and complete their requirements (which included round-trip bus tickets, food and lodging for
multiple weekends). Unfortunately, he did not recoup any of the money he spent on his
application.
Comparing Rubin’s and Felix’s ability to prepare for and pursue migration opportunities
in terms of the time they spent providing unpaid nursing labor (whether this work experience
actually helped Felix obtain a job abroad or not is irrelevant, since he thought it would) and the
money they spent in investing in obtaining the necessary credentials, nurses who are employed,
not supporting families, and have the partial support of their natal families (in providing housing
and food, other necessary expenses, etc.) may be better positioned to invest in their professional
development and obtain work abroad. However, even those nurses able to invest in procuring
jobs abroad are subject to the uncertainties of the global labor market, foreign immigration
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politics that structure their opportunities, and dependent on their recruitment agents to follow
through with facilitating employment, making the investments risky.
US immigration retrogression
As noted in Chapter 1, changes in the US’s demand for nursing labor exert a strong force
upon the global nurse labor market. In 2006, US immigration retrogression dramatically slowed
nurse migration to the US. Immigration retrogression occurs when the number of visa
applications sponsored by either families or employers in the US exceeds the annual limit
allowed by law. Most nurses migrate on employment-based visas—particularly EB-3, the
category for skilled workers and professionals. A backlog of these visa petitions resulted in a sixmonth delay in processing in January 2005. In May 2005, 50,000 more EB-3 visas were released
specifically for nurses and physical therapists. These visas were all allocated by November 2006.
By 2010, the wait time was between six and 7.5 years. In addition, nurse migration suddenly
slowed from Canada and the UK as countries worked on reforming their health systems. This
combination of events ended the nursing boom that had started in the late 1990s, and
dramatically altered the employment options for Filipino nurses, as well as the labor recruiting
agencies that had been facilitating their deployment.
Other countries remained open to Filipino nurses, particularly countries of the Middle
East. However, migration to the Middle East does not offer the same benefits (namely
citizenship, permanent residency, salaries as high as those offered in the US, and other
differences in living arrangements that affect the quality of life for migrant workers165), and
many nurses, especially those who are currently employed in the Philippines, were holding out
for “the greener pasture” in the US, Canada, UK or other Western country. For those nurses
165

For example, migrant nurses in Saudi Arabia are housed in dormitories and their movement is restricted to their
work and scheduled weekly shopping trips.

258

willing to go to the Middle East—as was noted by Maria Catherine earlier in this chapter—many
do not have the necessary experience necessary for employment and migration to the Middle
East. Thus, employed nurses held onto their positions to wait out immigration retrogression,
some nurses pursued other migration options, and others—the inexperienced and unemployed—
looked to other fields for employment and were deskilled.166
As stated in Chapter 1 and in this chapter, the nurse migration industry has fared much
better than individual nurses during this bust period, though Miguel notes that of the ten nurse
recruitment agencies with whom he keeps in contact, two have already folded, and admits that
his own recruitment company is being floated by his exam review company. Success during a
bust period has depended on the ability of agencies to diversify their services by utilizing their
local and/or transnational networks. In contrast, nurses who are in the process of migrating, and
have often signed contracts restricting their employment in other companies, wait in limbo. And
nurses who have neither local jobs nor promised jobs abroad are even more disadvantaged during
this bust period.
At the time of fieldwork, Janet, the Philippines branch manager of MMRC, said MMRC
had 800 Filipino nurses “in the pipeline” for US.167 Nurses “in the pipeline” have had interviews
with employers abroad, been hired and signed employment contracts168 with exclusivity clauses
that prevent them from migrating abroad with another agency or even taking another job in the
Philippines.169 However, given immigration retrogression, MMRC has given permission to some
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See section on unemployed nurses in Chapter 2 for more information on the experiences of nurses looking for
jobs when there are few opportunities at home or abroad.
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As a point of comparison and to gauge the size of MMRC, NHRC has about 50 US-bound nurses waiting in
retrogression.
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Complete with terms of employment, agreed upon salary and benefits.
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As previously stated, MMRC argues such exclusivity clauses are necessary because MMRC has invested in the
nurses’ training and preparation for employment abroad. If, after completing this preparation, a nurse uses another
agency and goes to another employer, then MMRC has wasted their investment (money that would otherwise be
recouped upon the nurse’s migration and the employer’s payment to MMRC for that nurse).

259

nurses waiting “in the pipeline” to take other jobs in the Philippines or abroad (though each
situation and job opportunity is scrutinized by MMRC). About 50 percent of these nurses have
migrated to the Middle East through other agencies in the meantime (with MMRC’s permission).
Janet says that they allow nurses to migrate to the Middle East if MMRC believes the work
situation will enhance the nurses’ skills, for example if the nurse will be exposed to practice and
technology that is similar in the US.170 MMRC has allowed others to take nursing and clinical
instructor positions in the Philippines.
Some other nurses “in the pipeline” have been absorbed into MMRC’s new medical call
center staff. In an effort to survive immigration retrogression, MMRC’s Philippines branch
downsized its recruiting activities, laid off 25 percent of their recruitment staff and attempted to
diversify their services by offering outsourced health care utilization review (performed by
Filipino nurses and pharmacists who are licensed for practice in the US) for health insurance
companies in the US. In fact, as she ushers me into her corner office on an upper-level of a
skyscraper with views overlooking Makati’s business district, Janet laments that while their
office space used to be beautiful and spacious, it has now become crowded with the addition of
cubicles that 80 nurses and pharmacists occupy 24 hours per day in order to respond in real time
to requests being submitted from companies in the US. The manager calls this “vicarious nursing
practice” and maintains that these nurses will be prepared to go to the US when immigration
retrogression ends because they have continued to utilize their nursing knowledge.
This diversification strategy has been crucial to the survival of nurse recruitment
businesses. Most commonly recruitment agencies diversify either or both the types of labor they
recruit and/or the locations to which they send nurses. Following US immigration retrogression,
170

Though there are restrictions on the units in which MMRC allows their contracted nurses to practice. For
example, labor and delivery is a prohibited unit due to the different practice standards between the Middle East and
US.
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SEPR expanded the locations to which they send nurses specifically including Middle Eastern
countries, while SPI, MMRC and NHRC expanded both the types of laborers they recruited and
the countries to which they send.
Retrogression has also changed the exam review market as fewer nurses are motivated to
invest in costly NCLEX review without the promise of migration to the US in the near future. As
a result, Miguel’s exam review company is also diversifying its services, as they are marketing
the Philippines’ Nursing Licensure Exam (NLE) review to “retakers” (nursing graduates who
failed the exam on their first try). As discussed in Chapter 2, such a strategy attempts to
capitalize on the shoddy nurse training and low NLE passing rates that developed out of the last
nursing boom.
Settling for the Middle East
As described in Chapter 4, nursing students and nurses do not imagine their migration to
the Middle East. Migration is imagined as a movement from the Philippines to a wealthy,
Christian and Western country. Migration to the Middle East, particularly to Saudi Arabia, is
considered dangerous and restrictive, as well as financially less rewarding.171 From talking with
recruiters and nurses, I learned jobs in Saudi Arabia were a hard sell to potential migrant nurses.
Miguel says after UAE opened to Filipino nurses—a migratory stream dominated by MMRC due
to the transnational ties between the government-owned company operating the Ministry of
Health and MMRC—it was especially difficult to recruit for Saudi Arabia:
I was at a conference once and this Indian guy was very upset with us. “You are the reason we cannot
anymore get Filipino nurses in Saudi Arabia!” I said, “Excuse me?” “Well, they wouldn’t go- It’s so
difficult to bring in nurses now to Saudi Arabia because now they can see that they can go to Abu Dhabi
and make 4-5,000 dollars.” I said, “Is there a problem with that?” He was upset he’s having difficulty.
171

According to Maria Catherine, Filipino Filipino nurses recruited for Saudi Arabia earn between 3,000 to 5,500
Saudi Arabian Riyals (SAR) per month, which is equal to about P36,000 to 66,000, or USD800 to 1,400. At the low
end, it is more than double what a nurse earns at RAMC in SLC, but it still dramatically less than what a nurse could
earn in the US.
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Before, they come to the Philippines, open the hotel door [at a recruiting event], and tons and tons of
Filipino nurses hungry to go, will take any money better than how much they can make here. But now it’s
more competitive.

Besides the fact that it offers a salary close to that offered in the United States, UAE is a more
popular Middle Eastern destination, as many nurses and students describe it as “open,” meaning
that they could expect to have more social freedoms in UAE. However, like Saudi Arabia, nurses
can only go to UAE as temporary workers. Saudi Arabia, has a rather stained reputation after
many highly publicized cases of employers’ abuse of OFWs. Family members of nurses—
parents and spouses—are especially worried about the safety of their daughters and wives. So
Maria Catherine, who recruits nurses for Saudi Arabia, prepares them for “the reality”:
Mostly I give them the reality of working in Saudi Arabia because I, myself, worked there. I always tell
them, “It’s not easy to work in Saudi Arabia. It’s not a place for you to do shopping. It’s not a greener
pasture for you, if that’s what you’re thinking. It’s not like the US that you are dreaming of going and
working. No. You are only there to work. Just work and save. And get experience.” […] It’s better to let
them know what kind of job they’re going to have and what kind of life they’re going to have, rather than
to tell them, “Oh, Jeddah’s a very nice place. You have very nice accommodation. Your hospital is very
nice and good.” Something like this. I cannot tell them that. I have to tell them the truth.

Instead, Maria Catherine sells the job in terms of its compensation and benefits. She says the
security for nurses “is better,” the hospital provides free accommodation in single, studio-style,
dormitory rooms and transportation to and from work. They work tax-free, are guaranteed a 10
percent raise every year, receive free medical care, 45 days of paid leave every year, and 15 paid
days for every year of completed employment (which most nurses save up for six years so that
they received the equivalent of three months salary in one chunk). In addition, besides a place to
“work and save”, Maria Catherine notes that nurses are there to “get experience” (my emphasis).
Thus, Maria Catherine sells Saudi Arabia as a stepping-stone to something, somewhere better; it
is another node in the nurse migration care chain that provides training and experience that will
help a nurse migrate to his or her desired destination. Despite the negative reputation of Saudi
Arabia and Maria Catherine’s difficulty finding qualified nurses, MENR manages to deploy
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between 20 to 30 nurses monthly.172 Nurses with the necessary experience to go to Saudi Arabia
are still be better positioned to navigate the labor market during a bust period than new graduates
who have few prospects for either local or transnational employment.
Worker, nurse and maternal subjectivities: Constructing and deploying the ideal migrant
nurse
Constructing the racial hierarchy abroad
Race and ethnicity are central constructs in global nurse care chains both in source
countries in the marketing of particular groups of nurses, and in destination countries as migrant
nurses are placed into racially hierarchical medical systems abroad. The construction of
racialized hierarchies in the medical system in host countries has been studied in the UK (Bach
2010, Batnitzky & McDowell, 2011, Smith & Mackintosh, 2007, Likupe 2006,) and Saudi
Arabia ((Ball 2004)).173 However, on the sending side, recruitment companies contribute to
constructing essentialized ethnic identities by marketing ethnic stereotypes to employers abroad,
and maintaining racialized hierarchies abroad by counseling migrant nurses on how to endure or
respond to perceived injustices in the workplace.
First, as discussed in Chapter 3174, in the context of a global market for nurses, and as
more countries attempt to produce a domestic labor pool of nurses for export, nurse recruiters
contribute to the branding of the Filipino nurse based on a stereotyped ethnic identity. Agencies
of the state and private labor recruiting/brokering companies have already branded Filipino
laborers as “hard-working”, “flexible”, and “adaptable.” These are the adjectives used by
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She says, rarely does MENR deploy less than 15 nurses in a month. Sometimes they deploy more than 30. And
the maximum they have deployed in one month was 75.
173
See also Xu 2007 and Ho 2008.
174
This paragraph repeats from Chapter 3 to re-establish the branding of Filipino workers and nurses, using the
language found in the secondary literature.
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politicians celebrating and praising the “the great Filipino worker.” More specifically, Filipino
nurses’ (along with other types of Filipino carers’) affective qualities—often described as
“innate” (Onuki 2009)—are marketed. Filipinos are “‘family minded’ and ‘gentle’, and […]
individuals who possess inherent ability to provide high-quality care” (2009, p. 497). Filipino
nurses are not just “caring” and “loving,” but the most “caring” and “loving” of all nurses. Such
branding has been reported in other transnational caregiving sectors (see Pratt 1999).
That Filipino nurses are sold as the most caring reflects growing competition in the global
market for nurses as more countries attempt to overproduce nurses for export. A recruiter who
sends nurses to UK, among other places, explained that the UK could get nurses from Poland for
a cheaper price, “But they know they’re getting a better product from the Philippines.”
According to this recruiter, his clients report that Filipinos are “friendly,” “happy” and have a
“caring attitude.” They attest that Filipino nurses not only lightened the workload of the native
British nurses, but their dispositions shifted the attitudes of the entire unit. They’re “quicker to
laugh and smile and genuinely more happy than the English,” he explained, attributing this
difference in disposition to the Philippines’ tropical climate.175
The branding and global marketing of Filipino nurses as caring constructs an
essentialized ethnic identity that is purchased by clients abroad. Filipino nurses may both benefit
from and feel limited by the branding of the Filipino nurse as inherently more caring and loving
than nurses from other countries. According to nurse recruiters, Filipino nurses are in greater
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Another explanation for the affectively superior Filipino nurse is the suggestion that as migrant workers, Filipino
nurses and other carers’ love for their own family is displaced onto the foreign patients and families they care for
while abroad (Salazar Parreñas 2005). In such a way, care is transferred from family at home onto patients or clients
abroad in exchange for wages. This explanation is also sold by nurses and labor recruiters almost as their guarantee
of quality nursing care; their personal suffering and self-sacrificing will be converted into better care for the patient
abroad. See also Chapter 5. However, as explored in Chapter 3, nursing students and nurses are not necessarily
motivated to care by vocational calling, innate or cultural values, or homesickness and displaced emotional
attachment. Rather, as care is commodified, it is associated with its financial rewards and other indirect benefits
(such as high moral status attached to being the family breadwinner) that motivate carework.
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demand than nurses from other countries. According to Mario Lopez’s (2012) study of Filipino
care workers in Japan, Filipino caregivers are preferred over Japanese caregivers by eldercare
facility owners due to their reputation. One owner described the difference this way:
The Filipinos I have met are really good at communication. If you want me to give you my opinion of the
Japanese now they are like robots. That is why they (the Filipinas) are so good at caring. They have love
towards the family. They look after their families. Their love is their starting point. They look after other
families’ elderly as they would look after their own” [Lopez 2012, pp. 261-262].

The Filipinos’ reputation as caring in Japan is replacing an older stereotype of Filipinas as
entertainers and sex workers that was created during previous waves of Filipino migration to
Japan. In contrast, Filipino nurses and medical technicians in Singapore emphasize their
professional status and technical skills to shed their local reputation of unskilled caregivers
(Amrith 2010). In fact, many nurses and nursing students in the present study who have heard
stories from relatives working abroad already anticipate (and resent) that they will be required to
provide more basic care (“treated as a servant”) and be regarded as providers of care to
demanding and litigious patients, as opposed to a respected professional with specialized
knowledge and skills. Other students and parents mobilize this ethnic identity as evidence of
their value in the global labor market.176
Labor recruiters also contribute to the construction and maintenance of racial/ethnic177
hierarchies through counseling nurses on how to respond to racial bias and discrimination in the
workplace while working abroad. In general, recruiters counseled nurses in dealing with
workplace conflict in a similar ways, with advice focusing on ignoring the upsetting behavior of
others, concentrating on one’s own duties, and demonstrating that one is a competent nurse and
176

See Chapter 3.
Here I use the dyad “racial/ethnic” instead of specifying one or the other because phenotypic traits, ethnic
markers, and cultural traits are described by participants. Americans and Westerners are often characterized as
“blonde and blue-eyed” by Filipinos. (I was repeated referred to as blonde and blue-eyed, despite having neither.)
Despite being fluent English-speakers, migrant Filipino nurses report being ridiculed by coworkers, physicians, and
supervisors for their accent and pronunciation of certain words. Finally, the cultural stereotypes of Filipinos (as
caring and loving, as previously discussed, or as obedient and passive) contributes to the construction of ethnic
identities and hierarchies, as well.
177
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hard-worker, and finally—as a last option—using the proper channels to make formal
complaints. In situations in which nurses confront racial/ethnic bias and discrimination, the first
two pieces of advice seem to prepare nurses for enduring such maltreatment instead of actively
working to challenge the problematic behavior or racial hierarchies.
For example, Maria Catherine says that she attempts to “prepare” nurses going abroad for
real or perceived racism and discrimination. Beyond the fact that salary is determined by a
nurse’s country of origin, which gives the appearance of racialized hierarchy in which Filipinos
occupy the bottom levels, she says that the Western supervisors often give preferential treatment
to Indian nurses over Filipinos. In addition, patients often treat Filipino nurses poorly: “Verbally,
they shout at the nurses. That’s their status symbol. They’re domineering, demanding.” Maria
Catherine tries to advise them to cope by focusing on being the best nurse and worker they can
be:
I always tell them that it’s natural for us Filipinos to feel like this. I had the same feeling when I was still in
Saudi Arabia. But if you’re proving yourself that you’re good, the quality of performance you’re having in
the hospital will make you different from others. So I always tell them you have to be visible, being visible
by showing your capacity as nurse, or by showing that you also have the potential to be promoted. […]
There’s nothing they can do about it—just have to have a different attitude. I think they have to get used to
it as they go on with their job. And they get used to the environment they have in the hospital and what they
are thinking only is for their family to save. And when they go back in the Philippines, they don’t have a
job at all, so better that they are already there. These things they can swallow. And then later on, they will
see that.

Maria Catherine’s prepares migrant nurses by telling them they cannot change the situation, only
their own perception or “attitude” of the situation. Thus, it is the Filipina nurse’s responsibility to
overcome racial discrimination; a good nurse and worker can overcome racial stereotypes,
discrimination or racial bias among her coworkers, supervisors, or patients. And a good nurse
and worker continue to work despite feeling slighted or treated unfairly. Maria Catherine’s
advice also emphasizes the nurses reaction as an individual (standing out among her coworkers
based on individual performance) over any collective action against racism or discrimination.
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Finally, she reminds them that racial bias and discrimination in the workplace in Saudi Arabia is
preferable to unemployment in the Philippines.
For her own role, Maria Catherine views herself as powerless to make or demand
changes of the employers with whom she works. At some points, she attempts to justify racial
pay discrimination: “The reason why is it depends on the standard of living you have in your
country. That’s what they said. ‘You Filipinos, you’re not paying dollars [for] your tax. And
these American are paying tax in dollars. When you go back to your country you’re paying in
pesos.’” Yet, Maria Catherine also recognizes the system is based on racial stereotypes when she
notes that racial biases influence the composition of the hospital staff and thus the status and
reputation of the institution: “They have to employ Westerners in the hospital because when
patients see that they have Westerners or Europeans in the hospital, the mentality, what they’re
thinking is these hospitals are good because they have Westerners and Europeans.”
Maria Catherine admits the result is unfair; a European or American nurse who is less
qualified will be in a supervisory position and/or be paid more than a Filipino nurse who is more
qualified in education and/or experience. And she attests that she also experienced this sort of
pay discrimination while working as a nurse in Saudi Arabia. But at the lowest rung of this
hierarchy, she questions what she or the Filipino nurses she sends abroad can do:
Of course for me it’s unfair, but this is happening. I mean we can’t do anything for that. That is the [Saudi]
government. I’m a Filipino. I don’t have blue eyes or blonde hair. I’m sorry—I can’t do anything about it.
They have a standard contract for the Asians, Filipinos, and they have a standard contract [for the
Westerners]. We have to accept the fact that that’s the reality. That’s it. We are Filipinos, not Americans.

Thus, although she helps negotiate the pay of a nurse based on his or her experience, the range
within she negotiates is set and applies to all Filipino workers. In addition, while she prepares
nurses for discrimination, she does not discuss differences in pay between different racial groups
with nurses about to deploy: “I have no right to tell them this, because this is not my business. I
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am only there to recruit them, to put them in a hospital.” By circumscribing her role and ability
to affect change as both an individual marked by race and a consultant contracted to work for a
client’s interest, Maria Catherine excludes herself from culpability in the poor and unjust
treatment of Filipino nurses in Saudi Arabia. However, Maria Catherine is paid to find quality
nurses who will fulfill their contracts in the given working environment in Saudi Arabia; in other
words, she is paid to ensure maintenance of the status quo. This involves conditioning nurses to
endure maltreatment so that they do not either challenge the existing system and hierarchies
abroad or, worse, attempt to return to the Philippines (the agency does not get paid for nurses
that do not complete their contracts). Therefore, recruitment agencies and their consultants are
directly implicated in maintaining racialized hierarchies in medical systems abroad.
Urban versus rural nurses: technical competency or the right attitude?
Recruiters held differing stereotypes about nurse applicants from provincial and urban
contexts. On the one hand, there are fewer tertiary hospitals in the provinces, so there is an
assumption that a provincially-trained nurse is going to be less qualified for employment abroad.
There are a couple urban centers outside of Metro Manila—particularly Davao and Cebu City—
that are the location of highly ranked nursing schools (based on NLE passing rates). But the best
specialty hospitals and physicians with the most modern equipment are located in Metro Manila.
In fact, when I told Simon, the Philippines manager of SPI, that I was conducting research in
SLC in Region A, he was adamant that nurses from Region A (along with most other provincial
nurses) were just not equipped with the skills and knowledge to work abroad. “The best thing
you can do is to get the word out: they’re not going to make it,” he told me. “Tell them to get a
call center job because most of them won’t make it.” While SPI does recruit from the provinces,
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he says the number of successful applicants is very small; he estimates that five percent or less of
rural applicants will make it to the second round of the selection process.
However, rural nurses who have experience working in a tertiary hospital (like Region A
Medical Center in San Luis City) are sometimes preferred over the equally qualified nurse from
Metro Manila. Benji says recruiting agents in Manila tap him to find local nurses from SLC
because nurse applicants from Metro Manila are “overconfident” or “arrogant” about their skills
and less interested in learning on-the-job when they arrive abroad. In contrast, nurses from the
provinces tend to be more “cooperative,” he says. One recruiter was more blunt: “Provincial
nurses are most likely to comply with the requirements. They’re more obedient than the nurses
from Manila.” Preferences for “obedient” nurses from the provinces betray recruiters’ and
employers’ desires for disciplined and compliant workers.
Dealing with second thoughts and regrets
Some recruiters interviewed maintained a relationship with migrant nurses even after
their migration and placement in hospitals abroad. As Miguel described, the nurses he deployed
were like his “children.” Some nurses reached out to the recruiters to complain about
employment conditions, discrimination, or homesickness, and sometimes requested to return to
the Philippines. However, recruiters generally do not entertian these complaints or requests, and
instead attempt to convince the nurse that these feelings are part of the adjustment process. On
responding to complaints from migrant nurses working the US, Janet, the branch manager from
MMRC, says: “Initially, they want to come home. We really don’t give that a lot of attention,
meaning that we tell them that this just part of your adjustment. This is part of culture shock.
You’ll get over it.” When I ask Maria Catherine if there are ever nurses who, after arriving in
Saudi Arabia, want to break their contract and return to the Philippines, she says, “Sometimes,
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but rarely.” Instead, she says nurses usually compare the life they have in Saudi Arabia to the
one they would have in the Philippines, and choose Saudi Arabia:
“It’s better in Saudi Arabia. Go to work, sleep eat. That’s all. They don’t have problem with their family. I
mean they’re away from their family, but it’s difficult to see the kind of problems you have with your
family everyday. But if you are there [in Saudi Arabia], you are alone, you’re just managing your own
problems.”

Here, Maria Catherine imagines a nurse who sees migration, even to a fairly restrictive country
such as Saudi Arabia, as an escape from the work options and family issues in the Philippines.
However, when she needs to convince a nurse to stay in Saudi Arabia and keep working, she
mobilizes the rhetoric of sacrifice for the family:
In the first three weeks, they will be having a hard time. After that, they’ll be better. It’s a matter of
sacrifice. Sometimes you have to think that they have plans for going and it’s for their family. When they
stay here, it’s kind of scary. You think they can put their children in good schools? Or can provide them
with three nice meals? I don’t think so. So they have to suffer. They have to sacrifice. The problem is the
homesickness. Yes, the homesickness. Away from home is very difficult. But what they really feel is that
it’s better for them to be- to provide the material needs of their families than to see them, you know—
suffering. I always ask them, “What will you feel if your child asks you, ‘Mommy, can you buy me this
[for the] project at school?’ And then you will tell them, ‘I’m sorry, I don’t have money to buy that.’ And
then you’ll see your child crying because she doesn’t want to go to school because she has no project.”

Sacrificing for the family and familial responsibility is thus mobilized by recruiters to ensure that
migrant nurses fulfill their contracts; again, maternal subjectivities are mobilized to produce
compliant workers. While Maria Catherine’s explanation of what motivates nurses to migrate
and justification of pressuring them to fulfill their contracts even if struggling with homesickness
resonated with migrant nurses (Prescott 2007) and returned migrant nurses’ explanations (see
Chapter 5), it should be noted that Maria Catherine and her company has a financial stake in
nurses fulfilling their contracts. Still, she estimates that about five percent of the nurses they
deploy end up breaking their contract and returning to the Philippines (this is five percent loss in
profits of MENR). But Maria Catherine says she also recognizes the effects migration has on
families and the difficult time she knows migrant nurses will have, though she attempts to
minimize these thoughts and feelings in herself and the nurses she deploys:
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Sometimes I feel very sad especially when I do my deployment briefing before they leave. Supposing I do
the briefing today and tomorrow’s their flight. I don’t want to see them- I don’t’ want to show them that
I’m also feel sad for them away from their family. What I’m telling them is, “One year is just very fast.
And when you come back, and you bring your family out of town and you enjoy- you go to the beach.” But
still very difficult.

Miguel tries to respond to these situations by counseling the employers to be patient and
understanding with the nurses who experience distress upon arriving in the US:
Miguel: Initially, there’s always going to be difficulties transitioning, what we call culture shock. “Miguel,
this nurse is constantly crying. What do we do? She’s in the middle of surgery and she’ll just burst into
tears.” You know, this drama in the middle in the OR.
MP: That’s happened before?
Miguel: Yes. I said, “It’s normal. You know, these people have never been away from their loved ones.
They made this great sacrifice you know to pluck themselves from familiar surrounds to something that
everything is new.” So I said, “Give them some time. They will adjust. And they will flourish.” Those are
the initial comments. “Miguel, please intervene. This particular nurse is now going to buy a ticket to the
Philippines because she says she misses her two daughters.” I said “Let them, if they can afford! They will
come back to you guaranteed. She just wants to see her two daughters!” Like, “Hey you’re a mother, too.
You should understand.” “But what if they don’t come back?” “I guarantee they’ll come back.” […] She
came back.

Miguel depends on his personal relationships with the nurses he recruits to assure employers that
the nurses will not break their contracts: “All these people I prescreened, groomed for two years,
they became friends, children of mine. So I know them as a person, not just as a nurse.” The
personal connections that recruiters develop with the nurses they recruit warrants greater
investigation, particularly the development and role of a moral economy (composed of feelings
of gratitude and obligation) that may also help to govern migrant nurses’ behavior once abroad.
Encounters with the state: corruption, revenue-generating schemes, and resignation
When I began designing this research, I had planned to study “the state”—the influence
of the state in encouraging and promoting migration, celebrating its migrant workers as “the new
heroes,” and profiting off their labor and remittances. However, I quickly found there was little
evidence that citizens responded to the state’s rhetoric, and that most Filipinos had few
expectations of the state that claimed to represent them. Whenever I talked to research
participants or had informal conversations with neighbors or friends about the government, the
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political races and elections,178 or other current events in which the state featured as an actor,
most commonly Filipinos made some reference to widespread political corruption, lack of
government will, and expressed indifference and resignation about the a government they saw as
unresponsive, and even criminal. Few had any confidence that the status quo would change
under a new (and beloved by some) president:
MP: Will corruption get better under [Noynoy] Aquino?
Miguel: God I wish. I hope that it will happen eventually. [pause] But I said hope. [laughing]

When I asked participants about the state’s response to health issues in the Philippines, including
nurse migration, nurse unemployment, and the understaffed and inadequately stocked public
hospitals, students, nurses, institution administrators and others generally referenced corruption,
specifically the need for politicians to recoup campaign costs by funneling state money into their
own pockets and the pockets of their associates once elected. Thus, no one had any expectation
that the government would increase the salaries of nurses, increase funding for more staff nurse
positions at the hospital, and build more hospitals; whether the state should do these things was
an irrelevant question to most.
Attempting to locate this OFW-as-hero discourse and observe OFWs and their families’
engagement in it, I attended Migrant Worker Day Celebration or Araw ng Pasasalamat (Day of
Thanksgiving) at Ninoy Aquino Stadium in Manila. The following is an edited excerpt from my
fieldnotes:
Inside the covered stadium it was hot and extremely loud as American pop music blared from the
speakers. The stands were full of former OFWs and family members of OFWs who were registered with
local OWWA chapters in and around Metro Manila. Each section of the bleachers is labeled by city, and
attendees wear colored shirts to denote the chapter to which they belong. Down on the floor of the stadium,
a stage is set up, and a banner reading “OFWs: Tagumpay sa Hamon ng Panahon Kaagapay sa Pagsulong”
(OFWs: Triumph Amid the Challenge of the Time, Partners in Progress) below the logos of its corporate
sponsors is strung up across the back.
In the late morning, the floor of the stadium was filled with activities for children: relay races and
other games for which children could win small prizes, a magician, and a clown making balloon animals.
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The year I conducted fieldwork, 2010, was an election year and Benigno “Noynoy” Aquino was elected as
president.
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The activities were broadcast on to two projection screens so that even people high up in the bleachers
could watch the activities. Booths for corporate sponsors—banks, telecommunications companies, SM
Supermall and Duty Free—lined the floor of the stadium. Uniformed representatives handed out flyers and
talked with attendees, helping them fill out forms to sign them up for different services. Other attendees
lined up to receive free services provided on the floor: massages, blood screening, and haircuts. Along
another side of the stadium floor, another set of booths display and sell crafts made by family members of
OFWs; no one is buying. Around noon lunch arrives in individual Styrofoam Tetra Paks. Inside is a
significant amount of rice and a smaller portion of chicken and sauce. Post-lunch, some deposit their trash
back into cardboard box garbages but most litter the remains of their lunch on the floor. The place rapidly
deteriorates; now it’s smelly, dirty and hot. Attendees use their cardboard fans, distributed by and
advertising Landbank, to cool themselves. In the mid afternoon, musical groups perform for the crowd. One
dance troupe depicts the lives of OFWs—one dressed in a white nursing uniform—as they leave their
families at the airport with long embraces and tears, and return sharply dressed, wearing sunglasses and
carrying duty-free bags. Some of the other performers (a string quartet and a singing group) are children of
OFWs. A speaker later recognized the talented performers: “What can America’s Got Talent say about it?
No match for talented Pinoys. Yes! This fine aptitude for the arts and a lot more are genuine Filipino
faculties that we have to be proud of at all times.”
Later in the program, Carmelita S. Dinzon ,the head of OWWA, gave a short speech selling the
services of OWWA and praising OFWs for remitting:
We cannot deny that our OFWs help our economy through their remittances. Remittances help the
economy stay afloat. Government and big businesses know that the economy is being saved by the
remittances of the overseas workers, especially in the provinces. These remittances that seemingly
go straight to migrant Filipino families and dependents and not into government hands keep the
economy afloat. When families and dependents get their remittances, these are spent for survival.
This generally fuels consumer spending and shores up the country’s dollar reserves. Remittances
are spent by families and dependents primarily for food, clothing, utilities (electricity, water, and
communications), house rent, children’s schooling, hospitalization and other services.
Another speaker from the Department of Labor and Employment sings the praises of Filipinos and OFWs
who are, around the globe, “still the leading workers of choice—skilled and professional.” He also
announces that they will be soon holding a convention to address the safety domestic workers abroad; there
is no audience response. Then they present awards to “The Most Outstanding” seafarer, land-based, and
financially and physically challenged OFWs who are awarded with P10,000 giftcards for Globe
telecommunication services. Enthusiasm for the speakers and awards are minimal. However, the crowd
erupts in cheers when JayZ and Alicia Keys’ song ”Empire State of Mind”—a song about New York
City—starts to play over the speakers. Little children and male teenagers stand on their seats to sing and
dance, and even older women can be seen singing along with the music. [June 7, 2010]

In her speech, Dinzon proclaimed the celebratory recognition of OFWs:
Today's ceremony is our way of paying tribute to the talents and contributions of expatriate Filipino
workers to social and economic advancement of their families and the country. It also serves as avenue for
the government and its social partners to express our gratitude to all OFWs. In behalf of the Overseas
Workers Welfare Administration (OWWA), we are glad to serve the overseas Filipino workers and their
families anytime. Our commitment is to continue providing the various programs and services and to
protect and promote the welfare and well-being of OFWs and their dependents. Long live OFWs! Long live
their families!

However, I could not help but feel the lack of celebration in the stadium. Not only was the crowd
lacking in enthusiasm for the program, but the speakers, with their short, impersonal messages
also lacked enthusiasm and emotion. I found this ironic, knowing that migration, its effects, and
the experiences of its participants and bystanders are laden with emotion. This made the
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speakers’ proclamation of OFWs being “modern-day heroes” sound empty. Nor did the venue,
lacking any sense of pomp and circumstance, communicate much in the way of celebration and
gratitude. Indeed, nursing student events celebrated in school auditoriums and chapels or the
ballrooms of nice hotels were more celebratory, special and engaging. Attendees of the Migrant
Worker Day Celebration seemed to attend for the bit of entertainment and the potential for free
giveaways.
While it surely profits from the (temporary or permanent) migration of their citizens, and
drives nurse migration through neglecting to make health system reforms that would increase
health worker wages and improve working conditions, the state appears as a parasite. The
rhetorical effect of the state’s renaming of migrant workers as heroes and efforts to reframe
migration in terms of love of nation are limited. Rather the legacy of transnational migration and
its benefits stimulates the migratory imagination in young people and their families. Love of and
duty to the family and personal desires for a cosmopolitan lifestyle account for the majority of
nursing students’ and nurses’ motivations for wanting to work abroad; they may imagine
themselves to become heroes of the family, and perhaps their local communities, neighborhoods
or alumni organizations, but they do not spend much time imagining their roles as heroes of the
nation. Instead, both nurses’ and recruiters’ encounters with the state illustrate the parasitic
relationship between the state and its citizens.
In their everyday lives, nurses, nursing students and institution administrators
encountered corruption in the form of the Padrino system, which is characterized by nepotism of
those occupying upper level positions in the hospital, schools, and government. Most relevant to
nurses, this prevented nurses from having equal access to the few existing job opportunities, and
limited the state’s willingness to close underperforming schools providing inadequate training to
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nursing students (see Chapter 2). The Padrino system was considered part of Filipino culture—
not just a problem of government—and thus unchangeable. “Remember, it’s who you know, not
what you know. You have to have this Padrino. […] That’s one of the negatives of the Filipino
culture. Blood is thicker than water. You cannot remove that. It’s part of the culture,” said
Dianna, a parent of a nursing student, who planned to ask her boss if her son could be hired as a
clinical instructor at the school for which she worked upon his graduation.
For nurses in the process of or planning to migrate, the state did not often figure into
conversations about migration, with the process imagined as one negotiated between private
agencies and the individual. Fees, paperwork, and other requirements of the POEA to be
completed prior to migration were sometimes handled by recruitment agencies or were distant
concerns—merely hoops to jump through in order to achieve the end goal. Returned migrant
nurses were more aware of the fees charged to OFWs, and were often resentful of the state’s
(legal) extraction of the money they earned abroad through taxes, currency exchange, airport
fees, and mandatory insurance schemes (see Chapter 5).
Only one recruiter179 brought up corruption in the migration industry in the context of a
question I asked about barriers to nurse recruitment activities. “The drawer always seems to be
open,” he says opening his own drawer and winking at me to indicate an under-the-table deal. I
start to question him on his experience with corruption at the POEA and he cuts me off; “You
want me to tell you I bribe the POEA?” he says laughing at my question. “Is it common in the
industry to bribe POEA officials to get paperwork through?” I ask more generally. “Yes, very,”
he says quickly. “In what sorts of situations do these bribes occur?” He changes his voice to
imitate a bureaucrat at the POEA:
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Due to the sensitive nature of the topic, I do not further identify the recruiter with whom I had this conversation.
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“Oh sir, you’re missing this document.” “What document?” “It’s a new requirement sir.” “Oh sir, this
stamp is in the wrong place. It should be in this corner.” “Oh sir, I can’t seem to find the stamp to validate
your papers. You can come back tomorrow.”

In cases such as this, he says, “They’re looking for a bribe.” “You want to talk about
corruption—talk to CHEd,” he says before launching into another rant about the Philippines
graduating thousands of nurses who are unable to pass the board exam (see Chapter 2 for a
discussion of corruption in CHEd). All other recruiters denied engaging in bribes and did not cite
state corruption as a barrier to nurse recruitment activities. However, recruiters did describe
similar interactions with bureaucrats at the POEA when attempting to file paperwork; these
recruiters chalked up such interactions to the frustrations of working with and being managed by
a large bureaucracy, but did not admit to engaging in any illegal activity in order to “grease the
wheels.”
Recruiters were most likely to complain about the fact that the POEA, while constituting
the body that regulates the private recruitment industry, is also a competitor of private agencies,
as well as the policies of OWWA and POEA that they saw as revenue-generating schemes to
benefit the state, not the OFWs. As Miguel explains, POEA is a competitor of the private
agencies that they also regulate:
Miguel: I wish that POEA would remain a licensing agency and they are there to facilitate
deployment and everything is copacetic because we follow a certain license. But it’s a weird
phenomenon in the Philippines that the company that provides licenses to recruitment companies
is also a competitor.
MP: What do you mean?
Miguel: Because POEA themselves also serves as a recruitment company to send nurses,
physicians to other parts of the world. They are also a recruitment company to send Filipino to
other parts of the globe.

In arranging direct government-to-government hires, the POEA can outcompete private agencies
because they do not charge a placement fee from the employers. Recruiters felt this was unfair,
and limited their ability to make money from the migration of Filipino workers.
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POEA and OWWA require OFWs (both immigrant and temporary workers) to enroll in
various insurance programs and services aimed at OFWs in order to receive their Overseas
Employment Certificate, a document necessary for migration. Recruiters and migrants complain
that these programs do not aid the OFWs, are sometimes redundant, and cost a prohibitive
amount of money. For example, all OFWs must enroll in health insurance. However, most
migrant nurses’ employers abroad provide and pay for health insurance in the receiving country.
Likewise, POEA requires the recruitment company to pay to bring the remains of an overseas
Filipino if they die while abroad. Miguel says this is a requirement that may fit the needs of
OFWs in the Middle East who are always temporary workers, but should not apply to immigrant
nurses who may not keep in touch with their recruitment agency years and years after they leave
the Philippines or who may not intend for their remains to be returned to the Philippines.
Likewise, Simon, of SPI, says for migrant nurses deployed to the UK National Health System
(NHS), these costs would also be shouldered by the NHS, making the policies redundant. During
fieldwork, the latest complaint revolved around a program called Pag-Ibig (translates to
“love”)—an insurance program that allows OFWs to take out loans to build a house in the
Philippines. While Miguel recognized that building a house in the Philippines was a goal of
many migrant workers—even those migrating as immigrants—he maintained that it’s not the
goal of all immigrant nurses and that making enrollment compulsory and mandating that
Filipinos pay for their first six months enrollment before they migrate is an unfair burden to
already poor Filipinos:
They’re asking people who don’t have any money and are making the ultimate sacrifice by going
abroad. They’re coming up with things like this that should help ease the transition of Filipinos to
go abroad so they can start sending money back to the Philippines. But rather they make it
difficult for them to leave. If you don’t have money for Pa-Ibig for six months, then you can’t
leave, regardless if you have a company waiting for you in Abu Dhabi!
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“Obviously, they’re in dire need of money. This is one of the ploys to generate more funds,”
Miguel says referencing the State of the Union Address given by President Benigno Aquino
upon taking office in 2010, in which he disclosed that the government’s coiffeurs were left
empty by the previous president (("SONA: English Translation of Pres. Benigno S. Aquino III's
State of the Nation Address," 2010)). Private recruitment agents also complain about these
insurance schemes and programs because they are often the ones to pay for these expenses,
reducing their profits.
Despite recruitment industry’s questionable reputation from their high profits, the use of
illegal and unethical recruitment practices, and trafficking of humans, all recruiters interviewed
for the present study180 had ethical concerns about the migration of Filipino workers and
maintained the state did little to protect their OFWs:
MP: Are POEA and OWWA doing enough to protect the OFWs?
Maria Catherine: [pause] No comment. Just want the TV and there’s your answer.

When I asked Simon, the Philippines branch manager for SPI, what the state could be doing to
better protect its citizens abroad, he was at a loss for real solutions, blaming the fact that
Filipinos have been allowed to migrate as low-status workers to countries that do not protect
these temporary residents: “As long as you use your population to be domestic helpers—
servants—for the world, and send them into countries with no civil rights, well then…” he says,
shrugging, putting his palms up, leaning back in his chair, and then folding his hands in his lap.
But he admits that the state’s previous efforts to limit migration of domestic helpers and
entertainers (arguably the two most vulnerable groups of OFWS) have not been successful, with
Filipinas complaining that the state is limiting their opportunities for migration and employment
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Again, please note the sampling bias discussed in the section on recruitment and methods in Chapter 1. All
participating recruitment agencies were in good standing with the POEA and had not been known to engage in
illegal recruitment activities.
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and then migrating through illegal avenues, which puts them at greater risk for abuse and
exploitation: “You think these entertainers going to Japan don’t know what they’re getting
themselves into?”
Predictably, the POEA does not admit that they have limited power protecting OFWs
while abroad. When I asked a POEA Marketing Division Bureaucrat if OFWs are adequately
protected and represented by the POEA and other state migration agencies, he responds
confidently, “Of course, they are! Their hopes and dreams are represented and protected by the
POEA.” I found this statement interesting, as he acknowledges that the idea of safe migration
and labor is protected by the POEA, while neglecting to address the reality that the POEA has no
authority over the bodies that labor in other countries without citizenship and/or circumscribed
civil rights. With regard to nurses, while the POEA negotiates the employments contracts for
some OFWs (e.g., domestic workers), they do not negotiate on behalf of nurses because they are
professionals: “Nurses are professionals. They can negotiate the terms of their contract” (POEA
Marketing Division bureaucrat). Here, the assumption is that skilled or professional workers are
privileged and savvy enough to understand and negotiate their own contracts, whereas unskilled
laborers may be more desperate and/or incapable of navigating the language of the contract or
negotiating on their own behalf. However, this assumption neglects the fact that nurses, though
skilled, educated professionals, are on unequal footing considering their position in the global
hierarchy, may also feel desperate to migrate, and may fear their disposability as an applicant in
an immense pool of potential nurse migrants. In contrast to the POEA, Miguel argued that the
POEA should set the salary standards of all migrant nurses to ensure their fair compensation
around the world.
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In addition, Miguel and other professional organizations argue that certain governmentto-government contracts negotiated by the POEA have disadvantaged Filipino nurses. During
fieldwork, the Japan-Philippines Economic Partnership Agreement (JPEPA) was one such
controversial agreement, that (during fieldwork) deployed about 100 nurses to Japan to work as
caregivers (and thus working under their professional abilities and not compensated according to
their training) for two years while they study for the Japanese nursing licensure exam, which was
to be administered in Nihonngo (the Japanese language). Over several years, Japan would
eventually receive 400 Filipino nurses. While working as a caregiver, nurses were paid only
P17,000 (Jamandre 2009)—only slightly more than an entry level staff nurse in the Philippines.
After passing the nursing licensure exam, the nurses would be paid P75,000 (Jamandre 2009).
Those Filipino nurses who were unable to pass the exam after three tries would be returned to the
Philippines. At the time of fieldwork, private recruiters and professional organizations criticized
the government for not negotiating a better deal for the Filipino nurses, and were skeptical that
nurses would be able to master Nihongo well enough to take a specialized professional exam.
They were right; only seven percent of Filipino nurses were able to pass the exam in Nihongo
(Yagi, Mackey, Liang, & Gerlt, 2014). The POEA Marketing Division bureaucrat acknowledged
that many were angry about the terms of JPEPA, but maintained, “It is the choice of the Filipino
nurse if they want to go.”
As a result of ethical concerns, recruiters impose their own ethical standards on their
businesses. Simon says he has vowed never to get involved in the recruitment and deployment of
domestic workers due to ethical concerns about the safety of his workers despite the large
market. As previously stated, Miguel says he refuses to recruit nurses to Saudi Arabia due to the
unfair pay practices and restrictive social environment: “It’s a country where women have to
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wear a blanket!” he says disparagingly. To Maria Catherine, being honest about the restrictive
life and racism in Saudi Arabia with potential nurse migrants is the most ethical way to recruit
for Saudi Arabia. However, these self-imposed ethical standards deserve greater study, with
attention to the way these standards might be contradictory, arbitrary and even dynamic: As the
global labor markets are in flux, do recruiters amend their ethical standards in order to survive
as a business? How does Simon justify profiting from the deployment of male laborers who work
in dangerous jobs (for example, as miners in Australia)?
Overall, among nurses and recruiters, with regard to nurse migration (and migration of
Filipino workers in general) the government seemed neglectful in the most important aspects of
protecting overseas workers and citizens (e.g., negotiating with receiving countries for basic
civil, legal, and labor rights and fair compensation for OFWs while abroad), and misguided or
paternalistic in their attempts to protect OFWs through the enrollment in various insurance
programs. The costs of enrollment in these programs (in addition to taxes and other fees
leveraged from OFWs, and the state’s reputation as corrupt) raised the suspicions of recruiters
and returned migrant nurses that the motivations of the state are merely financial (although some
of these programs likely help to protect/aid some of the most vulnerable of OFWs).
Conclusion
In the Philippines, nurse migration is mostly privatized—the process undertaken by
individuals and facilitated by private, for-profit agents. While the state encourages migration
through its rhetoric celebrating migrant workers, and markets Filipino workers abroad and
facilitates their employment abroad through negotiating government-to-government agreements,
there is little evidence that the state motivates nurses’ migration and most nurses migrate through
private agencies and interact with the state only in so much as submitting and processing
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necessary paperwork requires. Private agencies and returned nurse migrants are most critical of
the state for failing to protect OFWs from illegal migration, illegal recruiters, or from harm while
working abroad, for playing the role of regulator and competitor, and for the development of
mandatory insurance programs for OFWs that are costly either to the migrant or to the recruiting
agency, decreasing profits. Moreover, pathways abroad are subject to immigration politics and
changes in the labor markets abroad.
With little meaningful state regulation, interviews with both nurses and recruiting agents
reveal the variability in pathways abroad. From the perspective of the state and recruitment
agents, nurses are positioned as consumers and professionals in a neoliberal market and are held
responsible for identifying and choosing reputable agents and procuring safe and legitimate
employment abroad. They expend large amounts of money, time and their unpaid labor pursuing
migration and acquiring the credentials, requirements, and experiences that will make them
attractive in a large pool of nurses applicants. In fact, many nurses—graduated and licensed
nurses—are unable to afford to pursue migration due to the out-of-pocket costs. If selected by a
recruiting agency to be matched with an employer, nurses are highly dependent on their
recruiting agencies to facilitate their employment and migration abroad and have little recourse
when agencies or employers abroad fail to follow through. As such, nurses hoping to or in the
process of migrating have born the most negative consequences of the nurse migration bust
period, as they have often lost the financial and labor investment they have made to pursue
migration.
On the other side, recruiting agencies have adapted to changes in labor markets abroad by
diversifying the laborers they recruit and the locations to which they deploy. Some, like MMRC,
have even diversified their businesses by using their pool of nurses to provide outsourced labor
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for insurance companies abroad. It is important to note that recruiters are beholden to their
clients abroad—not the nurses that they recruit.181 This may affect how strongly recruiters
advocate and negotiate on behalf of the nurse (in terms of salary), as well as how they prepare
the nurse for his or her position/experiences abroad. As a result, maternal and ethnicized
subjectivities are mobilized to ensure nurses are ideal workers while abroad.

181
In this way, employers abroad are actually the consumers of nurse migration services, and nurses are the product
produced. Thus, while the state and recruitment agents imagine nurses as consumers shopping for agencies that will
place them and hopefully “smart” consumers who are able to evaluate opportunities and promises made by these
agencies, agencies actually have little responsibility or accountability to nurses, as they, generally, act on behalf of
their clients abroad. Nurses, as the products supplied to the client, then are even more disadvantaged than if they
were consumers.
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Conclusion: Contributions to the interdisciplinary study of nurse migration, anthropology
and global health
Utilizing multi-sited ethnographic methods to trace local, Philippines-based nodes in the
GNCC, this study has articulated local community- and household-level processes of labor
production with neoliberal state policy and rhetoric, global labor markets, and patterns of
transnational migration. It has documented the experiences of nursing students and nurses as
consumers navigating the privatized (but low-quality) nurse training industry and for-profit labor
recruiters, as hopeful nurse migrants imagining futures abroad and new identities, as exploited
and unpaid laborers in the public and private hospitals, and as critical but deskilled healthcare
workers unable to find paid employment in the field of nursing. Situated within the context of the
local and transnational household, this study has explored the roles of families as they strategize
to raise their socio-economic status by mobilizing social relationships and financial resources to
produce globally competitive nurses in their families. Beyond the household, this study has
analyzed the political-economic context of nurse production and migration as nursing schools,
exam review centers, local health institutions, private labor recruitment firms, and the state
attempt to profit from the global demand for nurses.
This study has incorporated critiques and expanded the concept of GNCCs in several
ways. First, I have illustrated the messy and circuitous process (Raghuram 2012) of nurse
production and migration as a result of changes global labor market, foreign immigration
policies, low quality education, and limited employment opportunities. These factors result in
nursing students and nurses waiting indefinitely at specific bottlenecks, circling back through
nodes and steps in the process, and even exiting the chain voluntarily in favor of alternative
careers or routes abroad, or involuntarily as casualties of the unregulated production industry.
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Second, in focusing on the production of nurses in a rural province, and including those nurses
who are not incorporated into either local or global nursing labor markets, I show how the
geographical and professional peripheries articulate with major migration streams (Raman 2012)
and GNCCs. Future research will be needed to understand if and how nurses on or outside the
professional margins (either unemployed, employed outside the nursing field, or working within
less skilled areas) are pulled back into the center when nurse out-migration increases again.
Third, centering the household as a site of production and node in the GNCC helps us
better understand nurse production and migration as a social and strategic process, involving
multiple generations, long-term planning, and requiring the mobilization of familial affect, social
relationships, and significant financial resources. By examining nurses and students in their roles
as members of families and households, “women’s agency”--a topic that scholars have argued
has been neglected in studies of GNCCs (Lutz 2002, Mckay 2007)—is contextualized within real
and valued social relationships and felt experiences, and thus complicated.
Finally, an analysis of nurse production as it articulates with migration opportunities and
the migration industry illustrates the impacts of transnational nurse migration on the local health
system. Specifically, I argue that the local health system and nurses’ professional status and labor
conditions (locally) are weakened as a result of the unregulated production and migration of
nurses. These last two contributions are discussed in the remainder of the conclusion.
This study follows the shift from rational push/pull analyses of nurse migration that have
theorized the individual as decision-maker to more recent studies that theorize the sociocultural
processes and larger political-economic relationships that underlie patterned migration streams.
Interviews with nursing students, nurses, and their families reveal that push/pull analyses of
migration simplify complex processes and obscure other important stimuli to migrate.
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Specifically, a long history of transnational migration has contributed to the construction of
imagined future subjectivities and desires that influence decisions and motivate action in the
present. Familial roles (that of sons and daughters and mothers) are fulfilled through migration;
through migration, young people can become providers, “give back,” show gratitude, and repay
social debts. Some nurses who are members of transnational households, imagine nurse
migration as a path toward family reunification; others imagine the creation of a transnational
household as an ideal. Nurse production within the household is transnational and
intergenerational, composed of strategizing by multiple members of the family and the
mobilization of financial resources from sometimes multiple (transnational) sources. Decisions
to migrate often occur at the time in which elder members of the household decide a younger
member of the household should train as nurse—long before the nurse has considered the
professional push or pull factors that are frequently cited as the causes of nurse migration. As
such, nurse migration from the Philippines is as much, if not more, personally and socially
motivated as it is professionally.
As such this study serves as a case study for contextualizing the production of migrant
labor within the local and transnational household and theorizing members of the family as
stakeholders in decisions about production and migration. I do not mean to suggest that
economic push and pull factors are not important; on the contrary, nurses’ remuneration and
labor conditions in the public and private health system needs to be addressed in order to provide
adequate services to the local community and to provide nurses with the choice to stay and
livable options in the case that they cannot migrate. However, future studies of nurse migration
(and perhaps labor migration, in general) must attend to the strategizing, decision-making,
socialization and the formation of particular subjectivities that occur within the household in the
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production of particular types of labor and the creation of patterned transnational migration
streams.
In contextualizing nurse production and migration within the family and household, this
study also explores the emotional and affective work integral to and inseparable from processes
of nurse production and migration. For Williams (1977), “structures of feeling” provide an
alternative theorization of consciousness that acknowledges the comingling of “feeling and
thought, subjective and objective, personal from social” (129), foregrounds “meanings and
values” as “actively lived and felt” (132), and counters the more static and fixed view of society
and culture in Marxist theory.. In this dissertation, I expand the “structures of feeling” concept to
refer to the web of feelings and relations as they are lived and sustain processes of production,
social reproduction, and globalization, and specifically the GNCC. Emotions such as gratitude,
love, indebtedness and pride, and social relationships characterized by social obligation and
mutual care, reinforce patterns of and stimulate nurse production and migration out of the
Philippines.
These emotions and social relationships are tenuous and fraught. Nursing students and
nurses work to manage their personal feelings in relation to their elders’ decisions and their own
social obligations. Students may need to repress anger and sadness over being forced to take up
nursing and put aside their desires to pursue other careers; instead, they may attempt to focus
their energy on “learning to love” nursing and the carework they are training to do. They manage
their feelings of fear, loneliness and hurt when older members of the family pressure them to
pursue a career abroad, far away from the family—from their parents, their spouses and/or their
children; instead, they imagine their future identity as provider for the household and even
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extended family, and the higher status and feelings of gratitude from members of the family that
will accompany this move.
For their part, parents and elder members of the family attempt to influence and strategize
the nuclear and extended family’s future organization and development in ways that might
provide the greatest financial benefit and fulfill their own obligations to repay social debts by
financing the nursing education of younger members of the family or facilitating their migration
abroad (whether or not they desire it). Thus, while a vocational care for the sick may not be the
primary motivator of the production of migrant nurses in the Philippines (or perhaps elsewhere),
affect --in the form of care and love of the family--are key. In fact, affective processes,
exchanges, and negotiations form and structure the chain of social relations that accompany and
drive participation in the more formal and institutionalized processes that compose the GNCC.
As such, this study demonstrates the ways in which local moral economies and affective social
relations are constitutive of global political economic processes, and that social reproduction is
actually central (as opposed to only ancillary or supplemental) to production and the global
political economy.
Nursing students’ and nurses’ narratives of “choosing” nursing as a career path illustrate
that the mobilization of these affective relationships and its effects are contested. While most
students and nurses attest that family “forced” or “influenced” them to enroll in nursing, they
experience this process very differently, with some taking pleasure in complying with their
parents’ or elders’ wishes or looking forward to taking on future roles and responsibilities
prescribed by elder members of family, and others experiencing their elders’ choices as an
imposition or a violation of their individual desires. In both scenarios, students and nurses
complicate simple conceptions of agency. For example, characterizing students who happily
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obey their parents as “dominated” by family and society (Ong 1991), neglects the emotional and
social relationships that they value and from which they benefit. Similarly, students who lament
the career path they are on as a result of someone else’s choosing also make alternative plans for
their futures, or may--as nursing school administrators attest--sabotage their studies in order to
assert their own desires. Thus, nurses and students are neither agents nor “victims” (Barber
2000), but members of social networks negotiating the intersubjective micropolitics of everyday
life in varied ways (Kleinman 1999).
The neoliberal organization of the Philippines’ state and a legacy of transnational labor
migration out of the Philippines has shaped the subjectivities of potential nurse migrants in
multiple ways. Nursing students, nurses and their families--like other Filipino laborers and/or
(potential) migrants--are flexible, neoliberal subjects, that willingly (or unknowingly) accept the
risks and responsibilities of managing their training and migration, and expect little support or
protection from a state they view as corrupt, inept, and parasitic, and are adaptable as they
attempt to take advantage of shifting global opportunities. In the context of weak state
regulations of privatized higher education, the state’s explicit protection of the owners of (underperforming) private nursing schools over the nursing students and their families as consumers,
students and families accept the risks of investing in a nursing education that may or may not
lead to the nurse’s graduation, licensure, or future employment. Likewise, the state’s inability to
ensure the legal, safe and fair migration and overseas employment and migration of its citizens
mean that nurses--along with other migrant laborers--forge relationships with labor recruiters
who may or may not provide legal passage and safe and fair employment abroad. In the face of
decreased employment opportunities abroad, nurses look toward other paths abroad—migrating
as a caregiver, a nanny, or as a dependent of a foreigner. And in the absence of local employment
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opportunities, nurses consider working in a call center, retail or fast food, or other jobs outside of
nursing. Faced with under-employment and/or inadequate wages, nurses look toward
entrepreneurialism, instead of pursuing direct political action to bring about labor and health
reforms.
Previous waves of migration have normalized migration, which, in a “culture of
migration” (Massey et al., 1993, p. 453), has become a pathway toward adulthood and fulfilling
filial responsibilities. Potential and former nurse migrants mobilize multiple identities in
imagining their futures abroad and justifying past migration, respectively. Nursing students and
nurses imagine their future roles as providers of the family—particularly for their younger
siblings and aging parents. Some young people imagine their roles as providers for the extended
family and larger local community as they plan to put cousins through school and create
scholarships for their future nursing students attending their alma mater. For themselves, nursing
students and nurses imagine traveling, becoming worldly and cosmopolitan and experiencing
first-hand the luxuries they hear about from abroad relatives or through foreign media.
While the migration of daughters, mothers and wives has been normalized, traditional
feminine and filial roles remain intact. Thus, despite the ubiquity of migration and nontraditional family arrangements and household organization, returned migrant nurses may work
to make sense of their physical (and emotional) absence from their children while abroad and to
construct an identity that accommodates both traditional and gendered family roles and the desire
for professional development or the sense of achievement associated with their professional
roles.
Migration opportunities for nurses in previous eras contributed students’ and nurses’
perceptions of becoming a nurse, as well as their subjectivities as laborers and citizens. Nurse
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migration boom periods helped construct the perception that a nursing degree was a ticket
abroad, as well as ethnic stereotypes of the Filipino nurse. Despite changes in the global labor
market and decreased opportunities, students and nurses still expend great financial resources
and labor without pay to pursue migration opportunities. The unpaid labor of licensed nurses as
“trainees” in the hospital following graduation is accepted as “loyalty service”--a way to “give
back” to the local and national community before going abroad to care for foreigners and earn
dollars for oneself. The image of the caring, loyal and professional Filipino nurse is mobilized by
returned migrants and future migrants in order to legitimize their time abroad or affirm their
competitiveness in the global market, respectively. Nursing recruiters mobilize these
essentialized ethnic identities to market their “products” (e.g., Filipino nurses) to clients abroad,
and mobilize familial obligations and roles to encourage homesick or regretful migrant nurses to
endure personal, social and work conditions abroad and abide by their contracts.
In this study, I have illuminated the multiple effects of leaving the production and
distribution of highly skilled healthcare workers to the market. In the broadest global political
economic context, wealthy core countries import valuable and critical human resources from
peripheral countries, spur the development of lucrative, yet low quality, production and
education industries, motivate families to pour scarce resources into the expensive and risky
investment of educating a nurse, and then suddenly halt the labor stream, leaving nurses and
families to absorb the losses in time and money invested to participate in these global flows.
These market relationships—while perhaps convenient for importing private employers and
national health systems, as well as the states of exporting countries like the Philippines—are
unethical, as families in the Philippines fund the training of health human resources for
consumption in core and semi-peripheral countries (that are unwilling to invest in greater
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training at home), and also disproportionately carry the burden of the risks and losses during a
bust period. Beyond the financial costs, countries’ official policies or lack of social support that
prevent migrants from bringing their families have social and emotional impacts to migrants and
their families in the Philippines.
Nurse migration contributes to the weakening of the Philippines health system during
boom and bust periods. Just as Pfeiffer and Nichter (2008) argue the proliferation of health
NGOs in the global south drains the public health system of its human resources (see also
Biesma et al., 2009, Pfeiffer et al., 2008), so, too, does transnational nurse migration drain the
Philippines of its most skilled and experienced nurses during boom periods. Turnover within
critical and specialty areas is high and rapid. As reported elsewhere, and among older nurses in
this study, the recruitment of whole specialty nursing teams compromises both the short-term
and longer-term functioning of the hospital, as it halts care until a new team can be assembled,
and places a new group of inexperienced nurses in critical areas. During boom periods,
physicians also began enrolling in nursing school with the hopes that they, too, might migrate. In
2004, the Philippines Hospital Association reported that 80 percent of public sector physicians
were enrolled in nursing or had already retrained (Lorenzo et al., 2007). This, too, drains the
public and private health systems of necessary health workers, though it is not known from what
specialties these doctors leave or how the bust period in nurse migration affected their plans.
Likewise, during boom periods, greatest remuneration goes to those nurses who are
employed in exam review centers and nursing schools. Thus, “top-notchers”—those nurses who
score the highest on the Philippines Nursing Licensure Exam (NLE)—often do not practice
nursing but are recruited to provide coaching for nurses studying for the NLE or foreign nursing
licensure exams. Other nurses who scored high on exams are recruited for teaching in nursing
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schools, a job which also pays more than practicing nursing in a hospital. In other words, many
well-trained nurses do not end up practicing nursing and providing needed health care in their
communities, but rather join the large nurse production industry and teach nursing. A large
production industry essentially drains the public and private health system of the brightest
nurses.
As has been discussed, patterned nurse migration has also negatively affected the training
of new nurses. Many of the new private nursing schools, as they attempted to capitalize on
families’ dreams of sending a child abroad, have failed to provide a quality education and
training experience, as they, too, during boom periods struggled to recruit quality educators with
the appropriate qualifications. As a result, hospital administrators (in the Philippines and abroad)
complain about the quality of newly licensed nurses who they say are either incompetent or
uncaring, or both.
Nurse migration also contributes to maldistributions of nursing labor within the
Philippines. Rural health units (RHU) often go unstaffed due to the low and unpredictable
remuneration and the fact that nursing service in rural areas does not count toward the experience
(generally two years) required by employers abroad. Because nursing work in a RHU is
considered basic and less skilled in comparison to nursing work that might be carried out in a
tertiary hospital, nurses largely view these positions as undesirable and deskilling. Nurses flock
to urban centers for jobs in large hospitals that will help them move toward completing the
requirements for migration. During bust periods and in the absence of jobs in tertiary hospitals,
nurses might prefer volunteering their labor or working outside the field of nursing over
employment in an isolating rural area for very little pay.
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In this dissertation, I examined the direct and indirect effects that the overproduction of
nurses during bust periods has on the local health system. At first glance, the overproduction of
nurses during periods of decreased out-migration has resulted in a massive number of
unemployed nurses. In terms of the labor market, there is a “surplus” of nurses. However, in
terms of public health, there is a great need for nursing labor in both urban and rural
communities. Most public hospitals are understaffed with nurse to patient ratios that would not
be tolerated in more developed countries. Hospitals rely on underpaid contract and special
program nurses and unpaid volunteer nurses to subsidize the cost of public and private health
care. Still, there is a great many nurses who cannot afford to volunteer for unlimited amounts of
time, and are eventually deskilled, contributing to the “brain” waste of necessary health human
resources.
This “surplus” has made nurses more vulnerable as laborers. Desperate to maintain their
skills and knowledge and eventually gain paid experience that will allow them to migrate, these
young people are exploited as volunteer laborers, which puts financial strain on their families
and makes nurses feel shame for their prolonged dependence and inability to fulfill their roles as
caretakers of younger members of the family. Professionally, the surplus of nurses weakens their
position as laborers. With so many under- or unemployed nurses waiting for positions in the
hospital, there is no active movement or urgency to better the working conditions or expand the
number of paid positions for nurses. Likewise, nurses are more focused on migrating out than on
improving the status of their profession or condition of their labor at home. In short, the focus on
transnational migration—as the end goal for most nurses—distracts from changes needed to
improve the laboring conditions and improve the provision of public health at home.
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While local nurse production responds to changes in the global labor market, the response
is slow, lagging at least five-years behind changes in demand or immigration policy. This study
has documented the GNCC in a local community during a bust period, and has illustrated the
effects on nurse production in health and training institutions, as well as the financial and
emotional effects experienced by families and nurses—as consumers—who invested in the nurse
training. While businesses—including nursing schools, exam review centers and a that have
popped up to profit from the production and migration of nurses have struggled during this bust
period, many have survived. Nurses, as critical health care workers and educators, and their
families have borne the greatest burden, as their investment in training has not paid off, nurse
educators are laid off as enrollment in nursing schools has decreased, and others are exploited as
volunteer labor and/or deskilled as a result of the lack of domestic employment opportunities.
Directions for future research
Most notably, future research is needed as the global nursing shortage develops and
patterns of migration change. Both the demands for and supply of nurses continue to unfold as
new countries seek to take part in the lucrative trade of professionals, as immigration politics of
receiving countries change, as economies expand again (or contract), and as demographic
changes grow the need for nursing labor in new places. Research is needed to document the
effects of the next boom, particularly with regard to ways nurses on the margins of the profession
(Raman 2012) might be pulled into the GNCC and its effects on the health system: Do nurses
that have been working outside of the nursing field for years gain nursing employment locally or
abroad? How prepared are these nurses to practice again? Or will there be an acute shortage
caused by rapid out-migration and a now lack of nurses who have been able to maintain their
technical skills and knowledge?
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More research is needed to understand the experiences and socialization of male nursing
students and nurses as they make up approximately 30 percent of nurses in the Philippines. No
studies have systematically examined male nurses’ experiences being socialized to provide
caring labor or the ways in which male nurses demonstrate or perform their masculinity as they
simultaneously perform traditionally feminine caring labor within a still highly gendered field.
Likewise, no studies have explored how gender affects nurses’ opportunities for migration or
experiences working abroad, especially in countries with great gender segregation and/or
inequality.
Finally, research is needed to explore the experiences of migrant Filipino nurses who are
working abroad, especially in other Asian and Middle Eastern countries. Ethnography is need to
capture the ways in which migrant nurses acculturate to work and life abroad, integrate into
racialized hierarchies within the workplace and larger society, and manage their relationships
and household at home. To my knowledge, there are no ethnographies of Filipino nurses who are
living and working in Middle Eastern hospitals or private households, either in more “open”
communities (for example, UAE) or in more restrictive ones (for example, Saudi Arabia).

296

Bibliography
Adversario, P. (2003, April 21). Philippines suffers from hemorrhage of nurses. The Manila
Times. Retrieved from
http://www.manilatimes.net/others/special/2003/apr/21/20030421spe1.html
Ahearn, L. M. (2001). Language and agency. Annual Review of Anthropology, 30, 109-137.
Aiken, L. H. (2007). US nurse labor market dynamics are key to global nurse sufficiency. Health
Services Research, 42(3 Pt 2), 1299-320. doi:10.1111/j.1475-6773.2007.00714.x
Aiken, L. H., Buchan, J., Sochalski, J., Nichols, B., & Powell, M. (2004). Trends in international
nurse migration. Health Affairs, 23(3), 69-77.
Alonso-Garbayo, A., & Maben, J. (2009). Internationally recruited nurses from India and the
Philippines in the United Kingdom: The decision to emigrate. Human Resources for Health, 7,
37. doi:10.1186/1478-4491-7-37
Althusser, L. (2006). Ideology and ideological state apparatuses (notes towards an investigation).
In Gupta, A. and Sharma, A. (Eds.), The Anthropology of the State: A Reader, (86-111). Malden,
MA: Blackwell Publishing.
Amrith, M. (2010). They think we are just caregivers: The ambivalence of care in the lives of
Filipino medical workers in Singapore. The Asia Pacific Journal of Anthropology, 11(3-4), 410427.
Appadurai, A. (1996). Modernity at large: Cultural dimensions of globalization. Minneapolis,
MN: University of Minnesota Press.
Asuncion, K. (2010, September 14). Students demand money’s worth. Philippine Daily Inquirer.
Retrieved from http://www.inquirer.net
Bach, S. (2007). Going global? The regulation of nurse migration in the UK. British Journal of
Industrial Relations, 45(2), 383-403.
Bach, S. (2010). Managed migration? Nurse recruitment and the consequences of state policy.
Industrial Relations Journal, 41(3), 249-266.
Baclay, J. (2010, August 31.) Nursing grad commits suicide after failing board exam. ABS-CBN
News. Retrieved from http://rp3.abs-cbnnews.com/nation/regions/08/31/10/nursing-graduatehangs-self-death
Bagaoisan, A. J., Ching, M. A. (2009, June 16). Defying CHEd rules, substandard nursing
schools churn out graduates. GMA News. Retrieved from
http://www.gmanetwork.com/news/story/165082/news/specialreports/defying-ched-rulessubstandard-nursing-schools-churn-out-graduates
Ball, R., & Piper, N. (2002). Globalisation and regulation of citizenship: Filipino migrant
workers in Japan. Political Geography, 21(8), 1013-1034.
Ball, R. E. (2004). Divergent development, racialised rights: Globalised labour markets and the
trade of nurses the case of the Philippines. In Women's Studies International Forum, 27(2), 119133.
297

Barber, P. G. (2000). Agency in Philippine women's labour migration and provisional diaspora.
In Women's Studies International Forum 23(4), 399-411.
Basch, L. G., Schiller, N. G., & Szanton Blanc, C. (1994). Nations unbound: Transnational
projects, postcolonial predicaments, and deterritorialized nation-states. London: Gordon and
Breach Science Publishers.
Batnitzky, A., & McDowell, L. (2011). Migration, nursing, institutional discrimination and
emotional/affective labour: Ethnicity and labour stratification in the UK National Health Service.
Social & Cultural Geography, 12(02), 181-201.
Baxter, A. (2012, May 10). Nursing shortage largely a myth for job seekers. Minnesota Public
Radio News. Retrieved from http://minnesota.publicradio.org/display/web/2012/05/10/nursingshortage-largely-a-myth/
Biesma, R. G., Brugha, R., Harmer, A., Walsh, A., Spicer, N., & Walt, G. (2009). The effects of
global health initiatives on country health systems: A review of the evidence from HIV/AIDS
control. Health Policy and Planning, 24(4), 239-52. doi:10.1093/heapol/czp025
Bourdieu, P. (1977). Outline of a Theory of Practice. UK: Cambridge University Press.
Bourdieu, P. (1996). On the family as a realized category. Theory Culture and Society, 13, 19-26.
Brush, B. L., & Sochalski, J. (2007). International nurse migration lessons from the Philippines.
Policy, Politics, & Nursing Practice, 8(1), 37-46.
Buchan, J. (2007). International recruitment of nurses: Policy and practice in the United
Kingdom. Health Services Research, 42(3 Pt 2), 1321-35. doi:10.1111/j.14756773.2007.00710.x
Buchan, J., Parkin, T., & Sochalski, J. (2003). International nurse mobility: Trends and policy
implications. Geneva: WHO. Retrieved from
http://apps.who.int/iris/bitstream/10665/68061/1/WHO_EIP_OSD_2003.3.pdf
Buchan, J., Perfilieva, G., & Organization, W. H. (2006). Health worker migration in the
European region: Country case studies and policy implications. Division of Country Support,
WHO Regional Office for Europe. Retrieved from
http://www.euro.who.int/__data/assets/pdf_file/0009/102402/E88366.pdf
Buerhaus, P. I., Staiger, D. O., & Auerbach, D. I. (2003). Is the current shortage of hospital
nurses ending? Health Affairs, 22(6), 191-8.
Chaguturu, S., & Vallabhaneni, S. (2005). Aiding and abetting nursing crises at home and
abroad. New England Journal of Medicine, 353(17), 1761-1763.
Chan, Z. C., Tam, W. S., Lung, M. K., Wong, W. Y., & Chau, C. W. (2013). A systematic
literature review of nurse shortage and the intention to leave. Journal of Nursing Management,
21(4), 605-613.
Chikanda, A. (2005). Nurse migration from Zimbabwe: Analysis of recent trends and impacts.
Nursing Inquiry, 12(3), 162-74. doi:10.1111/j.1440-1800.2005.00273.x
Chikanda, A. (2008). The migration of health professionals from Zimbabwe. In Connell, J. (Ed.),
The International Migration of Health Workers, (110-128). New York: Routledge.

298

Choy, C. C. (2003). Empire of care: Nursing and migration in Filipino American history.
Durham: Duke University Press.
Coe, C. (2008). The structuring of feeling in Ghanaian transnational families. City & Society,
20(2), 222-250. doi:10.1111/j.1548-744X.2008.00018.x
Connell, J. (2008). The global health care chain: From the pacific to the world (Vol. 12). New
York. N.Y.: Routledge.
Connell, J., & Stilwell, B. (2006). Merchants of medical care: Recruiting agencies in the global
health care chain. In C. Kuptsch (Ed.), Merchants of Labour (239-253). Geneva: International
Institute for Labour Studies.
Connell, J., Zurn, P., Stilwell, B., Awases, M., & Braichet, J. M. (2007). Sub-Saharan Africa:
Beyond the health worker migration crisis? Social Science & Medicine (1982), 64(9), 1876-91.
doi:10.1016/j.socscimed.2006.12.013
Constable, N. (2004). Changing Filipina identities and ambivalent returns. In Long, L. D. &
Oxfeld, E. (Eds), Coming Home?: Refugees, Migrants, and Those Who Stayed Behind, (104124). Philadelphia Press: University of Pennsylvania Press.
Cooper, R. A., & Aiken, L. H. (2006). Health services delivery: Reframing policies for global
migration of nurses and physicians: A US perspective. Policy, Politics, & Nursing Practice, 7(3
suppl), 66S-70S.
Dalangin-Fernandez, L. (2010, August 12). Probe ‘training fees’ nurses pay hospitals.
Inquirer.net. Retrieved from https://filipinonursescentral.wordpress.com/2010/08/12/probe‘training-fees’-nurses-pay-hospitals/
Denton, S. (2006). Nation-to-nation challenges to addressing the effects of emerging global
nurse migration on health care delivery. Policy, Politics, & Nursing Practice, 7(3 suppl), 76S80S.
Dioquino, R. J. (2012, February 18). Nursing profession plagued by unemployment, poor-quality
schools. GMA News Online. Retrieved from
http://www.gmanetwork.com/news/story/248540/news/nation/nursing-profession-plagued-byunemployment-poor-quality-schools
Donley, S. R., Flaherty, S. M., Sarsfield, E., Taylor, L., Maloni, H., & Flanagan, E. (2003). What
does the nurse reinvestment act mean to you? Online Journal of Issues in Nursing, 8(1), 9.
Dovlo, D. (2007). Migration of nurses from Sub-Saharan Africa: A review of issues and
challenges. Health Services Research, 42(3p2), 1373-1388.
Dywili, S., Bonner, A., & O'Brien, L. (2013). Why do nurses migrate? - a review of recent
literature. Journal of Nursing Management, 21(3), 511-20. doi:10.1111/j.13652834.2011.01318.x
Fang, Z. Z. (2007). Potential of china in global nurse migration. Health Services Research, 42(3
Pt 2), 1419-28. doi:10.1111/j.1475-6773.2007.00717.x
Feldbaum, H., & Michaud, J. (2010). Health diplomacy and the enduring relevance of foreign
policy interests. PLoS Medicine, 7(4), e1000226. doi:10.1371/journal.pmed.1000226

299

Ferguson, J., & Gupta, A. (2002). Spatializing states: Toward an ethnography of neoliberal
governmentality. American Ethnologist, 29(4), 981-1002. doi:10.1525/ae.2002.29.4.981
Folbre, N. (1995). Holding hands at midnight": The paradox of caring labor. Feminist
Economics, 1(1), 73-92.
Freeman, C. (2001). Is local: Global as feminine: Masculine? Rethinking the gender of
globalization. Signs, 26(4),1007-1037.
Gaidzanwa, R. B. (1999). Voting with their feet: Migrant Zimbabwean nurses and doctors in the
era of structural adjustment. Uppsala: Nordiska Afrikainstitutet; Somerset, NJ: Transaction
Publishers.
Gamburd, M. R. (2008). Milk teeth and jet planes: Kin relations in families of Sri Lanka's
transnational domestic servants. City & Society, 20(1), 5-31. doi:10.1111/j.1548744X.2008.00003.x
Gamlen, A. (2008). The emigration state and the modern geopolitical imagination. Political
Geography, 27(8), 840-856. doi:10.1016/j.polgeo.2008.10.004
Garrett, L. (2007). The challenge of global health. Foreign Affairs, 86(1), 14.
George, S. M. (2005). When women come first: Gender and class in transnational migration.
Berkeley: University of California Press.
Giddens, A. (1979). Central Problems in Social Theory: Action, Structure and Contradiction in
Social Analysis. Berkeley: University of California Press.
Giddens, A. (1984). The Constitution of Society: Outline of the Theory of Structuration.
Berkeley: University of California Press.
Gill, R. (2011). Nursing shortage in India with special reference to international migration of
nurses. Social Medicine, 6(1), 52-59.
Habermann, M., & Stagge, M. (2010). Nurse migration: A challenge for the profession and
health-care systems. Journal of Public Health, 18(1), 43-51.
Halbwachs, M., & Coser, L. A. (1992). On collective memory. Chicago: University of Chicago
Press.
Hawkes, M., Kolenko, M., Shockness, M., & Diwaker, K. (2009). Nursing brain drain from
India. Human Resources for Health, 7, 5. doi:10.1186/1478-4491-7-5
Ho, C. (2008). Chinese nurses in Australia: Migration, work and identity. In Connell, J. (Ed.),
The International Migration of Health Workers, (147-162). New York: Routledge.
Ho, E. L.-E. (2009). Constituting citizenship through the emotions: Singaporean transmigrants in
London. Annals of the Association of American Geographers, 99(4), 788-804.
Hochschild, A. R. (2000). Global care chains and emotional surplus value. In Hutton, W. &
Giddens, A. (Eds.), On the Edge: Living with Global Capitalism. London: Jonathan Cape.
Hochschild, A. R. (2004). Love and gold. In Ehrenreich, B. &Hochschild, A. R. (Eds.), Global
Women: Nannies, Maids, and Sex Workers in the New Economy, (15-30). New York: Owl
Books.

300

Hopkins, T. K., & Wallerstein, I. (1986). Commodity chains in the world-economy prior to 1800.
Review, 10(1), 157-170.
Hopkins, T. K., & Wallerstein, I. (1994). Commodity chains: Construct and research.
Contributions in Economics and Economic History, 17-17.
Inquirer. (2006). Editorial: Goodbye, dear nurses. Inquirer.net. Retrieved from
http://news.inq7.net/opinion/index.php?index=2&story_id=77319&col=84
Jamandre, T. (2009, May 17). JPEPA sends nurses, caregivers to Japan. The Philippine Star.
Retrieved from http://www.philstar.com/starweek-magazine/467972/jpepa-sends-nursescaregivers-japan
Jaymalin, M. (2008, September 1). 400,000 licensed nurses have no jobs in RP-PRC.
PhilStar.com. Retrieved from http://www.philstar.com/headlines/82753/400000-licensed-nurseshave-no-jobs-rp-–-prc
Juraschek, S. P., Zhang, X., Ranganathan, V., & Lin, V. W. (2012). United states registered
nurse workforce report card and shortage forecast. American Journal of Medical Quality: The
Official Journal of the American College of Medical Quality, 27(3), 241-9.
doi:10.1177/1062860611416634
Kaelin, L. (2011). Care drain: The political making of health worker migration. Journal of Public
Health Policy, 32(4), 489-98. doi:10.1057/jphp.2011.43
Kalipeni, E., Semu, L. L., & Mbilizi, M. A. (2012). The brain drain of health care professionals
from Sub-Saharan Africa: A geographic perspective. Progress in Development Studies, 12(2-3),
153-171.
Kanchanachitra, C., Lindelow, M., Johnston, T., Hanvoravongchai, P., Lorenzo, F. M., Huong,
N. L., dela Rosa, J. F. (2011). Human resources for health in Southeast Asia: Shortages,
distributional challenges, and international trade in health services. The Lancet, 377(9767), 769781.
Khadria, B. (2007). International nurse recruitment in India. Health Services Research, 42(3 Pt
2), 1429-1436.
Kingma, M. (2006). Nurses on the move: Migration and the global health care economy. Ithaca,
NY: IRL Press.
Kingma, M. (2007). Nurses on the move: A global overview. Health Services Research, 42(3 Pt
2), 1281-98. doi:10.1111/j.1475-6773.2007.00711.x
Kirigia, J. M., Gbary, A. R., Muthuri, L. K., Nyoni, J., & Seddoh, A. (2006). The cost of health
professionals' brain drain in Kenya. BMC Health Services Research, 6, 89. doi:10.1186/14726963-6-89
Kleinman, A. (1999). Moral experience and ethical reflection: Can ethnography reconcile them?
A quandary for" the new bioethics". Daedalus, 128(4), 69-97.
Kline, D. S. (2003). Push and pull factors in international nurse migration. Journal of Nursing
Scholarship, 35(2), 107-111.

301

Lavado, R. F. (2011). Magna Carta of Public Health Workers: does it really fulfill its intent?
Policy Notes 2011(4), 1-4. Philippine Institute for Development Studies. Retrieved from
http://dirp4.pids.gov.ph/ris/pn/pidspn1104.pdf
Le Espiritu, Y. (2003). Home bound: Filipino American lives across cultures, communities, and
countries. University of California Press.
Leslie, D. (2012). Gender, commodity chains and everyday life. In Warf, B. (Ed.), Encounters
and engagements between economic and cultural geography (65-78). Springer.
Likupe, G. (2006). Experiences of African nurses in the UK National Health Service: A literature
review. Journal of Clinical Nursing, 15(10), 1213-1220.
Little, L. (2007). Nurse migration: A Canadian case study. Health Services Research, 42(3 Pt 2),
1336-53. doi:10.1111/j.1475-6773.2007.00709.x
Lopez, M. (2012). Reconstituting the affective labour of Filipinos as care workers in Japan.
Global Networks, 12(2), 252-268.
Lorenzo, F. M. E., Galvez-Tan, J., Icamina, K., & Javier, L. (2007). Nurse migration from a
source country perspective: Philippine country case study. Health Services Research, 42(3 Pt 2),
1406-1418.
Lutz, H. (2002). At your service madam! The globalization of domestic service. Feminist
Review, 70(1), 89-104.
Mackey, T. K., & Liang, B. A. (2012). Rebalancing brain drain: Exploring resource reallocation
to address health worker migration and promote global health. Health Policy, 107(1), 66-73.
doi:10.1016/j.healthpol.2012.04.006
Mallaby, S. (2004, November 29). How Africa subsidizes US health care. The Washington Post.
A19. Retrieved from http://www.washingtonpost.com/wp-dyn/articles/A18883-2004Nov28.html
Manalansan IV, M. F. (2003). Global divas: Filipino gay men in the diaspora. Durham: Duke
University Press.
Manila Standard Today. (2010, May 15). CHED flunks 147 nursing schools. Retrieved from
http://thestandard.com.ph
Margold, J. A. (2004). Filipina depictions of migrant life for their kin at home. In Long, L. D. &
Oxfeld, E. (Eds), Coming Home?: Refugees, Migrants, and Those Who Stayed Behind, (49-62).
Philadelphia Press: University of Pennsylvania Press.
Masselink, L. E., & Daniel Lee, S. Y. (2013). Government officials' representation of nurses and
migration in the Philippines. Health Policy and Planning, 28(1), 90-9.
doi:10.1093/heapol/czs028
Massey, D. S., Arango, J., Hugo, G., Kouaouci, A., Pellegrino, A., & Taylor, J. E. (1993).
Theories of international migration: A review and appraisal. Population and Development
Review, 431-466.
Mckay, D. (2007). ‘Sending dollars shows feeling’ – emotions and economies in Filipino
migration. Mobilities, 2(2), 175-194. doi:10.1080/17450100701381532
Mejia, A. (1978). Migration of physicians and nurses: A world wide picture. International
Journal of Epidemiology, 7(3), 207-215.
302

Nair, S., & Percot, M. (2007). Transcending boundaries: Indian nurses in internal and
international migration. Centre for Women's Development Studies.
Nichols, B. L. (2006). An overview of papers presented at building global alliances III: The
impact of global nurse migration on health services delivery. Policy, Politics, & Nursing
Practice, 7(3 suppl), 12S-15S.
Nullis-Kapp, C. (2005). Efforts under way to stem ‘brain drain' of doctors and nurses. Bulletin of
the World Health Organization, 83(2), 84-85.
Oishi, N. (2005). Women in motion: Globalization, state policies, and labor migration in Asia.
Stanford University Press.
Okazaki, S., David, E. J. R., & Abelmann, N. (2008). Colonialism and psychology of culture.
Social and Personality Psychology Compass, 2(1), 90-106.
Onuki, H. (2009). Care, social (re)production and global labour migration: Japan's ‘special gift’
toward ‘innately gifted’ Filipino workers. New Political Economy, 14(4), 489-516.
doi:10.1080/13563460903287306
Ostrow, N. (2012, March 22). Nursing shortage is over in U.S. Until retirement glut hits.
Bloomberg Businessweek. Retrieved from
http://www.businessweek.com/printer/articles/23726?type=bloomberg
Overland, M. A. (2005, May 27). Philippine reformer quits under pressure. Chronicle of Higher
Education, 27, 551.
Padua, R. (2008, July 8). COA hits CHEd for failure to close nursing schools. The Philippine
Star. Retrieved from http://www.philstar.com/headlines/71689/coa-hits-ched-failure-closenursing-schools
Palma-Beltran, M. R., & Rodriguez, G. F. (1996). Filipino women migrant workers: At the
crossroads and beyond Beijing. Quezon City, Philippines: Giraffe Books.
Pang, T., Lansang, M. A., & Haines, A. (2002). Brain drain and health professionals: A global
problem needs global solutions. BMJ: British Medical Journal, 324(7336), 499.
Parreñas, R. S. (2001). Servants of Globalization: Women, Migration and Domestic Work.
Stanford: Stanford University Press.
Parreñas, R. S. (2005). Children of global migration: Transnational families and gendered woes.
Stanford University Press.
Pazzibugan, D. (2012, November 27). CHEd to close down more nursing programs in 2013.
Philippine Daily Inquirer. Retrieved from http://newsinfo.inquirer.net/314211/ched-to-closedown-more-nursing-programs-in-2013
Percot, M. (2006). Indian nurses in the Gulf: From job opportunity to life strategy. In Agrawal,
A. (Ed.), Migrant Women and Work, (155-176). New Delhi, India: Sage Publications India.
Percot, M., & Rajan, S. I. (2007). Female emigration from India: Case study of nurses. Economic
and Political Weekly, 42(4), 318-325.
Pfeiffer, J., & Nichter, M. (2008). What can critical medical anthropology contribute to global
health? Medical Anthropology Quarterly, 22(4), 410-415. doi:10.1111/j.15481387.2008.00041.x
303

Pfeiffer, J., Johnson, W., Fort, M., Shakow, A., Hagopian, A., Gloyd, S., & Gimbel-Sherr, K.
(2008). Strengthening health systems in poor countries: A code of conduct for nongovernmental
organizations. American Journal of Public Health, 98(12), 2134-40.
doi:10.2105/AJPH.2007.125989
Philippines Overseas Employment Administration, P. O. E. A. (2010). POEA Annual Report
2010. Retrieved from http://www.poea.gov.ph/ar/ar2010.pdf
Philippine Statistics Authority (2011). 2009 Average annual family income and expenditure by
province. Retrieved from
https://psa.gov.ph/sites/default/files/attachments/hsd/article/TABLE%207%C2%A0%C2%A0%
C2%A0Number%20of%20Families%2C%20Total%20Family%20Income%20and%20Total%20
Family%20Expedniture%20%2C%20by%20Income%20Class%20and%20by%20Region%2C%
202009.pdf
Pingol, A. (2001). Remaking masculinities: Identity, power, and gender dynamics in families
with migrant wives and househusbands. Quezon City]: UP Center for Women's Studies: Ford
Foundation.
Pittman, P., Aiken, L. H., & Buchan, J. (2007). International migration of nurses: Introduction.
Health Services Research, 42(3p2), 1275-1280.
Pittman, P. M., Folsom, A. J., & Bass, E. (2010). U.S.-based recruitment of foreign-educated
nurses: Implications of an emerging industry. The American Journal of Nursing, 110(6), 38-48.
doi:10.1097/01.NAJ.0000377689.49232.06
Pratt, G. (1999). From registered nurse to registered nanny: Discursive geographies of Filipina
domestic workers in Vancouver, BC. Economic Geography, 75(3), 215-236.
Prescott, M. (2007). The transnational experiences of foreign trained nurses: Case histories of
seven Filipino migrants (Unpublished Master’s thesis). University of Arizona, Tucson, Arizona.
Quiros, J. (2010, April 21). No takers for nursing jobs. Philippine Daily Inquirer. Retrieved from
http://www.inquirer.net
Raghuram, P. (2012). Global care, local configurations--challenges to conceptualizations of care.
Global Networks, 12(2), 155-174.
Ramamurthy, P. (2004). Why is buying a" madras" cotton shirt a political act? A feminist
commodity chain analysis. Feminist Studies, 30(3), 734-769.
Raman, K. R. (2012). Currents and eddies: Indian-Middle east migration processes. Cambridge
Journal of Regions, Economy and Society, rss003. doi: 10.1093/cjres/rss003
Romina Guevarra, A. (2006). Managing ‘vulnerabilities’ and ‘empowering’ migrant Filipina
workers: The Philippines’ overseas employment program. Social Identities, 12(5), 523-541.
doi:10.1080/13504630600920118
Ronquillo, C., Boschma, G., Wong, S. T., & Quiney, L. (2011). Beyond greener pastures:
Exploring contexts surrounding Filipino nurse migration in Canada through oral history. Nursing
Inquiry, 18(3), 262-75. doi:10.1111/j.1440-1800.2011.00545.x
Rudnyckyj, D. (2004). Technologies of servitude: Governmentality and Indonesian transnational
labor migration. Anthropological Quarterly, 77(3), 407-434.

304

Ryan, L. (2008). Navigating the emotional terrain of families here and there: Women, migration
and the management of emotions. Journal of Intercultural Studies, 29(3), 299-313.
Salamat, M. (2012). Aquino gov’t withdraws legally mandated benefits of health workers.
Bulatlat.com. Retrieved from http://bulatlat.com/main/2012/03/13/aquino-gov’t-withdrawslegally-mandated-benefits-of-health-workers/
Salmon, M. E., Yan, J., Hewitt, H., & Guisinger, V. (2007). Managed migration: The Caribbean
approach to addressing nursing services capacity. Health Services Research, 42(3 Pt 2), 1354-72.
doi:10.1111/j.1475-6773.2007.00708.x
Sassen, S. (1996). Losing control? : Sovereignty in an age of globalization. New York:
Columbia University Press.
Sayer, A. (2000). Moral economy and political economy. Studies in Political Economy, 61.
Schiller, N. G., & Fouron, G. E. (2001). Georges woke up laughing: Long-distance nationalism
and the search for home. Durham: Duke University Press.
Schiller, N. G., Basch, L., & Blanc, C. S. (1995). From immigrant to transmigrant: Theorizing
transnational migration. Anthropological Quarterly, 68(1), 48-63.
Smith, P., & Mackintosh, M. (2007). Profession, market and class: Nurse migration and the
remaking of division and disadvantage. Journal of Clinical Nursing, 16(12), 2213-20.
doi:10.1111/j.1365-2702.2007.01984.x
Social Weather Station. (2014, February 12). Fourth quarter 2013 social weather survey: adult
joblessness at 27.5%; 9% lost their jobs involuntarily, 14% resigned. Retrieved from
https://www.sws.org.ph/pr20140212_Joblessness%20(media%20release).pdf
Solano, D., & Rafferty, A. M. (2007). Can lessons be learned from history? The origins of the
british imperial nurse labour market: A discussion paper. International Journal of Nursing
Studies, 44(6), 1055-1063.
SONA: English Translation of Pres. Benigno S. Aquino III's State of the Nation Address. (2010,
July 26). GMA News Online. Retrieved from
http://www.gmanetwork.com/news/story/197030/news/nation/sona-english-translation-of-presbenigno-s-aquino-iii-s-state-of-the-nation-address
Staiger, D. O., Auerbach, D. I., & Buerhaus, P. I. (2012). Registered nurse labor supply and the
recession: are we in a bubble? New England Journal of Medicine, 366(16), 1463-1465.
Tumulty, G. (2001). Professional development of nursing in Saudi Arabia. Journal of Nursing
Scholarship, 33(3), 285-290.
Tyner, J. A. (1999). The global context of gendered labor migration from the Philippines to the
united states. American Behavioral Scientist, 42(4), 671-689.
U.S. Department of Health and Human Services, U. S. D. H. H. S. (2002). Projected supply,
demand, and shortages of registered nurses: 2000-2020. Health Resources and Services
Administration, Bureau of Health Professions, National Center for Health Workforce Analysis.
Walton-Roberts, M. (2012). Contextualizing the global nursing care chain: International
migration and the status of nursing in Kerala, India. Global Networks, 12(2), 175-194.
doi:10.1111/j.1471-0374.2012.00346.x

305

Williams, R. (1977). Marxism and literature. Oxford: Oxford University Press.
World Bank. (2011). Migration and remittances factbook 2011. World Bank, Washington DC.
World Health Organization, W. H. O. (2006). Working together for health: The world health
report 2006. Geneva: World Health Organization.
Xu, Y. (2006). From diplomacy to national development: Evolution of chinese policy on the
international mobility of nurses. Harvard Health Policy Review, 7(1), 121.
Xu, Y. (2007). Strangers in strange lands: A metasynthesis of lived experiences of immigrant
asian nurses working in western countries. ANS. Advances in Nursing Science, 30(3), 246-65.
doi:10.1097/01.ANS.0000286623.84763.e0
Yagi, N., Mackey, T. K., Liang, B. A., & Gerlt, L. (2014). Policy review: Japan-Philippines
economic partnership agreement (JPEPA)—analysis of a failed nurse migration policy.
International Journal of Nursing Studies, 51(2), 243-50. doi:10.1016/j.ijnurstu.2013.05.006
Yan, J. (2006). Health services delivery: Reframing policies for global nursing migration in
North America: a Caribbean perspective. Policy, Politics, & Nursing Practice, 7(3 suppl), 71S75S.
Yeates, N. (2004a). A dialogue with global care chain analysis: Nurse migration in the Irish
context. Feminist Review, 77(1), 79-95.
Yeates, N. (2004b). Global care chains. International Feminist Journal of Politics, 6(3), 369391. doi:10.1080/1461674042000235573
Yeates, N. (2009a). Globalizing care economies and migrant workers : Explorations in global
care chains. Houndmills, Basingstoke, Hampshire: New York, N.Y.: Palgrave Macmillan.
Yeates, N. (2009b). Production for export: The role of the state in the development and operation
of global care chains. Population, Space and Place, 15(2), 175-187.
Zimmerman, M. K., Litt, J. S., & Bose, C. E. (2006). Global dimensions of gender and
carework. Stanford, Calif.: Stanford Social Sciences.

306

