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EXECUTIVE SUMMARY

ealth workers @& one of the categories of skilledfassion

als most décted by globalization. Over the past decade,

there has emeyed a substantial by of eseach that tracks

pattens of intenational migration of health personnel,
assesses causes and consequences, and debatesepplityses at global
and national scales.i¥Win this literatue, the case of South Africa is
attracting gowing inteest. For almost 15 years South Africa has been
the taget of a ‘global raiding’ of skilled pfessionals by several devel
oped countries. How to deal with the consequences oésdtaint out
flow of health pofessionals is a cerpolicy issue for the national gov
emment.

This paper aims to to examine policy debates and issues norger
the migration of skilled health gfessionals fom the counfr and to
fumish new insights on theecuitment pattans of skilled health per
sonnel. The objectives of the paper wvofold:

< To provide an audit of the ganization and pattas of ecruit-

ment of skilled pofessionals fom South Africa in the health
sector The paper draws upon a detailed analysig@fiitment
advetising appearing in thgouth African Medical Jounalfor the
period 2000-2004 and of a series of iniews conducted with
private recuiting enterprises.

= Based upon the above analysis and additionalviet®s with

key stakeholders in the South African health sether paper
offers a series oecommendations for adeksing the mblem of
skilled health migration. Theseacommendations argounded
in both South African experience and an imdgation of inter
national debates and ‘gbgpolicy’ practice for egulating ecruit-
ment.

The paper is @ranized into five sections. Sectiowd positions
debates about the migration of skilled healthfggsionals within a
wider literatue that discusses the imational mobility of talent.
Section Thee eviews eseach on the global caulation of health pr
fessionals, focusing in pcular upon debate®lating to the experience
of countries in the developing world. Section Four moves the foous fr
intemnational to South African issues anayides new empirical mate
rial drawn fom the suvey of ecruitment patters and key inteiews
undetaken with health sectoeauiters operating in South Africa.
Section Five addrsses the questions of changing policy wrgations in
South Africa towats the outflow of skilled health pfessionals and the
recuitment of foeign health prfessionals to work in South Africa. The
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final section povides a sharconclusion and specifiecommendations
related to theecruitment indusir

The main policy issues at national and imional levels in @la
tion to the migration of skilled healthgdessionals concarthe mon
toring, management, oegulation of such flows. Although several
strategies have been putviard for national strategies and imetion
al co-operative meases to addrss the issue of skilled health migration,
the ealistic options available for most poor countries lamited. It has
been agued, for example, that inaer to manage migrationfettively,
it is necessarfor govenments and other agencies to develop a&mor
strategic appgrach towats egulating the flow of health workers
between countries. The intextional ecod shows that therae no ‘of
the shelf solutions’ or universal panaceas and that each gdastto
develop its own strategy for dealing with the issue of migration in its
own context. Nevéheless, the inteational policy consensus appears
to be moving in the daction of national and global cooperation for the
‘managed migration’ of health giessionals using bilateral agments
or intemational caes for ecuitment.

The empirical eseacth on ecruitment points to the gent need for
such policy inteventions in South Africa. Over the five-year perio
2000-2004 a scan oécuitment adveaisements appearing in ti&®uth
African Medical Jounal (SAMJ) recods a total of 2522ecitment ink
tiatives for South African medical personnel. The numbers of tigkver
ments appearing each year fluctuatemhrfra low of 458 in 2004 to a
peak of 646 in 2002; overall, the average number of sideerents was
504 per annum agss the five-year study pedoThe advdisements
varied fom seeking applicants for specific positions available itiqoar
lar countries to mar general@cuitment of personnel by inteational
agencies for placement in either designated countries or fortopgor
ties and placements ass a range of inteational destinations.
Moreover the type of ecuitment spanned the emtispectum of med
ical personnel fsm general doctor to specialist.

The most critical set of findingelates to the intaational origins
of the recruitment initiatives of South African medical personnel. In
terms of individual countries, the analysis discloses that thatest vol
ume of eciting across the study peribwas for appointments in the
United Kingdom. Overall, a total of 35.5 pent of all adveising was
for positions in the UK. The second and dhinost impaotant iecuit -
ing countries wex New Zealand and Australia, whicgtpresent 21.8
percent and 16.2 peent espectively of all@écuitment. Canada oceu
pies fouth position with a 12.4 peent shae of all ecruitment adver
tisement. As a whole, thefore, these four countries — the United
Kingdom, New Zealand, Australia and Canada — account for 85.9 per
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cent of all ecuitment adveising for South African medical personnel
in the peria 2000-2004.

Of significance is the changing ranking and shafrcountries in the
total volume of ecruitment adveising. In 2000, New Zealand was the
leading souce of ecuitment adveising for South African medical per
sonnel with 26 perent of the total. By 2001, the United Kingdom had
emeged as the most impant destination foracuitment, a position it
retained for theeast of the study perdh In 2000 the United Kingdom
was esponsible for a 22.6 pegnt shag of adveisements and by 2004
this had risen to 42.1 psnt. By 2004 the numbers acfauitment
advetisements for South African medical personnel to work in the
United Kingdom matched the combinetitment adveising fom
Australia, Canada and New Zealand.

The business oecuitment is dominated by UK-based enterprises
such as Global Medics, Medacs Healtlec8evices, Corinth Health
Care or NES HealthcarUK. Significant playersecuiting in South
Africa outside the UK include Auckland Medical Baau for New
Zealand, AMAQ Saiices for Australia, and Ntdrem Medical Sevices
in Canada. Many of the lge UK ecritment agencies arlong-estab
lished and have been in operation for 25 years oeniost ofer
placements in both the private sector and the National HealticsSer
of the United Kingdom. Fem the analysis of the contact detailevpd-
ed on ecuitment advetisements, it is evident that thedast shar of
advetising in the SAMJ is placed by overseeswiters. In year 2004,
for example, only 15 peent of eciuitment advetisements for South
African medical personnel included any local contact details. For 85
percent of ecuitment the channel of communication wastlgh e-
mail or web contacts outside South Africa and overseas telephone/fas
communication. This finding is of considerable poligyavance for it
points to the weak position and limiteabm for manoeuw of the
South African govenment in dealing with the activities of the imr
tional recuitment industy. Indeed, looked atdm an intenational
industy perspective, the operations of the clustereafuitment agen
cies in South Africa arminor players. Enterpriseseasmall in size,
often branch operations of UK-based operationsepesent indepenrd
ent niche operators.

From interviews with ecruiters, several key policy points eigpedl.

< South Africa lacks adequate knowledge and data on the num

bers of medical personnel leaving the coyntr

= The core of the ecruitment indusir is based outside South

Africa and local enterprises enggr as only minor players in the
global context.

< Recuiters ae responding to a demand fuelled by gbomings
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in the existing wage and working conditions in the South
African health cae system.
< At least two diferent reciuitment channels may be fdifentiat
ed. The lagest channel is that of young South African medical
graduates seeking shdem appointments as locums or RMOs
in the UK health system. The majority of suelcmits piobably
retum to South Africa after the close of their tempgpreon
tract appointments. A subsidjachannel is that of a pmanent
movement of mag experienced medical personnel to appoint
ments in New Zealand, Canada or Australia.
= In recent years theris evidence that theetrd towads the
recuitment of South African medical personnel forrmpanent
appointments abad has slowed and beegptaced by tempo
rary appointments.
= The major catalyst for temponarecuitment is that of the
‘wage gradient’, which is attracting medical personnel to the
UK, the Middle East and other destinations (includeagently
for Irag and Iran). For paranent migrants issues of longrter
working pospects and family considerations af impotance.
= South African ecwuiters have identified potential saas of
medical skills in several Asian countries, but have not been per
mitted to tap these pools of medical talent.
Overall, the study gues that ‘competing for talent’ is noecog
nized as an essential element of inggional competitiveness in the
current world economyn this regad a central ole is played by private
and public sectorecruitment agencies in shaping the intgional
mobility of talented or skilled individuals. South Afrisae-integration
into the global economy in 1994 exposed the new democracy to the full
forces of this new int@ational competition for talent. The initial ad
hoc policy esponses werweak and failed engily to compehend the
organizational dynamics and sttures that shape the new global move
ments of pofessionals. In tems of the health sectahe counyr hemor
rhaged an impdant segment of its most experienced medical person
nel. Moreover without the enactment of countailing replacement
strategies and of a national strategy for managing the gauhtman
health esouces, South Africa was vulnerable to the activities of ‘global
raiders’. Thee has ecently been an imptant and welcome policy shift
away fiom the early eactivead hocpolicy responses to the development
by 2006 of a m@ compehensive strategi@sponse that seeks to man
age the mobility of health pfessionals.
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INTRODUCTION

n the early twenty-first centyithe intenational migration of high
ly skilled personnel has iresised significantly as a consequence of
factors elated to globalizatiohThe directions of ciculation of
skilled personnel & multiple: South-Ndh, South-South, Ntr-
North and Noth-South. Nevéheless, substantial ifrences in levels
of development between rich and poor countries mean thatethe pr
dominant flow of intarational migration movements iofn South to
North? The gains and losse®in the intenational migration of skilled
personnel foreceiving and sending countries critically depend on
whether the flow of personnel is tempgrair moe pemanent.
Health workers a one of the categories of skilleabfassionals that
have been most fafcted by globalization. Inecent years thethave
been “vey significant changes in the scale and consequencesfespr
sional health worker mobilit} Some have styled this as ‘a global-con
veyor belt’ of health personnel or a ‘medicalaasel’, which channels
skilled piofessionals fom poor to rich countriesThe conveyor belt of
medical personnel sees thecuitment of Canadian doctors for the
USA, of British doctors to Noih America, and of healthgfessionals
from developing countries into the United Kingdoreldnd, the
Eulopean Union, the USA and CanadBhe major consequence is a
serious depletion of the health workéer of the Caribbean, the South
Pacific and sub-Saharan Africa. The medical “brain drain” has catalys:
reseach and engjized new policy debates that place a high priority on
managing migration.
As Bach agues: “The higher pffile attached to humaesouce
issues within the health sector and the specific challenges @&fssddy
staf shotages whilst not exacerbatinggiylems of brain drain has
ensued that the issue of health worker migration has rapidly climbed
the health policy agend&Accordingly, over the past decade, théas
emeged a substantial by of ieseach which tracks pattas of intena-
tional migration of health personnel and its causes and consequence:
and debates policyesponses at global and national scaleswathe of
opinions and debates have been generated by the popularly stgkgd ‘gt
brain robbel’ and esultant crisis in health s@es acoss much of the
developing worldw
Within this emeging baly of eseach and debates on thecwuit-
ment of skilled health personnel the case of South Africa is attracting
growing inteest. For almost 15 years South Africa has been tgettar
of the ‘global raiding’ of the counts talent pool of skilled pfession
alst The exdus of South African health personnel in the post-
apatheid peria has been highlighted in several stu#fi©®ealing with

5
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the consequences of this bleed of healtigssionals hascently
become a cerpolicy issue for national govenent:®

The aim of this policy series paper is t@oyide new insight on the

recuitment pattans of skilled health personnebim South Africa and
to examine policy debates and issues conogrthe migration of skilled
health pofessionals fom the countr More specifically the objectives
are twofold:

< To provide an audit of the ganization and pattes of ecruit-
ment of skilled pofessionals sm South Africa in the health
sector This task draws upon a detailed analysigoiuitment
advetising appearing in thgouth African Medical Jonal and of
a series of interiews conducted with privatecuiting enter
prises;

< Based upon the above analysis and additionalvietes with
key stakeholders in the South African health settoofer a
series ofecommendations for adelssing the mblem of skilled
health migration. Thes@commendations argounded in both
South African experience and an imbgration of intenational
debates and ‘gdaopolicy’ practice foregulating ecuitment.

The epott is omganized into five sections.

= Section Wo positions the debatescamd the migration of
skilled health pofessionals as a special case within a widerliter
ature that discusses the intational mobility of talent.

* Section Thee eviews a bay of intemational eseach specifi
cally concening the global ciculation of health mfessionals,
focusing in paicular upon debate®lating to the experience of
countries in the developing world and policy intartions
towards the migration of this categoof talent.

= Section Four moves the focu®fn intenational to South
African issues and pwides new empirical material drawrfin
the suvey of recruitment pattans and key inteiews undeak-
en with health sectoecruiters operating in South Africa.

e Section Five addrsses the questions of changing policy inter
ventions in South Africa towds the outflow of skilled health
professionals and of theecuitment of foreign health mfession
als to work in South Africa.

= Section Six povides a sharconclusion and specifiecommen
dations elated to theecuitment industy for health prfession
als.
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THE INTERNATIONAL MOBILITY OF TALENT

uring the last two decades, debatesuad skilled migration

and human capital mobility have shiftedrfr concens about

‘brain drain’ to discussions about ‘competing for global tal

ent.”™ Globalization and the advent of the ‘knowledge eeono
my’ have radically shaped a new context for the migration of high
skilled personnef. Highly skilled migration thusepresents an ineas
ingly large shae of contemporarglobal migration seams.

The expanded inteational ciculation of talent is viewed as both a
cause and jpduct of geater economic independence and lower trans
portation costgé Other key factors & the inceasing globalization of
firms and the intexationalization of higher education. The egesice
of intemational labour markets for well-educated and talented people
“an impottant patr of the pocess of globalization and economic inde
pendence aoss countries anakgions.™

Global talent has never been manobile or in demand than at
present. Many countries seek to compete for global takecwgnizing it
as a key economiesouce and sowre of ceative powerand welcome
foreign pofessionals in ader to edress domestic skill shiages as well
as to advance economimgith.® Overall, the intenational ciculation
of talent can have imptmnt development &fcts on sowe nations, on
receiving countries and negenerally on global economy and society

The economic value of talent deriveerfr its diferent uses. dlent
can be variously a pductive esouce for curent poduction, a soae
of wealth ceation, a souwe of knowledge, or prider of a social s&r
ice. Solimano develops a taxonomy of siXatiént brands of talent
accoding to occupational characteristits.

= Technical talent in tens of people who arexpets in informa

tion technologytelecommunications, engineering or computer
science. This ptaicular group of ‘knowledge peopleépresents a
human capitalesouce base for cuent poduction-elated
activities.

= Scientists and academics who constitute an itapbknowt

edge souce for countries.

< Entrepreneurs and managers, an impot goup often over

looked in discussions of talent mobilityligrant entepreneurs
and managers arsignificant agents for wealtheation.

= Qualified pofessionals, such as economists, engineers, heath c

environmental specialists, whoarecuited to assist multilateral
and egional development banks, inbational oganizations

and development agencies at globegional and national
scales, constituting an ‘inteational public sectdr
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= Talented cultural workers, including musiciangjsis and
designers, whoapresent an impdant resouce for the develep
ment of ceative and cultural industries.

= Health pofessionals whose inteational ciculation represents a

specific fom of talent outflow that is of considerable comcey
developing countries.

A number of authors stmgly maintain that therae distinctive fea
tures of the debates conoémg the mobility of skilled health pfes
sionals, which set apiathis categoy of ‘knowledge people’ as “a special
case that equies diferent policy goals and inteentions fom the cir
culation of other mfessional occupationg.’Akire and Chen make the
case for ‘medical exceptionalism’ within the globatciation of
talentz Unlike many other seices or poduction goals, health sefic-
es usually equire that health mfessionals be located in the same physi
cal location as the patients. In other sectors, such agnafiom tech
nology (IT), moe ‘souce’ county employment has developed, the best
example being that of busines®pess outsoaing through call cengs.
Discussions obrain circulation (involving the etum of talented people),
or brain exchangdginvolving the exchange of highly skilled personnel
between two countries),dquently draw on the experience of the IT
industry. Unlike the mobility of health pfessionals, which negatively
impacts upon the soce county's capacity to mvide essential health
sewices, the migration of IT mfessionals does not undg@ne “anexist -
ing industry in the souce county but eflects stong gowth in demand
for IT professionals overseas.” The mobility of skilled healtifgssion
als is futher distinctive “because it is influencedosigly by the egula
tory frameworks of individual govements that condt the training,
recuitment and deployment of healthofessionals.” Geater scope for
policy intewention theefore exists for intaerention in the migration of
health pofessionals than in other sectors because of the centrality of
govemment egulation in health sector wo¥k.

THE INTERNATIONAL MIGRATION OF SKILLED HEALTH
PROFESSIONALS

he migration of highly skilled health gfessionals fsm poor
to rich countries is not a new phenomerdburing the
1950s and 1960s many industrialized countries expanded their
welfare states rapidlyriggering an inceased interational
mobility of skilled health personnel. Colonial cultural ties, including
language, wera coe influence shaping the early intational geogra
phy of flows of health pfessionals?
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Concens about the inteational movement of health workers wer
expressed as far back as the mid-1960s at the Edjhbur
Commonwealth Medical Confance. During the 1970s the WHO
undettook the first pioneeteseach on the global stocks and flows of
health pofessionals and identified India as theést souce county
for doctors. Since the 1970s, the amaof globalization and the devel
opment of fee trade agements have facilitated a new intensified wave
of intemational migration of health personnel linkedeaduced baiers
to trade and mobility of séces, poducts and people, including health
professionals. Several developed countries — notably the UK, Australia
Canada and the USA — have becomesiasingly eliant on immigra
tion and the intarational ecuitment of personnel to cope withoge
ing demands for health easevices and domestic shages of health
personnel. The question of ‘brain drain’ of healtbfggsionals hag¥
emepged as an imptant issue for healtteseach.”® Across the intera-
tional literatue, common themes engg elating to pattars and path
ways of migration, causes, consequences and possible gsimnses.

DATA SHORTCOMINGS

Many analysts bemoan the diaof reliable quantitative and qualita
tive data upon which to base detailed analysis. Stilwell and colleagues
at the WHO point out that despiteogiing concen about migration
and its impacts upon the health systems of poor countrie® ‘ihen
single souce of data that careflect the gowing complexity of interal
and intenational migration of health workers, taking into account tra
jectories/itineraries® In addition, “data fsm countries thatecruit or
accept health pfessionals (destination countries) appear to be mor
reliable than data &m the home countries ofgessionals who travel
to work aboad (the soure countries)* This viewpoint is suppoed by
Saravia and Miranda whogare that “countries that contribute human
capital to the brain drain ray recod the characteristics of migrants”,
while receiving destinations often “maintain statistics orifgm-bon
nationals and immigrants thuigh census data and national data bases
on education and scientific and technological cap&€ifyhe problem
of inaccurate or unavailable infoation to monitor the migration of
health pofessionals is péicularly acute in sub-Saharan Africa.

A key policy conclusion is that the collection and establishment of
reliable infomation on stocks and flows of healttofassionalsemains
a coe challenge that inhibits fetctive migration management. Of par
ticular concen is that little is known about whether intational
migrants etum to their home countries. Indeed, “theés little system
atic analysis or agement about the degg to which health fessional
mobility represents a temponaor pemanent phenomenor.”
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SPaTIAL FLows

Notwithstanding the weaknesses of data for tracking thenatemal
flows of health personnel, thedad contemporarspatial patters and
key souce/destination countries of migrant® aelatively clear Since

the WHO eseath conducted during the 1970s, several negions

and countries have appedras sowes for health mfessionalecruit-

ing. Among the most significanteathe Caribbean, Egypt, sub-Saharan
Africa, Cuba and the forer Soviet Union. Ftiner, in tems of the
‘medical caousel’, a number of developed countries souces as well

as key destinations for skilled healtrofessional, in péicular, Canada
and the United Kingdom. The most imgaont individual sowe is the
Philippines, a counyrthat has actively pmoted labour migration
through deliberate govement policy Overall, the Philippines has
played a centralale “in the political economy of migration and has fig
ured pominently as a soge county for nurses and to a lesser degyr
physicians.® Although the volume of flows of healthgbessionals out
of sub-Saharan Africa is not asgt as that &ém other pas of the

world, the efects of this loss in pécular countries have exacerbated a
deepening health carrisis. This situation has focused intional
attention on the extus of skilled health pfessionals fsm Africa,
including South Africa:

In tems of the key destinations, the USA is “the faedutlestina
tion for nurses and physicians seeking employmemtaaband the US,
with a rapidly gowing and ageing population, a histaf migration,
and unrivalled levels of health expendiuhas prved to be a major
destination for overseas trained healtbfpssionals® The United
Kingdom has maintained its historicale as a major destination coun
try of doctors and nurses, includingrfr within the Eupean Union.
Overall, global migration flows of health workerg dprimarily demand
led, with workforce shotages in some destination countries (such as the
United States and United Kingdom in fieular) triggering active
overseaseacuitment strategies”An important new suite of destina
tions with rising demand for skilled health workers is the Gulf States,
which recnit health pofessionals fom all pats of the world, including
Europe.

CAUSESOF HEALTH PROFESSIONALMIGRATION

10

At one level, “the eason for the ‘conveyor belt’ isdathtaking in its
simplicity. Richer countries and health systems pay better sal&ries.”
The significance of wage didrentials in accounting for the South-
North movement of health @piofessionals cannot be ovempha
sized. Nevedheless, complex foes shape the intetional mobility of
health pofessionals.
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A range of diferent factors have been ait in intenational
reseach, much of which analyses flows inrtex of ‘push’ and ‘pull’
forces. Push factors focus on issues of payrking conditions, and
broad management and gowance factors that galvanize healtbfes
sionals to exit their own health systems and migrata their county.
By contrast pull factors that tend to catalyse movenelate to shdr
ages and activeeciuitment fom high-income countries. In the case of
Africa, Dovlo and Matineau view the migration decision as linked to
the emegence between sawg and destination of “gradients” of six sets
of factors.
= Income or emuneration gradient: the f@ifential in salaries and
living conditions between home and the destination cpuntr
= Job satisfaction gradient: geptions of god working conditions
or environment and utilization of orseskills to the best techni
cal and pofessional ability
= Organizational envisnment/cager oppaunity gradient: difer
ences in opptunities for caeer advancement and specialization
and a well-managed health system.
< Govemance gradient: diérences in administrative beaucracy
efiiciency and fainess with which wader govermental seric-
es ae managed.
< Protection and risk gradient: ¢éfences in the peeption of risk
(especially fom HIV/AIDS in Africa and the lack of ptective
equipment) compad to that in eécipient countries.
= Social security and benefits gradient: healtbf@ssionals ar
concened about their security aftestirement®
The significance of social networks as an influence upon migration
flows also cannot be overlooked. These networ&sdeawn upon by
newly-arived migrants in destination countries aaduce the costs
and risks associated with migration. Thus, “once migration pathways a
established this will stimulate fimer migration” of skilled health pr
fessionals?®
With the gowth in significance of demand-led migration @écent
years, the dominant dynamic has been the ‘pull’ getad intenation
al recuitment, a factor that someseachers describe merstongly as
‘predatoy’ or ‘grab factors¥ Richards goes so far as togare that the
problem of medical migration “is not so much a drain as a positive suc
tion on the parof many developed countries.The WHO diferenti-
ates four mdels of ecruitment agency involvement ielation to the
international movement of nurses:
= An agency-povided ecuitment malel in which the agency
actively recuits nurses on their own behalf for placement in
other countries.

11
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= An agency-led ecruitment mdel in which the employer
appoints an agency to identify a sceircounty and in which
the agency takes the lead @tmitment, selection and place
ment with some input &dm the employer

= An agency-facilitatedecitment malel in which the employer

works in active panership with the agency to identify a soeir
country and the employer is dictly involved in selection
processes facilitated by the agency

= An employerled recruitment mael in which the employer uses

its own lesouces to identify a soge county, select, ecuit and
place health personnel as well as deal véthstration or panit
issues?

In general, “the oppaunity for health pofessionals to be nmwr
mobile has been facilitated by thewth of moe fomalized channels
of recruitment, with inceased awaness of theote of commaegial
recuitment agencies and an irasingly impdant ole for the inter
net.”® The impotance of the interet in facilitating ecuitment also
cannot be undegstimated. Sclecker and Labonte point to “the simple
awaeness of opptumities that comes ém woutine interaction with
professional colleagues, in a world waénformation is often just a
mouse-click away**

PoLicy RESPONSES

12

The main policy issues at national and in&ional levels in elation

to the migration of skilled health gfiessionalsalate to issues of moni
toring, intewention, management anegulation of flows. Although
several strategies have been suggested for national strategies and inter
national co-operative meassrto addess the issue of skilled health
migration, the eal options available for most poor countriesrape
limited. The WHO is still optimistic that apgpriate and conctsd
govenment strategies “can influence a coystability to etain health
workers.”” As a stating-point “it is necessarfor govenments and

other agencies to develop a matrategic apmach towats egulating
the flow of health workers between countriédVloreover “each coun
try has to develop its own strategy for dealing with the issue of migra
tion in its own context!”

Goad human esouce planning is a first step in the establishment
and maintenance of amgriate infomation systems, including a data
base on migratioff. The WHO recommends that soce countries
should “establish and maintain appriate infomation systems on
human esouces, including a database on migration ideorto povide
evidence for policyplanning and day-to-day decision-making and to
monitor the dfect of any interention pogramme implementeds”
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Issues of financial and non-financial incentives high on the
agenda of etention strategies. Bach emphasizes the legacy of-under
investment in health sdaces in many soge countries in tens of low
wages, poor working conditions, low job satisfaction, a lack of leader
ship and few incentives for health workérglowevey many soure
countries have limited scope to mano@ubecause of sevefiscal con
straints. In some countries, “@eted incentives may be a magalistic
possibility paticularly if traditional donorules (that do not suppor
recurent health sector costs, such as wages) caeldeed in the face
of the crisis in humanesouces.™

The lessons of a gup of newly-industrialized countries, including
Korea, Singap@ and India, that have been successfuétaining their
health pofessionals or encouraging them ¢ébumn has been that
“domestic innovation andeseach and development ggrammes have
been a common denominatorhese examples undersedhe finding
that “when eal oppaiunity exists within the context of colent inter
nal policies and investment in science and technolegymning to the
home counyy becomes an attractive option for emigrant$blicies of
retum have been most fctive in economies thateexperiencing a
period of high gowth and expansion of innovation in medical systems.

Retention strategies for several ledtuaint countries have moved
beyond positive incentives in a fdilent dilection to include the intr
duction of financial penalties designed to deter heattfegsionals
from leaving. Bonding schemes for healtbfgssionals to work for set
periods after training or South Africacommunity seice requirement
are an example. These schemes have been the subject of much criti
cism. In the case of South Afrisatommunity setice pogramme,
Ncayiyana agues that: “¥vung doctors doing their obligayocommuni
ty sewice in farflung rural hospitals under highly sssful conditions,
with poor infrastucture and without pper supevision, ae likely to be
forever immunized against working in such hospitals in the éutamd
theefore choose to practice in the private sector or emigrate ovefseas
Overall, in the absence of widespad legitimacythey encourage eva
sion strategies as well as often beindiclillt to enforce.

Other poposed interentions include altering the eigulum to
make Africa-trained doctors less attractive to industrialized countries
and educing the length of training petdieequired for medical persen
nel with the dual objective of speeding gnitito the workfoce and
detering out-migratior?! By reducing the attractiveness of healtb-pr
fessionals fsm source countries to inteational ecuiters, limits ae
theoetically placed on the transferability of skills, an option that has
met with considerable hostilitydm health pofessionals.

The intenational policy consensus appears to be moving in the

13
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direction of national and global cooperation for the ‘managed migra
tion’ of health pofessionals?

With increased ecognition that interational mobility of health
professionals is an inescapable fea@wf the health sectopolicy
responses have shifteefn a eactive appoach that focuses on
stemming migration, towds a moe ambitious and active agen
da of managed migration. The aim is ¢gulate the flows of
health pofessionals to benefit smarand destination countriés.

At the heatrof managed migration is the establishment of ethical
codes of practice anegcuitment guidelines that aim to influence and
shape the inteational ecruitment of health mfessionals. Another
variant is the negotiation of bilateral agments between paular
countries.

Ethical cales of conduct anceciuitment, such as the 2002
Melboume Manifesto, & curently being developed and advocéted.
The most ppminent intenational example is still the Commonwealth
Cade of Practicé In addition, at the national level, the UK gower
ment has moved tegulate intemational ecuitment for the National
Health Sevice in a series of mea®s. In 1999 the UK Deptment of
Health issued guidelines thatguired NHS employers not to actively
recuit from South Africa or the Caribbean. In 2001 thdecof prae
tice was extended with the mandate that NH&tE should not tget
recuitment at developing countries unless the Diepant of Health
had a fomal ageement with that count¥ In 2004 a futher stength
ening of the Cde of Practice was issué&d.

The experience with these voluntarodes of practice is that their
impact has been transijoat best. As the WHO obses, “it is dificult
to know how they can be implemented when they have no legal
status.® The cale of practice issued by the UK Dejmaent of Health,
for example, had a number of loopholes that coulcebdily exploited,;
the cale did not apply to the private secttw recruitment agencies or
to the engagement of tempaorataf. Moreover the cale applied only
to the active ecuitment by NHS Tusts and did not encompass indi
vidual health pofessionals who on an individual basis might be “censid
ered for employment?® As a whole, a major limitation on thefesftive-
ness of these des elates to the lack ofeigulation or application to the
private sectorin seeking to move &m a situation of ‘voluntgrcompli
ance’ by ecuitment agencies the 2004 dzowent futher by equiring
that NHS Tusts use onlyecitment agencies that fully complied with
the cale.

Source countries have ineasingly called forgparations to be built
into agreements. The sngthened Commonwealth d&oof Practice

14
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incorporates claims for the compensation of sewountries for the
costs of training emigrant health personnel. This meadigmated key
stakeholders. Indeed, theoppsal for compensation ‘tpred a step too

far for Australia, Canada and the UK”, who declined to sign up to this
Code of Practicé.

Bilateral ageements between countries often focus eating
shot-term oppotunities for health workers to work overseas for limited
periodss: Sometimes these bilateral agments extend into co-opera
tion frameworks for the stngthening of national health easystems.
Compaed to ethical cdes of practice angcuitment thee ae two
key advantages of bilateral agments. First, theyeduce the need for
and power of commeial recuitment agencies and enseux moe pre-
dictable and transpant pocess for both ptes. Second, the bilateral
agreement is a flexible tool that can incorporate a variety @fipions
including best practice guidelines for training.

Finally, in tems of re-shaping the inteational migration of health
personnel, attention is drawn to the impact of the Generalefggnt
on Trade in Sevices, which epresents a set of legally enéeable ules
that goven trade in sesices?” The GATS is an agrement of the \atld
Trade Oganisation (WTQO), emging in 1994 out of eight years of
negotiations as paof the Uuguay Round trade negotiations that
transfomed the General Agiement onrade and ariffs (GATT) into
the WTO. Under GAS, govenment measus afecting intenational
commece in sevices, including health seces, ae regulated and
restricted®”® Mode 4 of GAT'S afects the movement of healthofgs
sionals and focuses in paular on educing baiers to the temporgr
movement of “natural persons” or theopision of health setices by
individuals fom another coungron a temporar basis. The impact of
GATS on health carand migration is unce&in and potentially cen
troversial. Some obseers anticipate that it will facilitate filver “emi
gration of health workersdm the poagst countries who can notfafd
remuneration levels likely t@tain them.*

THE RECRUITMENT OF SOUTH AFRICAN HEALTH PROFESSIONALS

outh Africa is “bleeding skilled personnel at an accelerating
rate.™ Since the emegence of South Africa new democragcy
sues of ‘brain drain’ have been a focus of SAkHeach.*
fficial data undecount the rate of skills migration by up to
two-thirds. In paticular, the migration of skilled pfessionals fom
South Africa to the “big five” of the USA, UK, Australia, Canada and
New Zealand has been seriously urestrmated.

15
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AN EMERGING PoLIcY |ISSUE

The migration of skilled health gfessionals fsm South Africa is

emeping as a matter of pidgular policy concer. Researh on the
intemational migration of skilled healthgsessionals continues to
highlight South Africa as a leading saercounty for medical persen

nel for the USA, Canada, the UK, Australia and New Zedland.
Nevetheless, accurate infaration on the extent of migration is admit
ted officially to be “had to come by and invariably cootersial.®® In a
recent speech the editor of th&@MJstated that on the question of the
numbers of doctors that leave South Africa “no one knows exactly how
many do so®

Table 1: Numbers of South African Born W orkers Practicing a Medical Profession in select
OECD countries, 2001

Practitioners Nurses/Midwives [Other Health TOTAL

Professionals

Australia 114 1085 1297 3496
Canada 1345 330 685 2360
New Zealand 555 423 618 1596
United Kingdom 3625 2923 2451 8999
United States 2282 2083 2591 6956
TOTAL 8921 6844 7642 23 407
Source: Department of Health RSA, 2006, p. 48 based upon OECD.
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Table 1 shows that in 2001 thedast number of South African-
bom health pofessionals werin the United Kingdom followed by the
United States. This ranking holds for practitioners, which includes doc
tors, dentists, veterinarians, piacists and other diagnostic practition
ers, and the categpmof nurses/midwives. Under the catggof ‘other
health pofessionals’, which includes assistants, the United States is the
leading destination followed by the United Kingdom. The South
African govenment obsees that 11 332 doctors and 41 617 nurses
were working in the public sector in South Africa in 2001 and-con
cludes that “the above figes ae vel considerable and waying, all
the mote since indications arthat the &#nd is escalating’”Overall,
the data used in the Depmaent of Health Reporappear to be ‘best
current estimates’ of the extent of the medical healtidexo

In addition to the flow of penanent skilled migration of health per
sonnel, thee is mounting evidence of tempagréwsses as South African
health personnel anecited for work overseas on fixed contracts. As
Stem algues, “conditions in the South African private sector suppor
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expots of health safices.” In respect of the expbof health sevices
and the temporgrloss of health pfessionals, South African hospital
groups haveeacently won major tenders togwide stdfand sevices to
the UK National Health Seice (NHS). In paticular, the Netcea
Group, South Africas lagest hospital gup listed on the Johannegpur
Stock Exchange, asgis to become “a global integrated healthcar
organization.™ Since 2003 this company has been involved as-a pr
ferred bidder in a number of gaerships with the UK Depament of
Health.

This patnership has involved a five-year contract tdqrar 44 500
cataract operations for the NHS via mobilesees and the opening in
Manchester in May 2005 of a 45 bed ghrtheat facility for pefiorm-
ing 44 800 athopaedic and general gigal pocedues. Other contracts
have been secedl with the Southpoand Omskirk NHS Tust for per
forming 300 hip and kneeeplacement operations and with the
Pottsmouth Hospital NHSrTist for 1000 sigical pocedues on hands,
shoulders, hips, knees and feet. As BStmphasizes, “In ters of these
contracts Netcar sends teams of medical personnehfrSouth Africa
for fixed and shartem periads in the United Kingdom” and in tas
of retaining skilled stdfin South Africa “these personneleathen po-
hibited from employment with the NHS for a petiof two years.”

In accounting for the penanent exdus of health personnel, the
South African Depament of Health focuses upon the ‘push’ and ‘pull’
factors that diect brain drain. Pull factors thateanighlighted include
“better wages, easier working conditions and opndties for pofes-
sional advancement in f@ign countries.” Push factors, seen as driving
personnel out of the cougitencompass “lack of management and sup
port, work overload, poor working conditions, lack of agmiate skills
and emotional bunout.” In addition, theapot mentions “high crime
rates and unceinties about the futer™

What has been igned so far in dicial analyses and interptations
of the causes of the migration of skilled healtbfpssionals fom the
countty is the ple played by aganized ecuiters as parof wider inter
national ecuitment operations that “tget the skill base of developing
countries like South Africa™ Nevetheless, the new global marketplace
for talent “facilitates aggssive transnationa¢cuiting by both goven-
ments and the private sectrin order to seek to pbe this neglected
aspect of the loss of skilled healtlofassionals som South Africa,
reseach was conducted during 2005-2006 on the activitiesandit-
ment agencies involved in encouraging or facilitating local headth pr
fessionals to step on the ‘global conveyor belt.’

17
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RESEARCHMETHODOLOGY

The reseath on ecuitment of South African health personnel
involved two major components.

The first, and lagest, component of the investigation involved a
five-year audit, covering the peda@000-2004, of all adviise
ments placed in the South African Medical JairnSAMJ) for
the intenational ecriitment of medical personnel. As the
SAMJ is a critical channel foecmuitment activities of medical
practitioners, the cerfocus of the investigation was rewed

to exclude theacuitment of nurses. The SAMJ is published on
a monthly basis and the study involved analysis of a total of 60
issues of the jonal over the five-year study pedioFor each
reciuitment advarsement, infomation was extracted, inter alia,
about the ecuitment agengypositions adveised, whee avait
able, contact details and the natof the adveising. The five-
year data base allowed an analysis of the changingnsatter
intemational ecuiting initiatives for South African medical
personnel.

The second component of theseach involved a set of focused
key infomant inteviews conceming the oganization of medical
recuitment in South Africa. Intetiews wee sought initially

with recruitment agencies with active operations in South
Africa. Many ecruiters of medical personnel veereluctant to
speak openly of their activities anefused to be interewed.
Nevetheless, focused intgews on ecuitment wee secued

with representatives of five dérent recuiters. The rich infor
mation obtained tlough these inteiews was supplemented by
a searh of corporate websites. Finaltwo additional focused
interviews wee conducted with the editor of the SAMJ and the
Deputy Diector General for Human Resoas in South Africa
Depatment of Health. Issues of the impact and poliEsponse

to reciuitment activities famed the focus of these int@ws.

RECRUITING SoUuTH A RICAN MEDICAL PERSONNEL
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Over the five-year pericd 2000-2004, the scan of the SAMJ yielded a
total of 2522 ecruitment adveisements for South African medical per
sonnel. The numbers of ad¥isements appearing each year veda r
tively consistent, except for 2002 when 646 atisements appeed
(Table 2). Many of the advsements wer epeated for a pertbof sev
eral months and, in the case of the glokaluiters, appead on an
almost monthly basis.
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Table 2: Recruitment Advertisements by Year, 2000-2004
No. of Advertisements % of Total Monthly Average

2000 465 18.2 39
2001 461 18.3 38
2002 646 25.6 54
2003 492 19.5 41
2004 458 18.2 42
Total 2522 100.0 42

The ecnitment adveaisements tageted (a) applicants for specific
positions available in pacular countries; (b) generaaruitment of
personnel by interational agencies for placement in designated-coun
tries; and (c) generakécuitment agencies listing for placementsoaer
a range of interational destinations. The vast majority of atiger
ments ae for specified individual countrdestinations; a small steaof
advetising (3%) is for multi-destinations or geographicaions, such
as the Middle East or Eape. The type ofacruitment spanned the
entire spectum of medical personnebim general doctor to specialist.
For example, in 2004¢ecruiters wee seeking South African personnel
for positions including general practitioners, @aloctors, consultants,
radiologists, plastic sgeons, anaesthetists, geriatric specialistsalili
tation specialists, pathologists, datologists, caliologists, oncologists,
orthopaedic consultants, trauma specialists, hip specialists, anatomice
pathologists, hewsugeons and wilogists. The lagest number of indi
vidual advetisements is for general practitioners, RMOs (Resident
Medical Oficer) or “doctors of all grades.”

Table 3: Numbers of Recruitment Advertisements by Size and Year

Full Page Half Page Small Insert
2000 21 (4.5 %) 77 (16.6 %) 367 (78.9 %)
2001 28 (6.0 %) 91 (19.7%) 342 (74.2%)
2002 80 (12.3 %) 130 (20.1%) 436 (67.5%)
2003 76 (15.4%) 67 (13.6%) 349 (70.9%)
2004 75 (16.4%) 70 (15.3%) 313 (68.3%)
TOTAL 280 (11.1%) 435 (17.2%) 1807 (71.6%)

Table 3 shows that the majority of adv®ements a& less than a
half-page inseiin size. Fom 2002, howeverthee has been a marked
trend towads the placement of er recuitment adveisements of
half-page or full-page size. Overall, 28.3qmt of the ecuitment
advetisements wex of a half-page or full-page size in the SAMbsgr
the study perid.
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Figure 1: The Geography of Recruiter
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Advertising 2000-2004
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The most critical findingsalate to the advésed intenational des
tinations for South African medical personnel. Feyarshows the over
all geographical pattarof recuitment. The geatest volume ofecruit-
ing was clearly for South African medical personnel to take up appoin
ments in the United Kingdom. Overall, a total of 35.5% of all agver
ing was for positions in the United Kingdom. The second and thir
most impotant eciuitment destinations werNew Zealand (21.8%)
and Australia (16.2%). Canada occupies tloynosition with a 12.4%
shae. As a whole, thefore, these four countries — the United
Kingdom, New Zealand, Australia and Canada — account for 85.9% of
all recuitment adveising for South African medical personnel in the
period 2000-2004.

In tems of the existing pattes of practice of South African-bor
medical personnel @ble 1), what is missing is any significant element
of direct recuitment from the fifth member of the ‘big five’, namely the
USA. Indeed, the USA, with a total of only 15 adisaments, ranks
tenth on the listing of individual countries. Theasons for this ernot
altogether clear since the USA is one of the major destinations for
South African physicians and specialists. Clea8guth African health
professionals lear about job oppadunities in the USA though other
channels. Personal contacts with healtifgmsionals adrady in the
USA ae likely to play a significantote. Web advetising may also be
important. Many African-trained physicians also enter the USA
through esidency pygrammes’ Information aboutesidency oppadu-
nities in the USA is obtaineddm other souwes.

More significant than the USA eaMiddle East destinations, in par
ticular Saudi Arabia and the United Arab Emirates, the Netherlands
and lreland in Euope, and Namibia, the only African destination of
any note. Minor ecuiting destinations included Bahrain, Qat@man,
Belgium and Nigeria. Finallysolated adveisements appead for work
in the following destinations: Beruda, Botswana, China, India,
Kuwait, Lesotho, Mozambique, Russia, Swazilangtnam and Zambia.

Figure 2 shows the numbers of adisements placed on an annual
basis for the leading ten individual coynttestinations and Figer3
indicates the sharof adveliising accounted for by pidcular countries
for each of the years cowst in the studyin any individual year the
peak volume of advéising is that ecoded for the UK. In common
with the UK, the lagest volume ofecruitment adveising fom both
Australia and New Zealand appears in 2002. For Canada the peak ye
is 2000.
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Figure 2: Number of Recruitment
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Figure 3: Share of Countries in Recruitment  Advertising 2000-2004
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Table 4: Share of Recruitment Advertisements by Leading Country and  Year

2000 2001 2002 2003 2004
United Kingdom 22.6 29.3 395 42.3 42.1
New Zealand 26.0 25.6 22.3 16.5 19.0
Australia 19.4 20.6 15.8 14.2 11.1
Canada 191 13.9 8.2 10.4 12.0
Rest of World 12.9 11.6 14.2 16.6 15.8

Of significance is the changing skaof countries in the total vol
ume of ecruitment adveising (Table 4). In 2000 New Zealand was the
leading souwre for ecuitment adveising with 26% of the total, fel
lowed by the UK (22.6%), Australia (19.4%) and Canada (19.1%).
From 2001 the UK was the most impamnt destination forecuitment.

By 2000, over 40% of adwesements wex for the UK. By 2004, the
number of adveisements for South African medical personnel to work
in the United Kingdom matched the combined totahfAustralia,
Canada and New Zealand. Canada became tlientioist significant
souce for recruitment adveising in 2004, in lage pardue to a marked
cutback in adveising for Australia.
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Table 5: Full Page Recruitment Advertising by Country/Region and  Year

2000 2001 2002 2003 2004 TOTAL

United Kingdom 6 23 64 62 70 225
New Zealand 9 4 8 2 2 25
Australia 3 0 7 0 0 10
Canada 0 0 0 5 1 6
Ireland 1 1 1 0 1 4
Europe 0 0 0 3 0 3
Namibia 2 0 0 0 0 2
Netherlands 0 0 0 2 0 2
Saudi Arabia 0 0 0 1 1 2
Middle East 0 0 0 1 0 1

Table 5 focuses only on the destinations in full-page tskeents
during the perid 2000-2004. Of the overall total of 278, 80.4% aver
for work in the UK. This analysis undersest once again, the over
whelming dominance ofecuitment initiatives for South African
skilled health pofessionals to work in the UK.

THE RECRUITMENT BUSINESS

The business ofecuitment is dominated by UK-based enterprises such

as Global Medics, Medacs Healthes®evices, Corinth Health Car
and NES HealthcarUK. Significant non-UK player®cruiting in
South Africa include Auckland Medical Beau for New Zealand,
AMAQ Sewices for Australia and Ndhen Medical Sevices in
Canada. Many of the lge UK ecritment agencies atong-estab

lished and have been in operation for 25 years oenfwme agencies

deal only in placements in the UK but others, such as Medacs or
Corinth, also advéise placements or opganities in other pas of the
world. Most ofer placements in both the private sector and the
National Health Seice of the United Kingdom.

The advelising tamgeted at South African medicalgbessionals typi
cally offers “fantastic oppdunities”, “better lifestyles” and “gat rates”

of remuneration as well as, in one case, an assurance that “we will not
mess you about, we have genuine positions.” Assistance and advice is

offered to recuited personnel about work placement; welcome and

greeting on aival; opening a bank account; mobile phones and answers

to such questions as “What do | dmading meals, washing andit-

ing?” The adversing mantra for one inteational ecruiter conveys the

message “Wh you evey step of the way® One of the most striking
themes of ecruitment advdising is place mmotion and imaging.
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Australian adveising emphasizes the &iof “the Topical lifestyle in
Queensland.” In New Zealand, South Africaresdrawn by “geat fish
ing, geat fun” or attracted by “a lath of fesh air.sea..countr.or
both. You'll find it New Zealand.” One opptumity in the Bay of Plenty
was adveised as “Looking for a gt lifestyle at the beach?...And a
working challenge? Then come to New Zealand.” Another New
Zealand placement stated: “Kia Ora! Sail the Bay of Islands, hike the
Milford Track or ski a volcano.” An oppturnity in rural British
Columbia, Canada was “located on beautiful Stbake with excellent
outdoor amenities, including ski hill and golf course.” Other Canadian
advetisements sought to aseupotential applicants that “Saskatchewar
is a wondeful place to live, raise a family and enjoy life!!” Likewise,
Peace Counyr Grande Prairie, Albéa was “a geat place to raise a
family and practice general medicine.” In the United Kingdom appli
cants for positions in Poole veeassued simply that it “is a beautiful
place.” Conscious of the global market for medical personaaljiters
seek to dier comparative benchmarks for potentedmitment: “Foget
the hassle with the GMC foegistration — hop on a plane to Ozz wher
your South African qualifications and experience will be epjated.
Forget the rain and fog of the UK — go in leaps and bounds to the sur
shine.”

From the contact details pvided on ecuitment adveisements, it
is evident that the Igest shae of advdising is placed by overseas
recuiters. In 2004, for example, only 15% of adisaments included
any local contact details, either inrtex of an individual, a local tele
phone, fax or e-mail contact. For tresrainder the channel of commu
nication was thsugh e-mail or web contacts outside South Africa and
overseas telephone/fax communication. This finding is of considerable
policy relevance for it points to the weak position and limitexhr to
manoeuve by the South African govenent in dealing with the activ
ities of the intemational ecuitment industy.

SOUTH AFRICAN PERSPECTIVES

Looked at fom an intenational indusyr perspective, the operations of
the cluster ofecruitment agencies within South Africaeaninor.
Enterprises a small in size, often branch operations of UK-based oper
ations, or epresent independent niche operators. Some of the most
prominent locally-basedecruiting agencies arElite Locums, The

Locum AgencyRS Locums, Global Medics, Thinill Recuiting, and
Workforce Worldwide. Global Medics, the branch of the UK-based
enterprises, is a mesignificant player as it operatesioés in a number
of South African cities. Examples of small niche operators include the
Singapoe-based Global Medical Séees, which focuses oemote
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emepgency assistance in Africa, Medical Place, a home-based agency in
Sandton, and Canada Calls, which, as the name suggests, is dedicated
to recwiting South African medical personnel for work in Canada.
Many members of this locally-basedgp of ecruitment enterprises
were established in the post-atherid era. For example, RS Locums,
based in Capedwn, was founded in 1996 and seeks to assist health
care piofessionals “to achieve theiratms of working in the UK’
Some enterprises, such as Elite Locums, deal with both local as well as
international placements of medical personnel. Most agencies, however
specialize in the overseas placement of South African healtbsgion
als. In cetain instances, the eepeneur who established thecuit-
ment agency is a qualified doctor

Inteviews unddiaken with theseecuitment agencies cannot claim
to be epresentative of the views of the eatBouth African medical
recuitment industy. Nevetheless, they do tdr powerful statements,
perspectives and aeh ‘insidérinsight into an industy about which
little is known. Issues raised in the intews focused aund several
central themes: doing business asa@uiter; recent tends and causes of
migration; and adéssing the policy challenge of the migration of
health pofessionals mm South Africa. The next sectionopides a
selection of evealing statements made by the wgvees and allows
them to ‘speak’ frm a practitioner perspective to the key issues con
ceming the migration of health gfessionals fom South Africe®

ON DoING BUSINESSAS A RECRUITER

It is a small business that un flom home. Iteally consists

only of me. It is a South African based company that finds
placements for South African doctors overseas. It is a unique
sewice that | place specialist doctors in the UK. | match special
ist doctors with hospitals thatetooking for a specialist. | usu
ally get contacted by people after they see our advehe

SAMJ or in The StaMany people hear about the company
through wod of mouth. | apmrach some specialists dictly and
ask if they would like to work in the UK. | find ydew pob -
lems fom this side. Therae no laws andegulations.

Global Medics is a UK based compamich has dices in

South Africa. Thex ae over 140 companiesgaruiting doctors
worldwide in the UK at the moment. Many of them have South
African doctors on their books.e/8ouce the positions in the

UK and then go tlmugh our database to match the job with the
right person. The company specializes in tramsigihealth cae
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skills to the UK. The appointmentseaon a sharto medium
term basis.

The company that lun with a colleague is based in Canada
and has beenunning for the past ten years. Both wers ae
originally from South Africa and we specialize in placing South
African health pofessionals in Canada.aMdvetise cettain
positions but usually we ask people to submit their CV and we
try to fit with them specificall\\e advetise in the SAMJ and
call for people to submit their CVs. These aceened and we
source a position for that person, as an agent for them. W
access the positions in Canada eitheredily or though an
overseasecruitment company

The company based alad specializes inectuiting all kinds of
professionals. A lge popottion of the ecruitments ae doctors.
W& advetise globally Ther are always adves in the SAMJ
from places like Australia and New Zealand looking for South
African graduates. Wadvetise in South Africa for doctors
because they arhighly regaded. V& have a data base of dec
tors on our system. &\then dier a doctor a contract if they fit
the piofile and if the job is suitable. Theyeanot always suited.

There ae so many people that@ilooking to leave. Therare
other companies that we compete with butatisrenough work
so thee is nhot much competition.

TRENDSAND CAUSES OF MIGRATION

Most of the doctors that arleaving ag younger doctors, looking
overseas for experience. Theyedooking to make some money
overseas and most of thestum to South Africa, especially
those that go to the UK. Theeare others that | send to New
Zealand, but they tend to be raggemanent and a bit older

When they go overseas it is almost atirin the public sector
They make money and open a private practice when they
return. The ratio is stngly in favour of ecent graduates but
they often etumn after a shar stay Some doapeat the locum
but this is uncommon. Bm my experience the market is defi
nitely quieting down. Therare many people who want to do
temporary locums to make monedyut thee are not so many
people leaving penanently The pemanent placements atess
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populatr People ae looking to make some money aatum.
The biggest mblem that | have is that theare not enough spe
cialists that want to go overseas.

The positions in Canada awusually long ten or pemanent but
we have staed finding placements in the UK aneland which
are often not so long ten. V& send many younger doctors to
the UK to work for a shbperiod, to make money to bring back
to South Africa. It is older people who go to Canada usually
Since 2000 therhas been a steadyetim that includes younger
professionals leaving the couptio live in Canada or the UK.

It is not always a case of simply mgrathough some arkeen

to go for a shdrperiod and make a lot of mondyor those that
emigrate thex are considerations of their families, their schooling
and their futue prospects. Some doctors think that Canada
holds a better futer for them. About 50 pegnt of the doctors
that leave a& black doctors. Many of them also do not want to
come back. So it is not a question of race. The Canadian health
system is so good that thas ample oppaunity to practice as a
doctor.

Thee is a sharage of doctors in the UK but theyeaeluctant

to poach fom poor countries. At the moment the South African
companies that arrecruiting South Africans to the UK arnly
allowed to do so for temponajobs and locums. But people will
go to ean moneyThe exchange rate is a big factbtowadays
there is moe money to be made in other places. The other day |
sent a doctor to Mali on behalf of Anglo-Gold. These jobs pay
in dollars.

Why do people want to leave the coyrind work aboad?
Recently qualified doctors go to the UK end up working as
RMOs [Resident Medical fidfer] for six months or ma. It’s

not vel stimulating work for them. But it is an oppanity to
eam some moneyost of them bring that money back to pay
their study loans and maybe dtarpractice.

Thee was a noticeable exodus of medicafpssionals in the

late 1990s. After 2003 it became mdificult to get into the

UK. South African graduates now have to write some exams in
the UK and this has stemmed the flow to somesgedviany

older doctors won’go back to school. But theare some other
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places whee doctors can go to such as the Republicedaid.
The Middle East is now open.

Doctors in the UK ag paid poorly by British standés but the
money is still so good for local doctors that they can gaethad
make some monely’'s almost ma afordable to do locum
work in the UK than be a junior doctor in South Africa. It
almost moe afordable to go and do bar work in the UK!
Probably most that & abioad do not want to be thebut they
are thee because they can make moridynow that many of
the doctors thex do not like being ther It's not a geat place to
live. But thee are few possibilities her.

Locum work is a lifeline for many doctors in private practice.
They can ear some extra monggnd can then buy new equip
ment for their practice. Much of this stig paid for by British
pounds. Health car in this county is in a crisis. Theris vey

little buy in. Many young guys @going aboad. Once they

think thee is no futue hee then they will consider staying
abroad. W& can catch them befothey leave but once they have
a wife and kids in the UK theyathere forever It's only the
climate that pulls people back to South Africa. Ehiernot

much else.

The major poblem that is facing doctors in South Africa is
Manto EBhabalalaé* The situation of doctors in South Africa is
stimulated by what is happening ket home. Dr Garlic has
made a mess of the whole indysiFhat woman is a bigger
threat to South Africa than Rolidvlugabe.

To stand in a world faim and poclaim that HIV patients must
take garlic is an embaassment.

ADDRESSINGRECRUITMENT PoLicy CHALLENGES

In the 1990s therwas a lot of grssue from the South African
govenment to stopecriting South African doctors for emigra
tion to Canada. In 1997 the company had a califrthe dice

of President Nelson Mandela to ask us to stop sending doctors
away. But thee is no chance. If people want to leave they will
leave.

W\& have lots of South Africans on the data base but it doesn’
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necessarily mean that they will all be going out of the cguntr
After their locum most of them widiturn. It's the money that
people ae after In order for people to stay in South Africa they
must be paid mperly Not all doctors want to leave the coun
try. If people ae paid poperly they will work hat.

The cux of the issue is that when you deal with doctors you
cant bullshit them. They areducated people. They can think
out of the box and see the bigger pietufhey will always find
other places to ca&e out a futue if they ag not happylIt’s the
same as all mfessional people. They can objectively look at the
situation and decide what the best option is. | have been in the
company for four years. | know all the complaints and opinions.
| want the doctors to stay in South Africa. | know all the doc
tors on the data base and | have tetdiom them what they
think. Theg are organizations ¥ing to encourage graduates to
return to South Africa. But theyepunting the climate and the
friendly people. I§ airy-fairy bull-shit! They ag not addessing

the poblems as to why peoplecahere in the first place.

Many companies have amarched the Health MinisteNetcae
wanted to bring doctors to South Africarfn India. Vé could
bring people who & willing to work hez from the Philippines,
India and China tomeow if we wee allowed to.

It is a big mistake to pvent people fm moving to places they
want to go to. In South Africa we have a constitution that guar
antees feedom of movement. The thing is peopéel@aving for
other reasons. Unless the health eaystem changes then people
will leave for good. In my mind the health dep@ent should
facilitate locums and soworking holidays alwad. After all, the
people ae bringing money back into the countPeople dor’

all want to leave for good — most want to come backthé
money that they arafter After working for a shdrperiod in

the UK they can make enough money to sustain a private prac
tice, or repay a student loan. The gowerent needs to see the
potential. It needs a policy tnaround.
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Key PoLICcY IMPLICATIONS

Several key policy implicationsaraised by the inteliews and adver
tising analysis:

South Africa curently lacks adequate knowledge and data on
the numbers of medical personnel that l@aving the countr
The coe of the ecruitment indusir is based outside South
Africa and the local enterprises emeras only minor players in
the global context.

The ecruiters ae esponding to a demand that is being fuelled
by shotcomings in the existing wage and working conditions in
the South African health @asystem. As the editor of the
SAMJ noted, “It is not the adweements that & making peo
ple leave the coungrand go alwmad. These adver ae taking
advantage of a number of other isstfes”

At least two diferent reciuitment channels may be fdifentiat

ed. The lagest channel is that of young South African medical
graduates seeking shdem appointments as locums or RMOs
in the UK health system. The majority of suelcmits now

retum to South Africa after the close of their tempgraon

tract appointments. A subsidyachannel is the peranent
movement of older and meexperienced medical personnel to
appointments in New Zealand, Canada or Australia.

In recent years theris evidence that theetnd towads the
recuitment of South African medical personnel forrpanent
appointments abad has slowed and beaplaced by tempo

rary appointments.

The major catalyst for tempoyarecuitment is that of the

‘wage gradient’ which is attracting medical personnel to the UK
the Middle East and other destinations (includeaently Iraq
and Iran). For penanent migrants issues of longaeworking
prospects and family considerationg af impotance.

South African ecuiters have identified potential saas of
medical skills in several Asian countries but have not been per
mitted so far to tap these pools of medical talent.

Africa offers another potential space faptacementacuit -

ment. As the editor of the SAMJ noted: 8Meed toecognize
that thee ae doctors in other pta of Africa who would be
willing to come and work in theural aeas of South Africa.
During apatheid all the hospitals in the Bantustans evetiafed
from people overseasolmically, with the change in the political
dispensation therhas been a shift of policy and these people
have been kept out®”
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WHITHER SOUTH AFRICAN RECRUITMENT PoLicy?

uth Africa faces an ineasingly competitive and aggsive
global marketplace for theecuitment of skilled pofessionals,

cluding health workers. The untainties of the counyis

ew democracy made South Africa vulnerable to thwigg
number of ‘skills-raiding’ initiatives that wemmounted in the late
1990s, most famously by the two Canadiaovprces of Albera and
Saskatchewatt.Since the 1990s, South Africa has movemiiad hoc
reactions to a mer oganized set of strategiesponses to the challenges
posed by the interational migration of health personnel.

AD Hoc RESPONSES

South Africas initial response was toqtest to the Canadian gower
ment in 2001 against this ganized poaching’ of the couyis medical
skills base. Essentially thegrincial govenments of Canada wer
responding m-actively to the dynamics of the intettional market
place for skilled talent and nm@paticularly the ‘global conveyor belt.’
Indeed, these govanents wee competing in the inteational market
place though the activity of ‘eplacementacuiting’, which was made
necessar by the continued poaching of Canadian-trained headflaspr
sionals by the USA. By contrast, South Afre@wn ecuitment policy
at the time was based upon the ethical stanceeivhére countr
refused to undéke ‘leplacementecruiting’ in other pats of Africa
and thus be complicit in the draining okpious skills fom pooer
neighbours?® Rather thanecnit medical personneldm Zimbabwe,
Nigeria or DRC, South Africa entd into a bilateral agement with
Cuba to supply doctors and other medical personnel oi+-twor con
tract assignments. This ‘principled stand’u€lr assés, “benefited nei
ther South Africa, Zimbabwe nor thegion.”®

Since 2001, South Africa’esponse to the inteational competition
for talent and the activities of ‘global raiders’ has become less naive. A
policy shift is discemible away fom righteous potest. Indeed, between
2002 and 2006 South Africa moved awagnr ad hocesponses towes
a moe oganized and strategic policy inkention, which itself is paof
wider human esouce planning for the counts health sectoBetween
these years a shift can be noted alsonfia focus on ‘contf’ towards a
more active agenda of ‘managed migration’ of healtifiegsionals. Bach
obseves moe widely of the interational policy experience that a “een
tral component of any such agenda is an enhammaEdnition of the
importance of impoved working conditions and neeffective human
resouces planning to encouragetention of health workerg?”
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During 2002, South Africa’ Depatment of Health issued anfigial
policy statement and guidelines on therwitment of foeign health
professionalg® This policy “expessly describes such initiatives as
designed toecruit personnel to work in undersed aeas in the coun
try.”® Alongside this wral focus for ecruitment was the critical stance
that the Depament of Health would not supgahe ecruitment of
individual applicants for penanent work in South Africadm any
developing couny. Futhemore, it was ecommended in guidelines
issued in 2003 that employers showdftain fom recwuiting in develop
ing countries, especiallydm the Souther African Development
Community (SADC). This policy “emanateain the Ministers of
Health in the SADCagion” and aimed to ensithat South Africa did
not paticipate in the “brain drain taking place in fellow developing
countries.® The 2002 policy encourages the setting up of bilateral gov
emment aggements with the purpose of “better cotitof the move
ment of health prfessionals!

The endorsement of bilateral agments as the most appriate
policy response to thecitment of health workers éim developing
countries was announced by South Afigcilinister of Health at a
meeting with Commonwealth Ministers of Health in May 2808.
2003, a Memorandum of Understanding (MOU) was signed between
South Africa and the UK on thedaiprocal exchange of health ear
personnel. This agement committed both pias to fomulating an
agreed plan “including wheby South African health@apersonnel can
spend education and practice petior a limited time in aganisations
providing NHS sevices.” The South African govement agued that
“this strategy will go a long way teducing the brain draindm South
Africa while at the same time ensuring that South African headth pr
fessionals have an opponity to get intemational exposet” Among
the povisions of the MOU was that health personnainfithe UK
could be engaged in strategic placements and would be enabled “to
work alongside health personnel in South Africa withtipalar empha
sis on ural apas.”

MIGRATION AS PART oF HUMAN RESOURCEPLANNING

By 2005 the South African policy discourse @tmitment had shifted

to ‘human esouce planning’ as a whole. In a statement issued in May
2005 the Minister of Health pclaimed that, “V& need to enserthat
intemational migration ancecruitment of health personnel does not
undercut our national plan to imgve humanesouce supply and dis
tribution.”* She also ayued that:

Addressing intemational migration andecuitment of health
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personnel is one of several intentions that the Depanent of
Health is making to addss the challenges of humasouce
supply and distribution in South Africa. Other intentions
involve impoving working conditions for health workers and
providing scace skills and ural allowances to attract andetain
health workers in the public health sector in general am@lror
underseved aeas in paticular.®®

An important milestone was thelease in August 2005 of the Draft
Framework for the Human Resaes for Health Plafi.The Minister
noted that the Human Resoes for Health Plan “should pvide an
overall framework that brings together various imtartions that a&r
curently undeway to deal with the challengesoand human
resouces.” The release of this document was described by some
obsevers as “a damp squib that is thin on practical solutions to the crit
ical shotage of health staf® Nevetheless, others welcomed it as a
basis for opening up discussions among health stakeholders on the issue
of human esouce management. Among thecommendations in the
draft framework was the negotiation of ‘tatig bilateral and multilateral
agreements to manage the imi@iional migration of health
personnel.®

The elease of the draft framework was followed by a pid input
and discussion with stakeholders that culminated inetision and
release in 2006 of the final document titledlational Human
Resouces Plan for Health to Favide Skilled Human Resaeas for
Healthcae Adequate todke Cae of All South AfricansThis document
reptesents the most congirensive and strategiesponse yet to issues
regading the ecruitment andeatention of health pfessionals in South
Africa’s public health secté® The plan is seen as a watershed as the
first human esouces plan for South Africa’health sector as a whole. A
key underlying prmise of this strategy is that “migration is not seme
thing that can or should be stopped.” Another fundamentsihgtar
point is that, as it is notalistically possible to stop private sector
recuitment, “the question then is how best to manage tbelgm.™™

The Deputy Diector General for Human Resoes in the
Depatment of Health described the baakgnd thinking that infaned
the final analysis and planning as follows:

Thee is a stong sense among some stakeholders that the answer
to the migration issue is to pay doctors and medicafiegsionals
moe money But the eality is that thee are huge disparities

among countries’ ability to pajvioney is not the only issue, |
think. It is impotant to impove the conditions of séce, the
equipment and machineand the ability of health pfessionals
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to save lives. I$ not just the paybut the ability to be &fctive,
save peoplg'lives and do your job... My amarch to ecuit -
ment agencies is to say that we want people dgige a sevice.
We cannot constitutionally stop peoplerin going, but the grass
is not always geener on the other side... So we cannot stop
anyone fom leaving but we ctinly do not encourage &

With regads to the continued shetem flow of recent South
African medical graduates to the United Kingdom, he noted:

Recent graduates tend to go the UK and do a year or two of
work experience. Mosecitment agencies want people with
experience. Personally | do not want to stop people moving.
That is not the kind of values that our Constitution enshrines.
There can be benefits of interaction and movement. People go to
the UK, they get experience, and they bring experience and
innovation back to South Africa. South Africa is many pesple’
home and we can plough these skills and experiences back into
the public or the private sectéf

Accordingly, the response of South AfricaDepatment of Health in
the 2006 framework plan is wide-rangifdt incorporates impoant
commitments to undeake with Teasuy a eview of wage conditions.
But it is also anchad upon futher guiding principlesefating to work
conditions: “Work envionments must be conducive to gbmanage
ment practice to maximize the potential for the health wockfto
deliver goal quality health seices.” Poposed initiatives include (a)
improvement in conditions of sdce; (b) impioved emuneration; (c)
payment of scae skills andural allowances; (d) ineases in the num
ber of health pfessionals trained; and (e) thier iecruitment of for
eign health prfessionals tlmugh intergovemnmental agrements.

In relation to ecuitment of South African healthgdessionals to
work outside the countrand to theeplacementeacuitment of foreign
health pofessionals for work in South Africa, the 2006 framework elu
cidates two critical guiding principles. Principle 7 ass#nat “South
Africa’s ole in intenational health issues contributing to leadership,
scientific advances and global healtofpssionals is critical®
Activities aligned with this guiding principle @the design of MOU
agreements in line with the strategic focus of the South African healtl
system and the und@king of a eview with the objective of developing
clear policies onacruitment and employment of fign health pfes
sionals!®® Guiding Principle 8 states that “South Afrisatontribution in
the shorand medium ten to the global health market must be man
aged in such a way that it contributes to the skills development of
health pofessionals™’ Activities under this umlaila include the “opti
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mization of the bilateral agements that South Africa enters into with
various countries” involving the placement of South Africans in institu
tions that would allow them to acgeinew skillswe
Although the 2006 strategic plaropides a foundation for the
‘managed migration’ of South African healtlvfeissionals, an uer
solved issue is that of feign health prfessionals seeking work in South
Africa. The plan states that the national depant of health will
review the policy in thisagad. The key issues undaview ae that:
* Intemational ecuitment shall peferably be done in ters of
govenment-to goverment aggements.
= No active ecuitment for pananent employment in South
Africa will be directed at other developing countries in the
African region e
= Foeign health pofessionals who do not enjoy paanent est
dent status shall not be petted to enter private practiée.
= The position of the gup of African health pfessionals, who
have been working outside their coyndf origin for perials of
between 5-10 years and “do not feel that employment in South
Africa will be robbing their own countries of the skills they
dearly need™
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CONCLUSION AND RECOMMENDATIONS

ealth worker migration, as Bachestses, “is an inescapable

featue of the health secttf?In this study the issueglat

ing to the intemational migration of health piessionals

were positioned as pgaof the wider dynamics of globaliza
tion and of the development of an im&tional marketplace for ‘tal
ent.’ ‘Competing for talent’ is nowecognized as an essential element of
intemational competitiveness in the pemt world economyin this
regad a central ole is played by private and public sectecmitment
agencies in shaping the intational mobility of talented or skilled
individuals.

South Africas e-integration into the global economy in 1994
exposed the new democracy to the fullcles of this new intaational
competition for talent. The initiad hocpolicy lesponses werweak
and failed entiely to compehend the agranizational dynamics and
structures that shape the new global movementsafégsionals. In
terms of the health sectat is conceded that the countiemorhaged
an impotant segment of its most experienced medical personnel.
Moreover without the enactment of countasiling replacement strate
gies and a national strategy for managing the cpsarituman health
resouces, South Africa was vulnerable to the activities of ‘global
raiders.’

In tems of health pofessionals ther has been an imgant and
welcome policy shift awaydm the early eactivead hocpolicy respons
es to the development by 2006 of a emcompehensive strategic
response that seeks to manage the mobility of healfbgwionals. The
reseach conducted in this investigation discloses a number of impor
tant findings concearing the activities ofecruiters and of the changing
policy response to their activities, which leadsgcommendations
about how to deal withecwuiters.

e First, the existing lack of knowledge and data to monitor flows
of health pofessionals into and out of South Africa demands
immediate attention. Theecuitment agencies operating in
South Africa can be an impant soure of information and
repoting for such a data bade.line with the obsefations made
by other eseachers it is ecommended that impred monitoring sys
tems be established to track the flows of South African healtaspr
sionals overseas and of &gn health pofessionals entering South
Africa. In addition, a data base should be established to monitor the
activities of local ecruiters of health pofessionals.

e Second, the majority of initiatives for theciuitment of the
county's health personnel aundeaken by agencies based
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outside rather than inside South Africa. The small cluster of
local recruitment agencies arthus only minor actors in the
overall intenational ecruitment industr For South Africa, the
heat of this global ecruitment industy is operations ancheu

in the United Kingdom and to a much lesser extent, in New
Zealand, Australia and Canada appopriate and ecommended
response is the singthening of existing bi-lateral and multi-lateral
inter-govenmental ageements that &dct the flow of South African
professionals to the UK and other Commonwealth countries. One
element of séngthening integovemmental ageements especially

with the United Kingdom would be to seek to seeuset of eliable

and regular information on the ecruitment of South African pfes-
sionals for locum work in that coumtr

Third, local recuitment agencies cannot be blamed for tlee cr
ation of a desi to migrate among daiin groups of South
African health pofessionals for either tempoyaor pemanent
employment alwad. It must be acknowledged that theecern
sons for migration cannotfate to the operations of these small
agencies. Instead, they link to the wider set of ‘gradients’ of
wages and working conditions that impel talented South
Africans to make a decision to step on the global conveyor belt
of health.Suppot for the compmhensive implementation of the
strategies as set ftin in the 2006 framework, including those con
ceming a review of wage conditions, will be an imaot basis for
managing the futw migration of South Africethealth workers.
Finally, local reciuitment agencies have been constrained in
their activities in tems of South Africas ethical stance on
recuitment of health workersdm other developing countries.
The esearh disclosed, howevethe potential forecuitment of
health workers fsm developed countries and healtbfpssional
expoting countries such as India, the Philippines, Sri Lanka and
even Chinalt is recommended that the mandate of the fiywv-
ernment eview on the potentiatcruitment of foeign health mfes-
sionals, especially fm developing Africa, be extended to incorporate
these potentialacruitment souwres of medical talent in Asia and to
move away fom a focus on integgovenmental ageements and the
sole focus of policy on skills imptor
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