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Introduction
When it comes to healthcare in the United States, we are blindly walking 
into a time for which we are ill prepared. We are facing a huge shortage 
of healthcare professionals, and that shortage has real-life consequences 
because it will affect people we love. 

Consider these facts:

• We are an aging population with high expectations, willing to 
customarily having someone else pay for our healthcare needs and 
lifestyle consequences (such as smoking, obesity, etc.).

• The Baby Boom Generation, the highest concentration of the U.S. 
population, is retiring, and we do not have the supply of healthcare 
professionals equipped to meet the increased demands associated 
with aging.

• The average age of nurses in the U.S. is significantly older than our 
population. Many of today’s healthcare workers will transition from 
providers to patients.

• The Affordable Care Act increases the pressure and patient volumes 
for many healthcare institutions because of its mandates for the 
previously uninsured.

• Our domestic education systems have not and cannot produce 
anywhere near the quantity of healthcare workers needed. We 
have adequate supply in some parts of our nation and significant 
shortage in others.

• Government has waited too long to address the issue, and now we 
are in crisis mode .

The result is simply this: We are at a crossroads relative to the supply of 
professional healthcare workers in our nation. We are facing a stark reality 
that threatens whether we as a country will be able to care for ourselves 
today, tomorrow, next week, next month and next year.

Unfortunately, we have reached our current situation by our own design. We 
have allowed regulators and special interest groups to push their agendas to 
our personal detriment. Healthcare is an immensely messy and often conflicted 
business filled with people who care deeply but cannot always deliver the 
services they believe patients deserve. They need our help.

There is a solution, however. The one remaining opportunity to salvage our 
healthcare needs is to streamline legal immigration. Because our current 
pipeline of healthcare students is inadequate, and our ability to produce future 
prospects through own our educational system is waning, we need to look 
toward international resources. That means adjusting our legal immigration 
views and laws to grant more visas and increase our supply of healthcare 
professionals.

This has been my journey the last 17 years. I am witness to the business and 
how it has changed. I have the insight as to how our society has changed. I 
know what the problems are and how to address them. There is a vacuum 
increasing in intensity that is not yet effectively interpreted by people who

can make a difference. As thought-leaders, we are responsible 
for addressing the problem before we don’t have the capacity to 
address it at all . 

I am not a “special interest” pushing an agenda for my own reward in 
this case. Rather, my concern is for people to understand the realities 
and consequences of the current environment and to inspire them 
to envision a better future .

Michael Le Monier
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Section  1:  
The primary realities  

creating today’s  
environment



Baby Boomers are retiring – caregivers are becoming care receivers

The U .S . Census Bureau commonly defines “The Baby Boom  
Generation” as people born between 1946 and 1964. About 72.5  
million men and women fit within those parameters, which in 
1964 was 37 percent of the national population. Today, Baby  
Boomers still make up more than a quarter of American citizens.

• By 2029, all of the Baby Boomers will be aged 65 or over, which 
means more than 20 percent of the total U.S. population will be 
over the age of 65 by then. 

• The aging population is not just an American phenomenon. 
Moody’s Investor Service recently said that by 2020 – just five years 
from now – 13 countries will be “super-aged,” meaning that more 
than 20 percent of the population will be over 65. Three countries 
already are super-aged – Germany, Italy and Japan. That number 
will rise to 34 nations (including the U.S.) by 2030.

 
The average age of healthcare workers is older than the population

Because we as human beings consume 90 percent of our total life 
healthcare experiences in the last two to three years of our lives, the 
demand for healthcare professionals will intensify. 

• The Robert Graham Center, which conducts family medicine 
policy research, says that the U.S. will need more than 50,000 
additional primary care physicians by 2025 to accommodate 
the aging population. 

• In addition, the American Association of Colleges of Nursing projects 
a significant shortage of registered nurses as Baby Boomers age. 
In fact, the Bureau of Labor Statistics projects the need for 525,000 
replacement nurses in the workforce by 2022. 

• Many of the nurses and physical therapists we currently rely 
upon to treat our needs will be right there in the waiting rooms 
with us in the near future. According to the U.S. Department 
of Health and Human Services, about one-third of the nursing 
workforce is older than 50. The average age of nurses is about 
nine years older than the average age of the U.S. population.   

The Affordable Care Act brings needy consumers and raises demand

By its very design, the Affordable Care Act (ACA) increases the pressure 
and patient volumes for many institutions because of its mandates for 
the previously uninsured. That means the ACA will bring in a significant 
number of patients who have been outside the system or who have 
received care designed to stabilize rather than comprehensively treat 
their health issues . 

 The ACA also changes our healthcare structure from a “fee-for-service” 
to a “fee-for-outcome” model. That is a good thing for patients, but it

re-emphasizes the shortage of healthcare professionals, since it 
dramatically affects the nurse-to-patient ratio.

• In a fee-for-service environment, a nurse is an expense. As such, 
hospitals have sought to minimize their expenses by minimizing 
the number of nurses . 

• Although varying by state and shift, on a medical surgical 
floor, a customary nurse/patient ratio is 1:6 (one nurse for 
every six patients). The reason it is that high is purely economic.  
The problem with that kind of a ratio is that the nurse is so busy 
running from patient to patient that he or she cannot deliver 
effective care . 

• In a telemetry unit, the nurse-to-patient ratio is a little lower (about 
1:4) because all the patients in that ward are being monitored 
electronically. That still presents a risk to the patient, since there 
needs to be enough nurses to respond to what the monitors are 
showing. 

• The Affordable Care Act now bases reimbursement on results 
rather than services. If patients are readmitted to the hospital 
because of something the hospital did, there is no reimbursement 
for those additional services . 

• That changes things economically. No longer is the nurse seen as 
an expense, but as an investment. It is suddenly in the hospital’s 
best interests to focus on a quality-of-care environment in which 
adequate staffing reduces mistakes.

The shift to the pay-for results model has had an immediate  
impact on the recruitment of healthcare professionals. Since most 
readmissions post-surgery are due to infection, hospitals in the pay-for-
results model are not going to be reimbursed. 

That has caused hospitals to focus more on the sterile processing aspect 
of the operating room. It is causing hospitals to hire certified sterile 
processing technicians instead of just sterile processing technicians. 
That change in terms of the economic value of such certification has 
brought it up on the radar screens of companies that recruit healthcare 
professionals. We are being asked to fill a lot of those positions.  

Our domestic supply cannot meet the aging demand 

Healthcare is an increasingly less desirable career choice now than 
in any period since World War II. The costs of education make many 
healthcare careers poor economic choices, let alone the fact that it 
is hard work. 

Three primary factors have influenced our lack of supply here at home:

1. “Education creep”

Education creep is a phenomenon that occurs in many fields because 
over time, entry-level employment standards are raised, often to protect 
wages, and educators willingly comply.
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That shortage is driven by economics. Nurse educators historically have 
been underpaid and undervalued. A nurse educator has to think much 
like a nurse executive and should be compensated accordingly. 

That has not been the case at our higher education institutions. A CEO 
or VP of nursing earns so much more than college faculty that there 
isn’t much interest in filling those faculty roles. That shortage of faculty 
has often led to citizen students who have expressed interest in the 
profession being turned away.

3. Women’s roles in the workplace have changed dramatically

Another factor affecting our domestic supply is the ongoing role of 
women in the workplace. Women have more career choices than 
ever before. This has significantly reduced the number of people in-
terested in nursing, as healthcare must compete with other careers to 
get women’s attention.

As our economy has moved from a manufacturing or brawn-based skill 
set to a service or intellect-based skill set, women have proven more 
than capable of competing with men.

The first half of the Baby Boom Generation was largely stuck in the 
old model of women typically fulfilling roles as nurses, secretaries 
and teachers. The second half represents a much more selective 
female workforce that has chosen to excel in many other professions 
that offer more flexible hours and better pay.

This has led to fewer and fewer women pursuing a nursing career. During 
a recession, nursing tends to be a bulletproof career choice. But the 
reality is that nurses frequently leave the caregiver role for other pursuits. 

The caregiver role is very hard work, very fast-paced and very  
unforgiving while dealing with humanity often at its worst. During  
stronger economic times, nurses flee the hospitals for greener pastures.  

However, during a recession, especially in cases where the spouse loses 
employment, the woman returning to the hospital as a nurse historically 
has been a surefire way of getting medical benefits as well as overtime 
to support the family during employment downturns.

As the economy recovers, the nurses tend to leave and return to their 
previous pursuits outside the hospital. Why this will not happen in the 
future is because the average age of nurses is nine years older than the 
average age of our population. So it is inevitable that the “bench” that 
existed historically will return to the hospital in the role of patient, not 
provider.  All of these factors have contributed to our current healthcare  
crisis. Taken together, it is easy to see why we are facing shortages, and 
why we have been forced to look elsewhere for our supply.

It is no different in healthcare:

• An associates degree in nursing was once all that was required 
for employment, and that was a two-year program. A third year 
offered a diploma in nursing. As the profession and its regulations 
have continued, more and more organizations today are seeking 
a four-year bachelors degree (and preferring a masters) as a 
requirement for entry-level positions.

• So 2-3 years has become 4-6 years. Educators win, because more 
money is spent with their institution. Regulators win, because they 
create the perception of having done something. And unions win, 
because advanced education is used to create labor shortages 
and drive wages. The only loser in the equation is the patient.

• In physical therapy, we have gone from a bachelors as an entry-
level degree to a masters, and now a doctorate, which is a six-
year program at best. 

When looking at the cost of a doctorate education and the wages a 
physical therapist earns, it is not a pretty economic picture. Graduates 
do not make enough money to pay off significant student loans, and 
this will be a disincentive to enroll, because Americans do have choices. 
If I’m going to spend six or seven years in college, I want to know that 
it will lead to an income level sufficient to enjoy a reasonable quality 
of life even in the face of repaying my loans.

The reason for “education creep” in physical therapy is to accommodate 
the diagnostic responsibility to fully evaluate a patient’s healthcare needs. 
Historically, the primary care physician was the one to diagnose the 
shoulder injury, assess how the person’s range of motion is compromised 
and decide procedures to restore mobility. 

But today, when primary care physicians are overwhelmed by the 
demand, the patient can choose instead to go directly to a doctor 
of physical therapy, have his shoulder be evaluated and have it 
be determined whether care or surgery is an appropriate option. 
While this does enhance the economic opportunity for a physical  
therapist, there has been no increase in wage as a result of this 
standard being put in place. 

In a world driven by reimbursement, the flexibility to expand wages to 
a point of making this career a worthwhile economic pursuit is unlikely. 
And as a result, fewer Americans will enroll for a career as a physical 
therapist. The schooling takes too long, the cost of the investment is too 
high, and the return on investment is too low.

2. Lack of nursing and therapy educators

Then there is the issue of who trains these new graduates. The lack of 
nursing and therapy educators has caused much talent to be turned 
away. Many people who are interested in becoming nurses cannot 
get into the profession because there is a shortage of nurse faculty in 
our country . 
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recruiting qualified candidates and transitioning them responsibly 
and legally to the U.S., where they make an immediate impact.  

Congress pinched the pipeline

The U.S. Congress periodically establishes a multiyear allotment of green 
card visas in order to control the flow – there’s not an unlimited supply 
of these available. Because of an increased demand in the mid-2000s, 
the U.S. had consumed its volume of employer-based visas earlier than 
expected, and by November of 2006 was in a position of needing more 
to fill the demand. This was historically a fairly common experience, and 
one that requires a Congressional response. 

In November 2006, however, the Congressional Hispanic Caucus was 
able to stall that response by having Congress agree not to authorize any 
more employer-based visas for legal immigration until an acceptable 
solution for illegal immigration became law.

Thus, the tangle between legal and illegal immigration – which historically 
has been a muddled mess to begin with – minimized permanent residency 
immigration and offered no additional resources for non-permanent 
residency immigration. In essence, starting in November 2006, legal 
immigration was being held hostage by illegal immigration. 

As a result, Congress has not increased authorization of employer-based 
visas since November 2006. Before that, the longest span between 
using up an allotment and issuing more had been about 90 days. Now 
it’s been nine years. That is nine years during which the demand for 
healthcare has been increasing without the supply of qualified providers 
keeping up. 

The effect on staffing 

The situation in the mid-2000s actually worked to heighten the value of 
a company like MedPro – not the value dollar-wise, but the value of the 
service itself. In fact, it was not until then that the industry association 
for which I serve as president was created. 

The American Association of International Healthcare Recruiters 
(AAIHR) was not established because staffing companies wanted to 
convene periodically and create best-practices documents – AAIHR 
was established because we had to work collectively to clear this new 
regulatory hurdle that threatened (and continues to threaten) the very 
nature of our healthcare system in the United States . 

The AAIHR is the voice representing the industry and our employees’ 
interests. We are lobbyists, legal strategists and at times opponents of 
regulators who make decisions without context and refuse to contemplate 
unintended consequences. We attempt reason first, and then do what 
we must. Our greatest victories are where collaboration and compromise 
prevent confrontation.

Unlike many companies in our industry, MedPro employs many foreign 
and domestic workers. The only reason we ever went to international 
recruitment was because iwe could not recruit enough domestic

Why MedPro recruits overseas

I own and operate a Joint Commission-certified staffing company 
known as MedPro Healthcare Staffing (medprostaffing.com) that has 
successfully placed thousands of quality domestic and foreign-educated 
healthcare professionals into facilities seeking top talent. 

We recruit here in the U.S. every day in advertisements and messages 
sent to all corners of our nation. But we also are one of the largest 
recruiters of nurses and physical therapists from outside the U.S. We 
currently have contracts with more than 300 organizations to service 
more than 2,500 healthcare facilities . 

When working globally, we invest in training potential employees to 
the appropriate U.S. standards, including both English and clinical 
skills. Upon successful completion, we legally bring them to the United 
States on either temporary or permanent visas at their discretion. They 
agree to work for us for three to four years in return for our investment 
at prevailing wages or better.

Why does an outfit like MedPro exist? We’ve been around for more than 
30 years. Ironically, international recruitment wasn’t our premise initially, 
but it became that way more and more as we began to realize that 
the domestic supply wasn’t and could never be sufficient. 

We are not the only company that provides international staffing, but 
we are the largest, and quite frankly, the most experienced. What 
makes MedPro unique is our ability to place personnel appropriately 
in locales where they are needed. 

That makes a company like mine extremely interested in employer-
based immigration, as we believe it is the only viable option remaining 
to address our current healthcare crisis .

What caused the current shortage

The two typical models by which employer-based immigration functions 
are (1) immigrant visas, also known as green cards, and (2) non-immigrant 
visas, often referred to as H-1B visas, which allow U.S. employers to hire 
international workers in specialty occupations, including several types 
of healthcare professionals. 

An employer bringing an H-1B visa worker into the U.S. is required to 
compensate that employee at a prevailing wage, and these wages 
must be paid whether the employee works or not. This guarantee really 
causes employers to minimize the volume of H-1B visa workers they 
bring in, as having an employee sitting on the bench is a very expensive 
business disadvantage. 

When people come into the country on an immigrant visa, or green 
card, they can remain and work for as long as they choose. Their visa 
offers permanent residency. When people come on a non-immigrant 
H-1B visa, they can stay for three years and renew for three more if they 
desire. But after that, they are required by law to leave the country 
unless a permanent visa is approved. 

Staffing companies like MedPro rely on both the green card 
and the H-1B visas to supplement the American workforce by  
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Contribution vs. consumption

But there is much more. Immigration is not just a challenge in the U.S., but 
also globally. Each nation – both the source nation and the host nation 
– have complex laws and regulations requiring compliance. For MedPro 
and our industry brethren, knowing U.S. immigration standards alone is 
nowhere near enough. Companies like MedPro have to understand all 
the nuances of each source country where we might engage. 

As for illegal immigration, it is a global phenomenon, too. In the simplest 
of terms, illegal immigration is when people who perceive themselves 
as having nothing attempt to gain access where they might find or be 
given something. Illegal immigration often favors those who are regarded 
as disadvantaged, which is the opposite of legal, employment-based 
immigration. 

Illegal immigration is an unlawful activity designed to take advantage 
of or at least hope for a better opportunity for the individual. Legal 
immigration focuses on those professionals who can directly contribute 
to the American experience. 

The crux of the matter – and what often is missed in the discussion – is that 
legal immigrants are placed into situations where they can contribute 
even at the highest levels of the socioeconomic scale, while illegal 
immigrants (often without education or skills) are left at the lowest levels 
of the socioeconomic scale and may end up as consumers of services 
and resources rather than contributors . 

The problem is that informed people and uninformed people alike lump 
the two together under the illegal umbrella, which taints the efforts to use 
legal immigration in ways that are productive to our country’s causes 
and needs. It is a critical roadblock in the healthcare discussion, and 
a huge factor as to why we are in crisis mode today.

workers willing to work where needed. We did not make this shift because 
we could somehow earn more money hiring foreign workers – we did 
it purely because of the lack of supply. 

We recognized ten years ago that he or she who solves the problems of 
supply and distribution wins. The ability to place a qualified worker in the 
right place at the right time is the key to continued growth and success 
in the healthcare industry. It is that pursuit of professionals that caused 
us to risk the idea of investing in international recruitment to begin with. 

I do not know how old the international recruitment industry is (at least 
several decades), but as its complexity has grown due to increases in 
law and regulation, it has become too hard and too challenging for 
many healthcare institutions to do this on their own – the knowledge 
is too specialized. As a result, they turn to us, as it is a primary focus of 
what we do.

Legal immigration vs. illegal immigration –  never the twain should  
 meet

The 2006 situation is a good example of why efforts to streamline legal 
immigration have been severely hampered by the debate regarding 
illegal immigration. At the time, hospitals were squirming to reverse a 
nursing shortage. There was pressure in Washington to respond, which 
ended up being blocked inappropriately when the illegal immigration 
component was inserted into the argument. 

To the general public, there is no perceived difference at all. The notion 
that all immigration is illegal is based on the politically fomented fear of 
“foreigners” illegally crossing American borders and taking American jobs. 

Some people in Washington and in the media promulgate this fear for 
their own personal gain. They apply these terms “globally” without any 
nuance at all for shortages in large parts of our nation that unquestionably 
exist in the American workforce. If shortages did not exist, it is doubtful 
that MedPro would exist!

Where legal immigration for employment purposes is concerned, our 
nation does a tremendous job of defending American workers. Legal 
immigration requires employers to prove for each case they submit that 
not only a shortage of professionals exists, but also provide evidence 
that they have attempted all known methods of recruitment and not 
been successful . 

In healthcare, the Bureau of Labor Statistics identifies many positions 
and types of jobs as shortage and specialty occupations. And even 
though the Bureau has healthcare professionals on the shortage list, an 
employer trying to fill these positions through immigration walks through a 
rigorous examination that takes time and costs money before someone 
can be recruited overseas .

Our legal immigration policy is truly, and justly, an American-first policy. 
Programs in place today ensure that foreign-educated healthcare 
professionals are not taking jobs from Americans. This is as it should be 
– sound domestic policy.
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is not illegal to throw out terms like what is “fair” to the American worker, 
and “brain drain” in the source country, and how this “protects patients” 
(as if  “no healthcare” was a better option).

I would love to explain this to regulators, but regulators don’t talk to 
companies. I cannot get an appointment as the CEO of MedPro with 
any of the regulators in our industry – that is considered “inappropriate 
contact.” 

I have a better shot getting an audience with them as the president 
of the industry association, but many of the regulators would prefer 
that our industry association go away because they cannot control it. 
They view anything they cannot control as a threat to their kingdoms.

Instead, regulators talk with one another. In the moment of challenge, 
today’s regulators – instead of looking for collaboration – tend to circle 
the wagons and reinforce why they are right and everyone else is wrong.

So the regulations just keep coming. To an insider like me, it feels like 
gradual asphyxiation. And many people do not recognize the difference 
between a law and a regulation, which creates a stacking effect that 
often does not take into account what already is law – we are constantly 
adjusting, which just adds complexity and cost.

Prompting regulators to act

That means that for companies like MedPro to operate effectively, we 
have to know how to navigate the regulatory maze. One has to know 
immigration and healthcare and employment, and that is not easy, 
especially in an environment where all three reside in such wholesale 
uncertainty .

What prompts regulators to act? Does my jumping up and down yelling 
that we do not have the supply to handle the oncoming demand cause 
regulators to issue more visas? While I wish it were that way, it is not.

Regulators act when it is in their best interests to do so, either because 
their actions fulfill a predetermined agenda or because they are told to 
act by their constituents. In essence, if there’s no pain, there’s no gain.

Remember the “Y2K” hysteria in 1999 when we were convinced that our 
entire technology grid would shut down at midnight on December 31? 
Regulators scrambled to import thousands of tech workers to help solve 
the problem. Then when the sky didn’t fall on January 1, the pipeline 
closed. It was similar when hospitals needed nurses in the early 2000s. 
Because hospitals were feeling the pain, the pipeline increased. Later 
that decade, though, the flow ebbed.  

Now, hospitals are starting to feel uncomfortable again. I know this 
because we are receiving calls from clients who instead of inserting 
roadblocks are asking how to get positions filled. We are responding as 
best we can, but it is a struggle to find the talent here at home and we 
cannot process foreign-educated professionals fast enough to meet 
the immediate demand .

Multiple administrations have known of our challenges and have  
done nothing

The fact that shortages are imminent has been written about for at 
least the last decade. However, it typically falls off the radar when a 
recession occurs and nurses migrate back into the hospital, as we saw 
from 2008 to 2012. During these years, the growing shortage was hidden 
from view, but still growing especially in the specialized areas of nursing. 

As we are seeing today, though, nurses are leaving the hospitals once 
again, and due to their age, they will have a limited number of future 
migrations as they transition from professional to patient. The average-
age issue is a key component that policymakers often overlook. 

But as our own educational standards increase, and as the financial 
rewards for working in healthcare decrease, our ability to fill the healthcare 
pipeline with talented, experienced professionals will be compromised.

Even if we committed to a growth program and began putting maximum 
resources into it today, we would not be able to meet the demands of 
the Baby Boomers tomorrow. For us, as a people, as a nation, it is too 
late to care for our population through domestic supply.  

My rationale is simple: Programs for healthcare professionals 
take time to construct and staff with capable educators. Once  
enrollment begins, we are years away from having graduates. Graduates 
are not equipped to effectively function in specialty roles. Years of 
experience are required for competent care to be assured.

Private sector companies generate supply, but government and regulators 
create unintended consequences

Immigration is controlled not only by national policy, but also by regulators. 
Legislators establish law, but they also appoint regulators who write rules 
to enforce their perceived intent of those laws. While legislators might 
be held accountable at the ballot box, regulators are not. 

A “regulator” could be a government organization or a non-government 
organization. For example, those who are writing rules and standards for 
providing services under Medicare would be considered a government 
regulator. But many healthcare industries or specialties have non-
government regulators, which are not part of government but yet are 
governing. Regardless of whether these regulators are government or 
non-government, they are human. And humans have biases.

Regulators are notorious for hiding their biases behind buzzwords like 
“patient protection,” “fairness” and “brain drain.” Such manipulation 
of language does not present a definition as much as it does a point of 
view. Words like “brain drain” as it relates to taking the best and brightest 
from the source country to benefit American needs really should be 
reinterpreted as “keep out.” 

Words such as “patient protection” create a good-sounding environment 
that leads to the exclusion of foreign professionals, even though they 
meet the same standards or higher. 

So when one hears the arguments, one also has to hear what is not 
being said. It is illegal to discriminate based on national origin, but it
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Section 4:
What this means to 

you and your family
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Section 5:
How we can cope – 

and take advantage

The pain will be personal

Policymakers have failed to address healthcare worker supply for 
multiple administrations. Now, with Baby Boomers retiring, we’re facing 
a critical crossroads . 

Without these professionals, we have crises like the nasty one the 
Veterans Administration faced in the spring of 2014. Think about what 
happened in the VA becoming a reality where you live. 

• Think about being on a waiting list for appointments, procedures 
and care while some bureaucrat cooks the books in order to comply 
with Affordable Care Act mandates. 

• Think about lives being lost because the delivery of  care is 
distant, slow or non-existent. 

• Think about seniors forced into costly advanced-care options 
because they cannot maintain sufficient mobility to remain at home. 
We have patients in rural areas traveling long distances to urban 
locations because the country hospitals have shut down or have 
had to dramatically reduce services provided. 

These are human problems. They affect human beings . These are our 
parents, grandparents and children. The same is true for the foreign-
educated professionals we recruit. These are people who have taken 
extraordinary risks and who leave their families behind, seeking a better 
life in America by contributing rather than consuming.

As a nation of immigrants, we are very good at respecting ethnicity and 
treating one another far more equitably than do other nations around 
the globe. While not perfect, the United States is the gold standard. We 
need to embrace the people who struggle to pay for their education 
and who leave their homeland for a brave new world – that is how 
America was founded, after all. And because of their courage and 
effort, these foreign-educated professionals raise the standard of living 
for their families back home.

Having traveled the world in pursuit of this industry, I have seen the 
economic power of coordinated globalization. I have seen jobs created 
in third-world countries that have lifted people from agrarian society, 
through a point of gratitude to have a job, to the creation of their own 
union structures much like ours. Now they bloom in place and do not 
need to come here . 

Can we do the same thing with a coordinated global response? Can 
we not only meet our healthcare needs in the coming decades but 
also lift the standards in the world for many other people whose skin 
color and culture might be very different from our own but who inside 
are very much like us?

We most certainly can, and it is in our best human interests to do so .
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Our government truly goes out of its way to protect American workers, 
and rightly so. The processes that U.S. employers go through to justify 
hiring foreign-educated professionals are laborious, time-consuming 
and expensive. Incentives are clearly present to hire Americans first. 
However, we cannot hire what does not exist, and as we move forward 
as a society, the historical flexibilities for workforce realignment will not 
be there. The future does not look like the past, and that is why we need 
to be thinking differently.

Responsible international recruitment involves a genuine respect for the 
culture and experience of source-country professionals, recognizing that 
they vary greatly among source nations. These workers are entitled to 
employment protections similar to our own. Regulators here and overseas 
need to stop blaming other nations and recognize the economic 
opportunity international migration creates. International migration lifts 
educational standards globally. 

And finally, we need to maintain the truth that we are a nation of 
immigrants, and our history is one of productive immigration as we 
bring people into the country with the goal of contribution rather 
than consumption. Let’s not give up our heritage. Immigration really 
 is our heritage!

What’s in it for us?

When I make this case to various audiences, people often ask why 
I am so passionate about streamlining legal immigration to care for 
our increasing healthcare needs. Plenty of people assume I have an 
agenda or a proverbial “dog in the hunt.” 

Do I have a business interest in increasing the number of visas for 
foreign-educated medical professionals? I absolutely do. But I do not 
see harm in doing well while doing good. And frankly, it is the lack of 
another dog that causes me to hunt. 

The better question is, “What’s in it for us?” This is not my special interest; 
this is a national – even global – concern. Actually, much of the reason 
we are in this predicament is because we have allowed special interests 
to fight among themselves and in the process sabotage the simple 
solutions. Regulators have special interests; educators have special 
interests; the Congressional Hispanic Caucus has special interests. And 
most of those special interests are financially driven.

We need to put all of that aside to argue for the collective good of 
patients in this case. Doing nothing, or fighting to protect special interests, 
works collectively against our best interests .

Five frequent fallacies

Most of the time when I make the case for streamlining legal immigration, 
I am trying to persuade those who feel otherwise. And for the most part, 
the opposition pushes back on the following five areas. However, there 
are logical replies in each case.

Fallacy No. 1: The concept of shortages. Whenever you say there is a 
shortage of something, those who are not feeling the shortage say 

Legal immigration is the only viable path forward

The solutions to these problems do not require bold initiatives, but they 
do require balanced communication with policymakers in source 
nations and host nations . 

What specifically do we need to do? 

First, we as an American people need to understand that as a nation 
of immigrants ourselves, legal immigration is not only moral, but also 
essential to our nation’s future. “We the people” need to stop our 
legislators from punishing those who wish to emigrate legally and seek 
opportunity where we have desperate need by lumping them in with 
those who enter our country illegally, perhaps with intent to consume 
rather than contribute . 

These are two extraordinarily different subjects that require different 
policies. Holding legal immigration hostage for the political purpose of 
pressuring other members on the topic of illegal immigration is bad-faith 
bargaining and irresponsible. 

Regulators also need to set aside their own biases and truly study their 
own specialty’s needs for employment by examining not just around 
the D.C. beltway but the real and genuine needs of rural America.

The reality is that foreign-educated professionals appear to be the 
only viable option if we are to effectively meet the needs of our aging 
population going forward. Educators, policymakers and regulators 
who recognize this can help create streamlined processes that most 
importantly protect the American patient while reducing unnecessary 
friction and cost so that care can be delivered efficiently throughout 
our nation . 

Open the pipeline

That means Congress needs to authorize more visas and stop engaging 
in hostage politics. As regulators seek to protect the American public, 
they need to become much more transparent relative to their internal 
dialogues and evaluations. They must treat foreign sources as partners 
instead of subordinates . 

Where the use of H-1B visas is concerned, we do not need a new 
program. Instead, all we need to do is expand the number of visas that 
are allowed annually to reflect the economic expansion and contraction 
that occur in this nation .

Arbitrary ceilings relative to how many people can emigrate do not create 
a flexible environment so that a flow of professionals can be consistently 
deployed. Let the marketplace take the risk; let the marketplace decide, 
given the significant economic commitments that an employer makes 
under an H-1B visa. 

Paying people full-time wages, whether they work or not, is a powerful 
constraint against over-consumption for an employer. Smart employers 
do not bring in more than they can employ. They minimize the use of 
that visa .
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Another important consideration involves the fact that countries 
like the Philippines and India encourage migration of healthcare  
professionals to the U.S. Remittances are measured by each country 
and their Ambassadors are held accountable for the trends.  Sending 
money home makes a huge difference in these source countries. 

Often, families overseas share their resources so that a family member 
can be educated and sent abroad.  That family member is expected 
to send money back to support the family and future migrants. In a 
meeting with one Ambassador to the U.S., I was shocked to learn that 
remittances to the source country made up 10.2% of that nation’s 
gross domestic product. Not many industries compete at that level of 
positive economic impact!

Fallacy No. 3: Patient safety. Opponents of immigration (legal or illegal) 
often use terminology like “patient safety” or “patient protection” to 
back their argument. The claim of course is that the foreign workers 
cannot possibly be trained well enough to meet American healthcare 
standards and in fact are a threat to patient safety. 

Having been associated with the training regimen required for foreign 
workers for many years, I can attest that it is a biased claim. Not only 
must foreign healthcare workers pass the same tests U.S. graduates do, 
they are also required to have hands-on clinical experience. The foreign-
educated professionals we bring in are actually more experienced than 
new graduates produced by American schools.

At the end of the day educationally, it is a lengthy progression. You 
cannot simply grow emergency room nurses fresh out of school – 
not when there are lives at stake. To go from being a new grad in a  
med-surg unit to being a critical care nurse takes years of experience. 

The types of needs we see most these days in the nursing communities 
– the kinds of needs that pass to my company every day – are not med-
surg nurses but emergency room, critical care, and labor and delivery 
nurses. These are what we refer to as “specialty nurses.” Specialty nurses 
typically have 4-10 years of experience in order to qualify. We do not 
have that kind of time for career progression with today’s graduates. 
Even the educational community would not argue with that.

In physical therapy, the learning curve is not as steep, and someone 
with a couple years of experience is typically approved to practice with 
decreasing levels of supervision. The challenge with physical therapy 
is distribution . 

A physical therapy patient lacks mobility, which is why they need the 
therapy to begin with. The patient often cannot come to the therapist. 
In a senior living environment, the therapist cares for the patient in 
premises. It is the same with home healthcare. It is the distribution of 
healthcare workers across the country that creates the demand for 
physical therapy. Having an abundance in Illinois means nothing to 
the people in Texas, Arizona, California or Florida. It really is an issue of 
distribution. A lot of that is also true in nursing.

you are making it up. That is because shortages are not universal. 

Droughts are an example. I am a Chicago native, and this past summer 
was a wet one in much of the Midwest. No shortage of rain for us 
Midwesterners in 2014. So the average fellow in Illinois watching the TV 
news about the ongoing drought in California may not care right away 
because his lawn is green. Not until he has to pay twice as much for his 
avocados does that average fellow in Illinois buy into the California crisis. 

It is the same with the nursing situation. Policymakers in D.C. might not 
agree that there is a shortage, but the patients in rural America where 
hospitals are closing sure would.

Urban healthcare and rural healthcare are two very different worlds. 
Boston, Los Angeles, New York, Chicago and other large cities have 
major healthcare infrastructures and powerful teaching capacities. 
Rural healthcare cannot compare and often refers its patients to major 
urban centers where complicated care is required.

That is a very common experience in rural America. If care is available, 
it will lack the robust capacity of an urban medical center. As a result, 
urban centers may or may not be experiencing shortages, whereas rural 
locations are much more frequently in an ongoing state of shortage.

So yes, shortages are not universal. To understand them, one must 
also understand the underlying motivations of those providing the 
information. Unions talking about a no-shortage environment clearly 
have an agenda. Analysis needs to be contemplated and evaluated 
in light of the analyzer. 

Fallacy No. 2: Brain drain. If you are an advocate for legal immigration, 
opponents may criticize you for “taking the best healthcare professionals 
from their country.” The trendy label for this is “brain drain.”

It is very important that international recruitment organizations understand 
the state of healthcare in a proposed source country. As an example, 
Western Africa suffers greatly from a lack of qualified physical therapists. 
Not only does the educational infrastructure lack, but the ability to pay 
for such services is lacking as well. However, in that part of the world, 
Nigeria offers an over-abundance of physical therapists who cannot be 
effectively compensated for their efforts and who seek to go abroad. 

For international recruitment companies, we find ourselves less concerned 
with the brain-drain argument when we see these professionals 
volunteering without compensation in order to get the clinical exposure 
required to emigrate.  Also keep in mind that with the speed and structure 
of today’s information superhighways, what we discuss this morning in 
a training class in America can be in the source country in minutes. The 
information flow works both ways. And although people may come to the 
U.S. to live for a few years or a lifetime, the assumption that information 
does not travel is false . Family and community contacts remain . 

So the industry, in partnership with the source country government and 
regulators, must be sensitive to indigenous demand. Done effectively, 
“brain drain” can become “brain gain.”
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There is a legitimate concern for these issues – if we do not control our 
borders, we obviously do not know who is coming in. In the world of 
legal immigration, however, we know who is coming – they have been 
carefully vetted and checked; their educational and work experiences 
have been verified. They have to pass physical examinations to assure 
they are not bringing some disease into our nation. A tremendous 
amount of information is gathered. We know who is here and why, and 
the people we bring here have unique skills that we need.

Fallacy No. 5: We don’t need change. This is an oldie but goodie. Yes, 
unfortunately there are incentives not to change, but most of those are 
promulgated by people or agencies with a bias. Many of our motivators 
and beliefs are determined by the sources of information we choose to 
consider valid. For example, when you compare Fox News and MSNBC, 
you are talking about alternative universes. They do not discuss the 
same topics, and if they do, the other side is always wrong. Over an 
extended time, we as viewers tend to align with one or the other, and 
in that choice, bias is born . 

As a result, a counselor officer at Manila Post in the U.S. Embassy may feel 
that he or she is protecting American jobs by turning away a competent 
emergency room nurse. That officer’s decision cannot be questioned 
by anyone, including the Secretary of State or the President. So if they 
fear that immigrants are taking their jobs – as that is their bias – then 
they will look to reject. 

The lack of communication and connection between private industry and 
people making these decisions is extraordinary, since the two view one 
another as opponents instead of collaborators. A credentials evaluator 
in a regulator’s office may have a similar belief system to the counselor 
officer at Manila Post. And so the decision is made not to credential a 
professional, because the wording on the credential document may 
not be perfect in the evaluator’s mind. Rather than consider what is 
really meant, he or she instead describes it as inefficiency that adds 
cost and time to the process. 

These are issues and examples because of the humanity engaged in this 
process. Each of us has and is entitled to our own beliefs and opinions. 
These lead to biases that we hold dear, and we use them as arguments 
with our brothers and sisters. None is necessarily accurate, but they do 
influence what we think, how we feel and, as a result, how we behave.

Foreign professionals who are willing to go where they are needed 
can greatly reduce the distribution inequities. And, no, they are not a 
threat to patient safety. On the contrary, the training they have makes 
them ready to serve immediately in the places we need them. Keep 
in mind that the foreign-educated professionals not only pass the 
identical examinations U.S. grads must pass, but they also pass English 
examinations that many citizens in our nation today would struggle with.

In our experience, we have had positive feedback from many patients 
commending the commitment, customer service mindset and empathy 
of foreign-educated healthcare workers. They show a high commitment 
to both care and continuing education. For most healthcare workers, 
regardless of whether they have been educated domestically or 
overseas, healthcare is more of a calling than just a job. Helping people 
is the essence of why they enter these professions.

Fallacy No. 4: All immigration is bad. This goes back to not separating 
legal and illegal immigration in the debate. Because people are more 
familiar with illegal immigration and are more comfortable opposing 
it, they also are more comfortable lumping legal immigration in with 
the illegal variety.

And even those who are able to discern between legal and illegal 
immigration often view the legal type as merely a ploy to help the 
disadvantaged in other countries. But the better viewpoint is that 
legal immigration advances the economic and societal needs of our 
indigenous citizens. 

When you consider the worlds of technology and healthcare, we 
do look to harvest the best and brightest to bring them here. Having 
traveled the globe, I see the results of people “blooming where they 
are planted.” But the fertilizer often starts elsewhere. 

U.S. and European companies are the ones creating jobs and prosperity. 
It is the infrastructure and tax dollars these businesses generate that 
help people bloom. To say that the only purpose of immigration is to 
help the disadvantaged reflects a bias that is not totally inaccurate or 
accurate, but instead a deliberate perception. 

While legal immigration has a component for those facing persecution 
in their own nation, employer-based immigration is about strengthening 
America and American businesses. Employer-based immigration is driven 
by the ability to contribute rather than consume, which is part of why it 
needs to be isolated from the illegal immigration question.

I believe it is by political design that the two are not being separated. 
A lot of what people are concerned about is immigration somehow 
causing us to surrender our language, our borders and our customs. 
However, in a legal immigration world, you cannot come to this country 
without effectively speaking our language. 

When I am overseas talking to new recruits and their families, I talk about 
coming to America and being part of the American experience. I do 
not talk about having their customs overwhelm ours, just as I would not 
enter their country and attempt to impose my customs. 
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About the Author

Michael Le Monier is a Chicago native who has spent almost 40 years 
improving America’s human resources.

His career in the employment industry began in the mid-1970s when he 
spent 12 years working in sales, management and corporate positions, 
eventually becoming vice president of branch operations for a large 
U.S. company and managing a network of offices located throughout 
the country .

In 1986, Le Monier started Success Masters, a management consulting firm 
focused on helping smaller, regional staffing firms compete with larger, 
national companies. With his expertise in management, training, strategy 
and finance, the firm quickly became a leader in the consulting space.

While consulting, Le Monier was often asked to become an equity 
partner in businesses that respected his leadership, and his strategic 
and organizational thinking. He entered into two such arrangements 
and built both businesses significantly.

In 1997, recognizing the shifts in the staffing industry, Le Monier and his 
partners purchased MedPro Staffing as an investment, but after witnessing 
inadequate strategic direction, Le Monier shifted his emphasis from 
investment to operating the firm. He discontinued his consulting practice 
and focused exclusively on solving the supply problems evidenced daily 
by the extraordinary demand for healthcare workers.

MedPro’s owners and leadership team in 2006 recognized the long-
term shortages of registered nurses and physical therapists and began 
pursuing international recruitment to effectively meet America’s growing 
needs for these positions.

Since then, MedPro has grown in the staffing industry as a leader in 
providing a mix of American and foreign-born healthcare workers to 
areas in the United States where they are most needed.

Le Monier in 2010 became chair of the Regulatory Affairs Committee for 
the American Association of International Healthcare Recruiters (AAIHR) 
and over the following year helped lead a team of industry competitors 
through a legal and negotiating effort to resolve a conflict that had 
effectively halted the deployment of foreign-born physical therapists.

His success in that effort prompted the AAIHR to elect Le Monier to 
a two-year term as the association’s president, after which he was  
re-elected for a second term.

Conclusion

What I have presented here should resonate beyond bias. While someone 
may accuse me of having a special interest, let’s not forget about the 
essential question of “What’s in it for us?” This is an “us” thing, not a “me” 
thing. Our future and our family’s healthcare are at stake. Maybe that 
doesn’t mean much to you if you’re 30. It should, though, because 
even if you don’t feel the immediate impact, your children, parents, 
grandparents, aunts, uncles and guardians will.

And the reason we need to act now is that international recruitment 
does not happen with the flip of a switch. If the appropriate policy 
changes were made today, nothing is going to change tomorrow. It is 
a 12-24 month process to bring professionals to the U.S. How long we 
wait will determine the level of tension and pain patients around the 
country suffer. Can you stand by while your loved ones do without?

If regulators and policymakers would collaborate, our healthcare provider 
industry could solve a lot of these problems and give American patients 
a better experience. But as is so often true in our country, policymakers 
(or better yet, their constituents) must feel the crisis before change is 
genuinely contemplated. 

People ask me whether I think we have exhausted all the options before 
arriving at changing legal immigration as the solution. In my mind, we 
absolutely have. Changing legal immigration is the only option. The 
age of our population is not a secret; it has been well known for a long 
time. And the educators have been screaming forever that they are 
not getting the resources to fully develop their nursing programs. Their 
screams have gone unanswered.

The tools to do what we need are at our disposal. What has to change 
is our thinking. Legal immigration is not only desirable, but also essential 
to our future. This blindness toward legal immigration is a self-inflicted 
myopia. We need to look to reduce frictions, not create them. In days 
gone by, when you left Ellis Island, you were free to find your dreams. 
You were legal; you were legitimate. That is what needs to be restored, 
with inherent protections for American citizens. 

Legal immigration focused on improving the lives of all Americans is 
an asset to this country. It is only our lack of appreciation for our own 
needs as a nation that prevents intelligent dialogue. 

So let’s get out of our silos, and let’s work together for the betterment 
of all, and in so doing retain what has made America great.

 
 
 
Contact:  
Michael Le Monier 
MedPro Healthcare Staffing 
1580 Sawgrass Corporate Pkwy, Suite 100 
Sunrise, FL 33323 
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mlemonier@medprostaffing.com
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