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Executive summary

In a world of globalized labour markets, there hasn an increase in mobility of qualified and
educated persons, among developing and developedries alike. The out-flow or “brain drain”
of highly skilled from sectors key to developmesich as health, education or agriculture is
perceived in some cases to have a retarding affettie achievement of development goals,
particularly in smaller developing countries. Bat §ome countries the brain drain has become a
brain gain through migrant investments, networKigcontacts and projects, knowledge transfer
and other forms of émigré-home country collaboratio

Migration however is rarely the cause for a lackle¥elopment, even if it is often blamed for
negative outcomes. Migration is part of a broatirelopment picture, and is as much a
consequence of a lack of development as it is aecatithat lack of development. General
development policies to stimulate economic growtiprove the rule of law and good

governance can have an impact on a migrant’s @ecisimigrate. However, a number of
policies and initiatives are already in place immiies of origin and destination to specifically
help to train, retain and regain skilled persorioetdevelopmentloint approaches between
governments and between public and private sectr®ften ensure a better balance of interests
and results.

This paper focuses on the health sector as aleoasgh which to examine the flows and impacts
of skilled migration; and how effective policiesveabeen to address these to the benefit of
development. What incentives have been used to nthkse policies effective? What
partnerships exist and how have they been madethavHow can development aid be used to
support policy initiatives in this area? The pajolentifies some good practices by governments
and other agencies aimed at ensuring that skillegation from developing countries, while
meeting labour market needs in developed countdess not negatively affect developmental
efforts of the origin country.

Introduction

Highly skilled migration from developing to devekapcountries has increased in recent years, in
part driven by the emerging global markets for aertskills and strong competition among
developed countries to recruit those sKillEhe developed economies of East Asia are the most
recent to join the global race for skills; and thearket is likely to expand rapidly with regional
growth and increased net-immigration.

But skilled emigration from developing countriesalso in part driven by poor opportunities and
work conditions in those countries; although ttEasmot automatically be equated with a decline
in conditions at home. Migration is rarely the cafmr lack of development, even if it is often
blamed for negative outcomes. Migration can be ashma consequence as a cause of lack of
development. While earlier studies pointed to teeithental effects of skilled migration on
communities left behind, today it is more widelydenstood that skilled migration can also bring
returns to education and boost human capital dpugnt in poorer countries, also through
remittance or knowledge transfers to the originntpu(although as the World Bank points out,
remittances of the skilled may not have as highrgact as those from lower skilled).

The impacts of skilled migration vary from countiy country; and are generally greater on
smaller populations and fragile economies. For memoyntries in Sub Saharan Africa or the
Caribbean region, if they cannot retain the slgiserated by their education systems, or attract
the skills they need, the loss of brains in critisactors can diminish their ability to reduce



poverty and increase economic groWwthAt the same time, a growing number of developing
countries are also increasingly competing withdbeeloped world for highly skilled workers.

In the developed countries’ race to attract thest'lmnd the brightest” there arises a tension
between migration policy and development policymiigration policy often aims to attract the
highest quality migrants, which may conflict witlewalopment policy’s aim to reduce poverty
and raise levels of wellbeing in developing cow#riSome of the "best and brightest" may need
to stay at home for development policy to be effectHow to achieve a workable balance so that
migration benefits both countries of origin anddektination is the theme of GFMD session 1.1.
Education and training are critical policy issuethi interface of migration and development.

The purpose of this background paper is to infdmnrbundtable discussion by summarising the
main findings of recent research on skilled mignatiand highlighting current policies and
practices to manage the migration of skilled prsifasals. The movement of health professionals
is used to illustrate the migration of highly sidlin general. It is not identical but can be dulse
lens through which to view the migration of thellgki as a whole. The session will then discuss
some programmes in operation, and draw from thes@alicies, incentives and conditions most
likely to maximise the benefits and minimise traksi of highly skilled migration.

Definitions

There is no single agreed definition of “skilledhangst states or scholars. In general terms, the
highly skilled are those with tertiary-level qualdtions who make up "human resources in
science and technology"However, "the skilled" may be a much broader aatggnd many
lower-level skills are also required for developinenhis paper focuses primarily on those
required in the health sector and uses the defirtiof health workers given by the WHO.
These definitions recognise that delivery of healthvices does not rest with doctors and nurses
alone, but include&all people who are engaged in actions whose priyngrtent is to enhance
health.” Nevertheless, despite the importance of such wsyrkbe categories of “doctor” or
“nurse” tend to appear in the employment classifices of most countries and are therefore the
focus of most existing work on the movement of tiealorkers.

The discussion at the Global Forum will focus dir@ad definition of highly skilled.
Context

Basic data

Adequate data through which to measure the migraifchealth professionals from one country
to another are often lacking. Much of the inforroatis anecdotal. Furthermore, the available
data is rarely gender disaggregated, making itcdiff to provide for accurate figures on the rate
of female skilled migration movements. However, drend is clear: there is an increasing
proportion of foreign-trained health professionaisthe developed countries of Europe, North
America and Australasia. The proportion of foreigedical graduates practising in the United
States, for example, rose from 18 percent in tH#04%0 25 percent in 2000 and over 30 percent
of doctors in the UK and New Zealand around the esdime were foreign-trained.Other
estimates have been made that suggest that soBs&61d@yctors from 10 sub-Saharan countries
were working in eight OECD countries around 2005an average of 23 percent of the total
number of doctors in the home courftrjhe same source suggests that almost 30,000 randes
midwives from 19 sub-Saharan countries, 5 per oérhe total, were working in seven OECD
countries around the same time. And the needs xgected to grow: the United States is
projected to have a shortfall of 800,000 nurse€@3CF. The OECD has recently conducted an



analysis of the main types of skilled migrationtbe most developed economies in the world
(International Migration Outlook 2007). The WorldalBk has produced a new database on
bilateral medical brain drain.

International patterns of migration

To divide the world into countries of origin in tlseuth and countries of destination in the north
is an oversimplification in a world where all cories today are both origins and destinations for
migration. Recent research shows how difficuis ito confirm that so-called "staffing crises" or
negative impacts on public health systems areithpls consequence of skilled emigration, even
in sub-Saharan Afric. Not all foreign-born doctors and nurses in theeleped countries were
trained in developing countries; and health profesds, particularly doctors, are known to
circulate within the developed world (e.g. UK dastgoing to the US, Australian doctors going
to the UK). Although a transition from net-emigaatito net-immigration upon development was
observed at the outset, rising levels of develogndennot imply a cessation of emigration. The
UK, for example, remains one of the principal sesrof skilled migrants at the global level: it is
not just a destination countty.

Internal patterns

Any assessment of the development impact of th&exof health personnel needs to look at
their distribution within the countries of origifihe majority of doctors and nurses in developing
countries tend to be concentrated in the capitglasi at least the main urban centres. Two-thirds
of the doctors in Ghana, for example, are to bendoin the two largest towns of Accra and

Kumasi*?> There is no reason to believe that if those dsctmd nurses who migrated had

remained home, they would have worked instead enrémoter or poorer parts of the country.
Thus, any national exodus of doctors is unlikelyrtake a significant impact on the health status
of the population in areas of greatest need, wia@remprovement in basic indicators would

indeed be likely to have an impact on the MDGs.

Sectoral patterns

Skilled personnel also leave the sector rather thancountry. Low wages, working conditions
and career prospects cause professionals to mdvef dlue public health sector into other jobs,
including the private sector and into business. &ample, although there were some 32,000
vacancies in the public health sector in Southoaffior nurses in 2001, another 35,000 registered
nurses were estimated to be either inactive or pherad’® This intersectoral rather than
migration flow highlights the need for broad-basedl service reform and a shift of focus to the
overall movement of talent from a country, not jdettors and nurses, if any crisis in the health
sector is to be understood. Those who could plEadership role in the civil service and in the
political life of a country may also have left.

Impacts

Research findings on the impact of skilled mignatim development are scanty and mixed. There
is little specific consideration given to the mijpa of women and the consequential impacts on
the delivery of development goals. But there idisigint evidence to show the data are highly
country-specific, determined by factors such assthength of the economy and flexibility of the
labour market. It is argued, for example, that ¢oes like China, Mexico, India and the
Philippines have been able to adapt to their bidiain” through strategic shifts in productidh.
But some smaller island economies, such as in Hrélean or Pacific regions, are losing more
doctors and nurses than they can retain for their development support needs (e.g. Jamaica,
Grenada)? But the new literature on brain drain also poiotshe potential benefits to education
and development generally that skilled migration fteel. More people invest in education with a
view to migrating, and returning skilled migran&nvest resources in their countries of origin.



The newly industrialised economies are clearlydrgilaced to maximise the benefits from the
transfer of new technologies and skills by migraiitatseli et al, 2006 (Policy Brief No. 30)).
Some origin and destination countries are now waykiogether on policies that aim at better
balanced supply-demand outcomes for both the dewve@and developed country.

In general, although the emigration of health pensb may appear significant it is more likely to
exacerbate an existing condition than to be thmamy cause of it. The emigration of health
professionals is as much a symptom as a causeydasure in the health sector. The following
table illustrates some of the factors which contiéto the migration of health workers.

Health workers’ reasons to migrate in four Africanountries (Cameroon, South Africa,
Uganda and Zimbabwe)

Source: World Health Report 2006, p99
Current Policies and practices

Policies and practices to deal with the issue efrthigration of the highly skilled fall into three
broad categories: those that can be implementedountries of origin of migration, those
implemented in countries of destination and thdsd are implemented in partnership between
and among countries.

Countries of origin

In countries of origin, policies are designed maiatound the supply of workers. Many types of
policies and practices are in place, but it iseady in some cases to identify "best practices" or
to know the conditions under which certain progragamare likely to succeed or fail.Training:
Three broad categories of training programmes eaidéntified, although often countries might
use a combination of these as part of an overafldamnuresources strategy:

a) Expand existing training services Programmes in this category incorporate the naetl
training of doctors and nurses to the high starglardnodern medicine. While this may be



b)

the best approach, it is expensive and can ssliltén movement of trained staff to other
countries. The graduates are able to enter globatkets and may move to where
remuneration and conditions are high. Some 60%pofais trained in Ghana in the 1980s are
estimated to have left the country, for exampldncreasing the number of trained
professionals in any developing country is liketyihcrease the pool within that country,
despite leakages, as not all professionals willtvearbe able to migrat€. The numbers of
doctors in Ghana have more than kept pace withlptpo growth despite the exodus even if
the ratio of nurses to population has declined sumag'®

Some expansion of training may be achieved thraugtming between medical schools in
developed and developing countries (see “Partmes$hbelow)™ Such training could
involve short-term courses that improve the quatityhe workforce in developing countries,
while ensuring that they return home. Advancedningg may also be carried out in
developed rather than developing countries, witly some of the costs being borne by the
country of origin.

The loss of professionals in key areas has led sdeweloping countries to call for

compensation for effectively subsidizing the depeld world. But implementing such a
policy would be problematic: not all training is \gwnment-funded, some is funded by
private foundations or by the migrants or their fe@a themselves. The administrative
burden of assessing loss and collecting compemsatiay also be very large, and not all
losses are from developing country to developechtgult has therefore been suggested
instead that developed countries could contribate tvoluntary educational reinvestment
fund to expand training in the developing wdfldRather than compensate directly for
migration losses, this would help expand the pdgkdls in the home country.

Expand training for the local market. This raises the issue of what training is most
appropriate for local needs. Highly trained medipgedfessionals, who can only use their
skills productively in advanced hospitals, may betthe best health personnel for areas with
few modern amenities. Programmes to train large bmimof people in basic skills may
prove a better way to achieve the MDGs than jusbtmis on expensive training that can
only be used in urban areas. Even in areas witlh ltigncentrations of people with
HIV/AIDS, health workers with basic medical skillan make a significant difference.
Training centres to teach basic skills are likehathieve greater success if they are located
in small towns in more marginal areas of a countamyd they recruit trainees locally.
Graduates from such centres are unlikely to be etabke internationally, hence less likely
to go overseas. However, the opportunity must adweist to allow such trained people to
upgrade their skills and avoid being permanentikéal into a lower-tier health delivery
system.

Expand training for global markets. In the Philippines and India, health personnel ar
being specifically trained for overseas markets,tisat the countries benefit from their
remittances. In these cases the "export" of heatitkers, particularly of nurses but also
doctors, is part of a broader strategy to send argrkverseas. For example, about 934,000
workers left the Philippines in 2004 and 3.6 millitoreign workers were estimated to be
abroad temporarily at the end of that year in aoidito 3.2 million overseas migrarfts.
Currently, between 8,000 and 9,000 nurses leav®Milgpines every year, but the country
as a whole is still generating more nurses thareéds? About 85% of the training occurs in
private institutions, which more than doubled imtoer to meet foreign demand between
2000 and 2005. However, monitoring the qualityhod training has becoming an important
issue.



d)

f)

g)

Policies to have an impact on internal distribtion. A serious challenge for sending
countries is how to bring health providers to theaa most in need: rural areas and marginal
urban settlements. As suggested above, the reamwit@nd training of personnel within
marginalised regions may be one way of improvirg shuation: skilled practitioners from
affluent urban areas are unlikely to want to moweateas unknown to them with few
facilities. Thus, the decentralization of recruittheneeds to be a priority. Various
programmes have been tried to encourage urbaretrdiealth workers to move to rural
areas. A system of salary supplements providedottods going to rural areas through
Netherlands aid in Western Province in Zambia wasuccessful that, for a time at least, a
shortage of young doctors was created in the dapitesaka?® The sustainability of such
programmes is an important consideration.

Policies to improve pay and conditionsOne of the principal reasons that health
professionals leave their developing countries ofio is dissatisfaction over pay and

conditions (see above chart). How can countriesnréhe health workers they have trained?
The simple response is to increase pay and imptioese conditions, but countries with

limited budgets or undergoing structural adjustmemy have little room for manoeuvre.

Nevertheless, countries such as Ghana have attérppitial schemes such as providing
doctors with an advantageous car hire-purchasenstaand preferential access to housing
loans for all health personnel. Such measures raagl to resentment among those not
entitled to participate in the schemes. Improvesémipay and conditions for public sector
health workers are more likely to succeed if they @art of wider reform in the civil service

rather than a "go it alone" strategy. An altermatdolution would be to allow public sector

health workers to augment their salaries by pawking in private sector provision. Public

and private sectors could be mutually supportitipoagh careful monitoring and drafting

of contracts are required to prevent the lattemftsmdermining the former.

Policies to limit the movement of potential ngrants. Countries of origin could attempt to
stop the emigration of health professionals diyectlthough few do this. Barriers to
migration can tend to push potential migrants integular channels and lead to skill
wastage and exploitation. Such policies also iggirthe rights of individuals to move,
although that right does have to be counterbalaraginst the rights of less privileged
members of the same society to receive basic healdn More indirect measures such as
“bonding, by which recent graduates have to give sevegaly of service in return for their
training, have been widely used throughout the igieg world. In Ghana, doctors have to
give five years of service to their country to dgfthe costs of training or pay a fine if they
do not comply. However, inflation and currency dmgiation reduce the real cost of the fine
and consequently its deterrent effect. Developatht@s such as Singapore also maintain
bonds as a prerequisite for medical graduates gousyseas on government grants for
further training® In certain situations, careful application of bngdmay help to facilitate
services from recent graduates in rural areas @&ngdot of a broader training expansion
strategy to help retain, at least over the shom ta greater proportion of those trained.

Policies to promote return and diaspora involvement. Policies can be designed to
encourage return of those who have left for shotboger periods of time, and they can be
promoted bilaterally or multilaterally. An examplef the latter is the Migration for

Development in Africa (MIDA) programme of IOK. Such programmes can tend to be
expensive and affect a relatively small number ebgde, e.g. only 40 Ghanaian doctors,
nurses, public health workers and one ICT profesdioconducted return missions from the
UK and the Netherlands to Ghana during the 2.5syeéithe project. These programmes



may also not yet have had sufficient time to reattseir full potentiaf® The experience of
health practitioners working in developed countriggy not be relevant to the special needs
of a developing country. Issues of remuneratioth t@nms of service would also need to be
considered alongside legal status and tax statustl®se can be expensive and generate
resentment among those who stayed home, or evea asra push factor for further out-
migration.

Countries of destination

Policies in countries of destination are mostlyiglesd to affect the demand for foreign workers.
These tend to fall into two general categoriedning and managing the importation of skilled:;
but there is also increasing attention being gieetargeted sectoral capacity building

a) Training. The demand for skilled migrants in general, amglth professionals in
particular, is set to grow, given the ageing ofisties of the developed world. One policy
response is to increase the number of traineesdtors likely to experience a shortfall,
and to improve the pay and conditions to attractemiato such training, including
returnees from other sectors. Increasing domesfiplg can ease the reliance on external
sources. However, news of any improvement in pal/\v@orking conditions is likely to
be quickly transmitted back to countries of origifurther emphasizing income
differences between origin and destination and mi@t#y stimulating more migration.
Thus policies to improve conditions for local workeand reduce dependence on
migrants might have the opposite effect of encouaagnore migration. Nevertheless,
increasing the supply of health professionals béiaiged in developed countries should
help to reduce the intake from overseas.

b) Direct migration policy interventions. Ethical recruitment practices by which
developed countries discourage direct hiring of lthe@rofessionals in developing
countries are one way of erecting barriers to tlewement of nurses and doctors. The
National Health Service in the UK, for example, hastricted itself from actively
recruiting from over 150 developing countries. Tiemmonwealth have developed a
similar recruitment code. The effectiveness of guficy is still under review, but several
concerns have been raisédvlost importantly, the restrictions are for the tpart non-
binding for the private sector. The Netherlandsekpr Employment Act also restricts
recruitment of nurses from developing countriessithilar codes of practice are not
implemented by all major developed countries, geilt may simply be a shift from one
destination to another. Of greater practical comcerecting barriers to mobility or free
choice of health professionals may encourage patemigrants to resort to irregular
channels to gain access to richer labour markéts.the positive side, codes of practice
draw international attention to the impact of brairain on the provision of health
services in developing countries. Thus they mayrétly lead to the implementation of
other measures at source and destination to emisarenore of the skills required are
retained or replaced in the country of origin.

Partnerships

It appears unlikely that policies and programmegl@mented in either country of origin or
destination alone will be sufficient. Joint apprioes are needed if the movement of skills is to be
managed to mutual benefit



(a) Joint support programmes An example of such collaboration are the goveminte-
government agreements between African countriesCarzh to supply doctors and nurses to
rural areas or with private foundations such asCheton Foundation to fund nurses to go
from Kenya to Namibia. Cuba, for example, has seote than 67,000 health professionals
to 94 countries since 1960, although these “medic@jades” illustrate a special form of
South-South technical cooperation, based on thea€ubovernment’s high investment in
quality health education and production of surfiois overseas work as aid supp@rin
addition, developed-to-developing-country movemaeares facilitated by non-governmental
organizations such as Médecins sans Frontiereshwdurrently supplies more than 3,400
medical missions every year to almost 70 countiibese movements of health personnel are
usually short-term or circular. Their frameworksiyrbe bilateral or multilateral, and they
may be funded by both public and private donor$ siscthe Gates Foundation or the Clinton
Foundation.

Among these programmes is the one mentioned abetwe=bn the Netherlands and Zambia
to supplement the income of doctors in rural arddse UK Government has also been
working with the Government of Malawi to establighsix-year program of reform in the

Malawian health sector, in cooperation with othetoes such as the Global Fund to Fight
AIDS, TB and Malaria, to increase the remuneraf@mmhealth workers, create incentives to
work in rural areas, return professionals from aldrand strengthen local training capacity.
Other support programmes to health and educaticiorseare ongoing including in Ghana,

DRC and Caribbean countries funded by the NethdslaCanada, the US, Belgium and
others.

(b) Twinning arrangements: Twinning arrangements between institutions in teeetbped and
developing world can help promote centres of eroelt in countries of origin through the
secondment of staff and short training coursesr dxample, several country governments
(e.g. Australia/Norway) offer scholarship opporties for students in the health sector, but
also in other key skills areas. Sometimes thekerses oblige students to return to their
country of origin to practise after training.

(c) Multilateral Approaches: At the multilateral level, the Global Health Wéokce Alliance
(GHWA), a partnership hosted and administered bylorld Health Organization, provides
a forum for governments, NGOs, international orgatdns, donors, academic institutions,
professional associations and workers to searctsdutions to the current “crisis" in the
health workforcé® This partnership not only provides a forum forloime among the
various actors to give the issues a higher prdfilet,also works towards establishing common
definitions, standards and gathering and sharindatd,, all fundamental to achieving better
solutions. The EU has also developed a Programmact®mn to tackle the critical shortages
of health workers which acknowledges the need f@aigr coordination and alignment
between donors and civil society to support coungyel responses. While global
partnerships are welcome, regional collaboratianwell, is more likely to provide initial
areas of agreement where groups of countries faoanon problems. More realistically,
however, bilateral groupings of actors, as seerMalawi, will be most likely to offer
examples of "best practice" through respondingtxiic problems in specific places.

Lessons learned

Three clear lessons have emerged from recent oésearthe migration of health professionals
from the developing to the developed world:
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1) Migration is not the primary cause, but only one s®veral factors, of any
disintegration of basic health services or detation in health in the developing
world. Hence, focusing on migration alone is lik@yproduce a distorted view.

2) Movement of health professionals will not slow witincreasing levels of
development: developed countries, too, experieircalation of doctors and nurses.

3) Policies and programmes to improve human resournctdee developing world need
to be multi-pronged, and include managing the margnof health professionals as
an integral part. That management should ensutestifaugh personnel are deployed
where they are needed most, rather than restrittimgnigration of health personnel.

To achieve the last objective, more emphasis isled®n training to increase both the number
and quality of personnel available, but also on dperopriateness of training. This emphasis
reintroduces the importance of skills in more tist the health sector. Education and teachers
are fundamental to improvements in training, anchesaentres of excellence are emerging in
areas outside the traditional developed worldeadrthat can be expected to continue. Regional
centres in Africa, Asia and Latin America can beepted to create the skills needed not just
within their own regions but also globally; in othveords, training to international standards.

Policies and programmes that go beyond trainingeHasen tried and tested to achieve these
objectives, some clearly more effective than oth€reating obstacles to movement, for example,
has tended to be ineffective and counterproduct\empts to improve pay and conditions for
staff moving to rural areas appear to have achieogde success over the short term, but their
sustainability in the longer term remains to baegsPartnerships among diverse actors in both
developed and developing worlds seem to provide redyctive way forward towards
implementing programmes that will achieve positiesults.

Looking ahead and possible outcomes of the Roundtkbdiscussion

Drawing from the evidence and case studies, sevetabmes may be possible as a result of the
discussion at the roundtable.

1. In light of the lessons learned, agreement to agvel matrix of best practice policy
interventions which can be drawn upon by statespdrticular, evidence needs to be
strengthened on deployment and retention policies.

The table below provides an illustration of someata options which might be considered.
Interventions would need to be selected accordintyé specific context in a country. Policy
options should be considered and designed witlea to differential gender-specific needs.

Countries of Origin Countries of destination Partnerships
Aim: To address push factors andim: To address pull factors Aim: Support each other with
retain workers mutually beneficial interventions
Policy Options Policy Options Policy Options
1. Training l.Increase domestic training| 1. Joint Support programmes
- Expand existing capacity e.g. strengthening health
programmes systems capacity, supplying
Expand training for local 2. Ethical codes of temporary personnel
market only recruitment
Expand training for 2. Twinning arrangements for
export training and circular
migration
2. Provide incentives to
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redeploy to disadvantaged 3. Multi-lateral approaches -

areas Global Health Workforce

Alliance/WHO/EU

3. Improve pay and
conditions

4. Restrict the movement of
potential migrants e.g.
through bonding

5. Promote return and
diaspora involvement

3. An assessment of the initial lessons learned froates of practice on the recruitment of
healthcare workers as a tool for managing migration

4. ldentification of the core elements of a human ueses strategies for countries of origin, and
donor best practice to support such strategies

5. An assessment of which lessons learned might becapfe to other sectors of highly skilled
migration.

(June 2007)
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