Discussion Paper
Ethical Recruitment & Employment of Overseas Trained 
Health Workers
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Introduction: 
This discussion paper is intended to introduce discussion on the potential for supporting the implementation of the policies and strategies to ensure the ethical recruitment of overseas trained health workers.
Strategies for consideration/discussion
1. Seek the adoption of the Commonwealth Code of Practice (Attached) as Federal Policy for Australia’s recruitment of international health workers; and that the Policy contains explicit strategies to ensure that the Code is implemented, including:

· that there is greater transparency, and explicit information made available to stakeholder organisation, by federal agencies of employers and the number of health workers recruited under ‘skills shortages’ visas
· that all migrant health workers are advised with explicit material on the relevant industrial organisations that they are eligible to join terms and conditions of employment under their Agreements/Awards

· that registration boards publish regular information about the source training of registrants and their progression of their registration status. 

· that health worker representative organisations are represented on ‘Regional Certifying Bodies/Regional Employment Authorities’, (who certify the  employer nominations under some permanent and temporary entry skilled programs) 

· that resources are made available to health worker’ representatives to access the ‘rural settings’ and language needs of the health worker’ migrants from the dominant developing country’ sources

· that exchanges and delegations of health worker’ representatives of major source countries are facilitated, including for the development of bi-lateral and multilateral Memoranda of Understanding in recruitment practices

· that unions have a representative and participatory role, including appropriate resourcing, in health workforce planning and governance arrangements, including representation on - 

· Health Professionals’ Registration Board/s

· Health Ministers’ Ministerial Advisory Committees

· Health Workforce National Strategic Taskforce

2. Seek information from the States on the number of ‘State Sponsored Skilled Migration’ and associated ‘fast-track visas’ for health workers, and the processes required under these programs

3. Develop consultative mechanisms, policy positions and/or strategies towards the facilitation and implementation of the Commonwealth Code of Practice for Health Workforce Recruitment by all Australian State Governments.

Background/Issues

In 2006, the WHO estimated that there was a global shortage of 4.3 million health workers. The international movement of health personnel has serious consequences for the delivery of health services, particularly in developing countries. 
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There is a direct relationship between the ratio of health workers to the population of any given country and the survival of women during pregnancy and childbirth.  

The Commonwealth, for example, has identified critical shortages in 17 countries and estimates that there are 300,000 preventable maternal deaths per annum.

Internationally, the disproportionate density of health workers to population is demonstrated diagrammatically in The 2006 World Health Report (left)
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The Australian Labor Party recognised this appalling dynamic and committed in its National Policy Statement: “Labor objects to stripping other countries, particularly developing countries, of the health workforce to meet Australia’s need.”
This statement reflects the growing recognition in Australia of the need for policies and strategies to address this issue. 

A sample of the annual intake from the ‘Top 20 Source Countries’ for Employer’ Sponsored Skills Shortages Visas over the last decade, demonstrates the growing reliance on countries’ with extreme shortages of health workers. These also represent the countries which International Organisations, and leading countries like the UK, are seeking to protect with ‘Ethical Codes of Conduct Recruitment of Health Workers’ for developing countries to comply with. Australian federal policy currently strongly contravenes these Codes. The current context in Australia is provided in the following section.

[image: image2.emf]0

500

1000

1500

2000

2500

3000

3500

Persons

South Africa India Philipines Zimbabwe Bangladesh Fiji Sri Lanka Pakistan

Of Top 20 Countries

Skill Sponsored Visas Source Countries

1997

2001

2006


Current Status Australia in the International Context
Leading international organisations, including the Commonwealth Of Nations Organisation, the World Health Organisation (WHO) the International Labour Organisation (ILO), and the Organisation for Economic Cooperation and Development (OECD) have recently emphasised health human resources an international priority. Section two of this brief provides a summary of the respective recommendations for tackling the problems associated with the international migration of health workers. 
Notwithstanding the growing international concern about these particular migration patterns, including the worsening crises in developing countries, Australia has failed to respond through the development of appropriate national policies and strategies. 
In the face of international criticism, Australia is continuing to pursue ‘aggressive marketing and recruitment strategies’ of the type that many international organisations and communities are seeking to prevent
. These include:
· Internet-based advertising and recruitment promotion (in developing countries)

· Government-sponsored information storehouse and database facilities for recruiters

· Specialist ‘fast track’ visas and assistance for health workers, and
· Failure to introduce any specified policy or regulation with regard to the ethical recruitment of international health workers

Moreover, Australia (along with other developed countries) is failing to educate, supply and retain an adequate number of health workers for its domestic needs, with the consequence that shortfalls in Australia’s health worker requirements are being met by the engagement of overseas trained workers. This is increasingly considered to be calculated theft of the scarce resources and educational investment of the developing countries.
To compound this situation, The Commonwealth Government has recently challenged the Health Workforce Principles (on the recommendation of the Productivity Commission) developed by the Australian Health Ministers Strategic Workforce Taskforce to dispense with the principle of training a self-sufficient supply of health workers within Australia. This principle underpins the basis for planning and investing in Australia’s health workforce, now and into the future
. 

International organisations, representing various communities from throughout the world, are justifiably appalled at the extent of the engagement of overseas health workers by the more economically developed and resource-rich countries of the world, including Australia.  At a minimum, these organisations want developed countries to increase relative levels of investment toward the education and retention of domestic health workforces.  In this regard, the WHO argues:

 “It is clear that migration does not exist outside the development of health systems and that a range of policy and strategy interventions is required to address the broader health systems issues that influence the retention , recruitment, deployment and development of health workers”

Moreover, the Commonwealth and State governments’ collective management of domestic health workforce planning, training and retention demonstrates that a policy oversight exists in the face of a diminishing health workforce. This is evidenced by -
· Migration statistics – increased exodus of health professionals, net loss of some professionals, increased ‘skills shortage’ arrivals

· Consistently growing unfilled vacancies reported by States, employers and the ABS 

There are a wide range of factors influencing the attrition of the domestic health workforce. This includes the relative financial and reputational advantages of working outside of Australia as well as outside of the health sector. In 2005/06, more than 1,000 health professionals migrated out of Australia for an indefinite period than those that had arrived from overseas
. Shortages such as these directly affect the quality of work and life for those employees who choose to remain in the domestic health sector. This in turn serves to create higher aggregate attrition rates. ‘Low organisational focus on the quality of care’ and ‘insufficient time to spend with patients’ are consistent factors cited by health professionals leaving the sector.

Migration statistics also show an increasing reliance on overseas trained health professionals, trending away from developed countries, towards developing countries.  Migration statistics also show approximately 15% of workers on 457 Visa’s are health workers. They’re also highly represented in the other skills shortage ‘fast track’ Visas, particularly State Sponsored Skills shortages.

In contrast the United Kingdom, one of the major destination countries for workers from developing countries like Australia, has introduced Ethical recruitment guidelines and regulations. The United Kingdom has introduced mechanisms such as -
· Nominating vulnerable countries that the National Health Service will not recruit from

· Introducing bi-lateral agreements with countries of high volume and impact, eg South Africa
 

· Producing and disseminating ‘rights’ information in relevant languages

· Working collaboratively with employee representatives, eg Unions
While none of the government departments (Federal or State visa agencies) make any statements about ethical recruitment, there are ‘pockets’ in the community which are advocating, adhering and adopting ethical international recruitment policies. One praiseworthy example is the Nurses Board of Victoria, which authorised a Position Statement on the Ethical Recruitment of International Nurses in December 2006. 

Migrant & Domestic Workforce Impacts

The humanitarian and ethical concerns with the migration of health workers relates not only to the impact on developing countries, but on the impact on migrants, domestic workers, and health services’ in the destination country.

The HSU is receiving an increasing number of reports of the adverse outcomes for the migrating workforce, domestic workers and health services. It is important to note that many complainants choose to remain anonymous, under threat of having their visa or employment cancelled by their employer.
The reports received by the HSU are consistent with the International Labour Organisation’s findings from migrant health workers in Australia.
  They include:
Non-recognition of qualifications & inferior income and working conditions

A growing number of Health Professionals from developing countries are being employed by ‘Labour Hire’ health professionals to deliver MBS relatable services. Their registration is held ‘pending’ by the employer. They do not receive the MBS income and are salaried, or given piecemeal payments less than the domestic average for their skills and qualifications.
The majority of these workers are believed to be from Sri Lanka, India, Bangladesh, Philippines and Africa.
Unskilled, unsafe, migrants ‘imported’ to address skill shortage

The HSU is receiving an increasing number of reports about overseas, untrained, aged care workers, who do not understand English, let alone their basic civil and workplace rights. . The employing corporation is taking advantage of government incentives of sponsored Visa arrangements and subsidies for providing predominantly workplace-based training. One Director of Nursing revealed that a particular business owner made its own arrangements, and insisted, despite protest, that the overseas workers concerned were immediately employable. This occurred notwithstanding the DoN’s concern about the overseas workers’ basic English language skills and knowledge of correct hygiene practices, and the impact this would have on the appropriate level of patient care. These employers are refusing right of entry to unions for the purposes of assessing and investigating these issues within the workplace environment.
These workers are reportedly working in accordance with roster patterns that would attract penalty rate loadings and payments, yet are believed to be doing so without the benefit of the payment of relevant penalty rates. There is a strong belief that these workers are also subjected to particular financial arrangements with the employer in relation to their ‘migration fees’. Domestic staff are concerned that insufficient supervision is provided to monitor the work of overseas health workers. This is having a demoralising effect on domestic health workers and is contributing to overall rates of attrition. 

These overseas workers concerned are reported to come primarily from Africa, Oceana and South East Asia.
Importantly, the primary difficulty in attempting to rectify these issues is the lack of accessibility to these employees within the workplace environment and the restriction on gaining adequate and timely access to information about their terms and conditions of employment. As noted, language difficulties and the ‘bondage’ nature of the workers to the employers are the key obstacles. The transformation of Australia’s industrial relations laws and the decreased capacity to access or represent workers exacerbates this problem. Due to the ‘hidden’ nature of the workforce, the ILO noted that discrimination in terms of pay and conditions is often only rarely revealed when cases are taken to national employment tribunals/labour courts.
The inaccessibility of migrants to employee representatives, and vise versa, is a well-recognised dynamic and has led to all major international organisations re-emphasising the need for the rights of all workers to be secured by well-formulated strategies. This includes ensuring that there are adequate protections for workers, and that they are explicitly informed of their rights, including workplace representation and the right to be represented by bargaining agents. 
To date Australian unions have been excluded from access to information about the arrival of the migrant workforce and have been denied participation in measures to ensure that migrant health workers know their rights and understand how they can be protected by collective association.

Section 2 - International Responses
The Commonwealth of Nations Organisation
In May 2007 the Commonwealth Health Minsters acknowledged the existence of critical shortages in 17 Commonwealth countries.
The Commonwealth, experiencing increasing emigration of health workforce in high needs countries, in the face of shortages and health crises, is one of the leading advocates for improved arrangements for health workers recruitment internationally. In response to the targeted international recruitment of health professionals led the Commonwealth to develop the 2003 Code of Practice for the International Recruitment of Health Workers.

The Code of Practice is attached at the end of this section.
Commonwealth Ministers of Health held their annual meeting in Geneva in May 2007 on the eve of the World Health Assemblies, one of the key themes being “Human Resources for Health”. More specifically, Ministers supported the need for strengthening the integrated approach and for national action and invited Heads of Government to:

· Continue to work together to implement the Commonwealth Code of Practice for International Recruitment of Health Workers, including further assessment of the options on compensation set out in the Code of Practice, so as to benefit the poorest and most vulnerable Commonwealth citizens;

· Address the human resources for health crisis by supporting a comprehensive approach which deals with supply, deployment, retention and education;

On 17 May 2007, the Commonwealth authorised the following for consideration and adoption by the Global Forum in Belgium in July 2007:

The Commonwealth Health Code as good practice in Migration and Development

· Wealthier countries wishing to recruit .. health care workers from poorer countries should provide the means of strengthening the capacity of the poorer country to produce more by aiding and assisting source country institutions and mechanisms through forms of assistance such as institutional strengthening and capacity building to increase the output of skilled professionals in source countries.

· Qualified migrants should not be disadvantaged or relegated to a lower status simply because their qualifications and experience are not recognised in their country of destination.

· Regulating bodies must facilitate recognition of qualifications, through the use of professional development, if necessary. Whilst standards must be maintained in the accreditation and recognition of qualifications, governments must be encouraged to facilitate mutual recognition of qualifications 

· Support the International Labour Organization, .and the World Health Organization to ensure that when people plan to migrate to other countries they should have access to ethical recruitment procedures, are properly treated, and their rights are respected.

The World Health Organisation
The WHO has given emphasis to health’ human resources as health resources are depleted in developing countries and global health crises loom. 

The period from 2006 to 2016 was launched as Decade for Health Human Resources, hoping to arrive at concrete solutions to this complex health workforce problem. 

The WHO highlights what is needed to be done by importing countries for tackling the adverse consequences of health workforce migration, as follows:.

· Reduced dependency on migrant health workers in industrialised countries. The main solution is to train more health workers at home. The United States, for example, trains 30% too few physicians to fill its own needs.

· Bilateral agreements with exporting countries aimed at softening the financial impact of migration of health workers.

· Responsible recruitment policies by industrialised countries and fair treatment of migrant health workers.

· Agreements on ethical recruitment of and working conditions for migrant health workers, and international planning of the health workforce for humanitarian emergencies and global health threats 

· Commitment from donor countries to assist crisis countries with their efforts to improve and support the health workforce. Of all new donor funds for health, 50 percent should be dedicated to strengthening health systems, and 50 percent of those funds dedicated specifically to the health workforce.

OECD

The OECD is currently undertaking a Health Workforce and Migration Project  which aims is to provide an overview of migration flows of health workers across OECD countries in tandem with policies and planning of OECD counties.
 
Their objective is to formulate recommendations and policy options to facilitate a coherent approach on health workforce policies and migration among OECD countries. These recommendations are to take into account the impact on the health system for sending countries, health workforce policies in sending countries and the aid development policy of receiving countries.

- It is noteworthy that the OECD Project Officers have noted Australia’s slow response to data requests and broader participation on the program.

PSI
PSI is a global federation of unions representing 20 million workers involved in the delivery of public services in 150 countries around the world.   The PSI is urging a call to action to support the ethical migration of health care workers.

The PSI Project Goals include:

· Strengthen bilateral cooperation between unions in sending and receiving countries.

· Campaign for the application of Ethical Guidelines in the international recruitment of health care workers.

· Establish measures to compensate sending countries for the investment made in training and educating health workers.
· Organize women migrant health workers into unions to better promote and protect their rights and to strengthen the capacity of unions to meet their needs.

· Review and critique migration/poaching policies and activities.

PSI is running a project on migration and women health workers in 16 major sending and receiving countries of migrant health workers, namely: the Philippines, Sri Lanka, Fiji, Kenya, Ghana, South Africa, Ecuador, Chile, Barbados, Trinidad and Tobago, USA, Canada, United Kingdom, Netherlands, Spain and Japan. It is notable that Australia is a primary destination country for health migrants from the Philippines, Sri Lanka, Fiji, and South Africa. 
PSI recognizes the rights of individuals to migrate (temporarily or permanently) while considering that this decision should be based on equal opportunity for quality health care employment in their country of origin, as well as the available and correct information on the options for employment and migration. 

PSI acknowledges the positive aspects of migration, but is increasingly concerned about the negative impacts on health care systems in developing countries and its impact on health care workers, the majority of whom are women. 

PSI asserts that international migration should not be used as an alternative to adequate funding in public health services and decent employment conditions at home. 

PSI is calling upon its affiliates – and indeed all trade unionists - to promote workers’ rights and anti-discrimination policies through information dissemination, education, organizing, collective bargaining, international solidarity, exchange of knowledge and resources, and active campaigning for equitable policies on health and health human resources.
COMMONWEALTH CODE OF PRACTICE FOR

THE INTERNATIONAL RECRUITMENT OF HEALTH WORKERS

INTRODUCTION 

Many Commonwealth countries, both developed and developing, are experiencing shortages of skilled health workers. These shortages, which tend to be more severe in small island states, remote and rural areas, and some African countries, reduce countries' capacity to provide good quality health services to their populations. 

2. Some countries are responding to the problem by systematically recruiting nurses, midwives, doctors, pharmacists, and other health care workers from other countries, in particular from developing countries. Whilst this is helping some recipient countries to overcome their staff and skills shortages, it deprives source countries of knowledge, skills, and expertise for which large amounts of resources have been expended. Although this type of international recruitment provides many health workers with opportunities to develop their careers, gain valuable experience, and improve living conditions for themselves and their families, it has also resulted in negative experiences for others. 

3. Commonwealth Ministers of Health have agreed that, in keeping with Commonwealth values of cooperation, sharing and supporting each other, a consensus approach to dealing with the problem of international recruitment of health workers should be adopted. 

4. This Code of Practice for the International Recruitment of Health Workers is intended to provide governments with a framework within which international recruitment should take place. The Code is sensitive to the needs of recipient countries and the migratory rights of individual health professionals. The Code does not propose that governments should limit or hinder the freedom of individuals to choose where they wish to live and work. Commonwealth governments may wish to supplement the Code with additional guidance particular to their own national needs and situations. 

5. Commonwealth member states are encouraged to take into account existing arrangements, treaties between countries and within regions in the application of this Code, and any international guidelines relating to the movement of persons across borders. 

6. The Commonwealth will seek to encourage the adoption of the Code by countries outside the Commonwealth. International organisations such as the International Labour Organisation (ILO), World Health Organisation (WHO), the International Council of Nurses (ICN), and the International Council of Midwives should be encouraged to promote the Code to their non-Commonwealth members. 
PURPOSE 

7. The Code provides guidelines for the international recruitment of health workers in a manner that takes into account the potential impact of such recruitment on services in the source country. 

8. The Code is intended to discourage the targeted recruitment of health workers from countries which are themselves experiencing shortages. 

9. The Code seeks to safeguard the rights of recruits, and the conditions relating to their profession in the recruiting countries. 

STATUS 

10. The Code is not a legal document. Within the context of Commonwealth principles of co-operation and consensus, it is hoped that governments will subscribe to it. 
GUIDING PRINCIPLES 

11. This Code applies the principles of transparency, fairness and mutuality of benefits as these relate to relations among Commonwealth countries, and between recruits and recruiters. 

Transparency 

12. Transparency should characterise any activities to recruit health care workers from one country to another. This would normally involve an agreement between recruiting countries and the source countries. 

13. The Code requires recruiters to be transparent about the type of skills, expertise, the number of recruits, and grades being sought. 

Fairness 

14. Recruiters should not seek to recruit health care workers who have an outstanding obligation to their own country, for example, contract of service agreed to as a condition of training. However, it is the responsibility of recruits to disclose such information, right from the outset of indicating their interest in working outside their country of origin. 
15. Fairness requires that recruiters provide full and accurate information to potential recruits on: 
       • the nature and requirements of the job that recruits are expected to perform 

• countries to which they are being recruited 

• administrative and contractual requirements 

16. Fairness also requires that recruiters provide recruits with accurate information about selection procedures. 

17. Recruiters should also ensure that, while working abroad, the recruits will be protected by the same employment regulations and have the same rights as equivalent grades of staff in the receiving country, for example rates of pay, professional development and continuing education, and, where possible, access to training. 

18. The Code of Practice does not wish to undermine the right of health workers to migrate to countries that wish to admit and employ them. The Code seeks to encourage the establishment of a framework of responsibilities between governments – and the agencies accountable to them – and the recruits. This framework would balance the responsibilities of health workers to the countries in which they were trained – whether of a legal kind, such as fulfilling contractual obligations, or of a moral kind, such as providing service to the country which had provided their training opportunities – and the right of health professionals to seek employment in other countries. 

Mutuality of benefits 

19. The capacities of countries that need to recruit staff and those which lose their skilled personnel vary significantly. Recruiters may be in a position to consider ways in which they could provide assistance to source countries. 

20. The expression of the principle of mutuality of benefits should/could take the form of technical assistance from recruiting countries to those from which countries are recruiting (‘source’ countries). 

Compensation / Reparation / Restitution 

21. Governments recruiting from other Commonwealth countries should/[may wish to] consider how to reciprocate for the advantages gained by doing so. This could include: 

• programmes to reciprocate for the recruitment of a country's health workers through the transfer of technology, skills and technical and financial assistance to the country concerned; 

• training programmes to enable those who return to do so with enriched value 

• arrangements to facilitate the return of recruitees (subject to application of the non-discrimination principle and to the rights of the workers concerned in accordance with immigration and other laws). 

SELECTION PROCEDURES 

22. The recruit, prior to signing a contract, should ensure he/she fully understands details therein and is prepared to commit him/herself to honour the contract. 
REGISTRATION 

23. Registration/licensure to practise is the responsibility of the relevant regulatory body in each country and the specific requirements should be made known to recruits. It is the responsibility of the recruit to understand and comply with the jurisdictional requirements around registration/licensing and education. 

WORKFORCE PLANNING 

24. In addition to managing migration, Commonwealth member countries should explore and pursue additional strategies for retaining trained personnel. 
Adopted at the Pre-WHA Meeting of Commonwealth Health Ministers 2003, Geneva on Sunday 18 May 2003 

Appendix 1
Health Workforce shortages

The number of unfilled vacancies in Health and Community Sector, as reported by Australian Bureau of Statistics survey of job vacancies, demonstrates that the number of vacancies (shortages) have more than doubled in the decade since the Coalition took office, from approximately 7,000 in 1995 to over 15,000 in 2007.
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Unsurprisingly, the Coalition ceased the publication of ‘Skilled Vacancies by Occupation’ in 2003. However every ‘State Sponsored Skill Shortage Register indicates the shortages of health professionals across all States, as indicated by the following Institute of Health and Welfare summary in 2005. While the data is slightly dated, it is consitent with current federal and state “Skills Shortages’ lists and preferential treatment.
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Appendix 2. 
Source Countries for Skills Shortages Visas 
A sample of the annual intake from the ‘Top 20 Source Countries’ for Employer’ Sponsored Skills Shortages Visas over the last decade, demonstrates the growing reliance on countries’ with extreme shortages of health workers. These also represent the countries which International Organisations, and leading countries like the UK, are seeking to protect with ‘Ethical Codes of Conduct Recruitment of Health Workers’ for developing countries to comply with. Australian federal policy currently strongly contravenes these Codes. 
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Appendix 3
List of countries and regions for which NHS decided not to actively recruit health professionals

	Afghanistan

Albania

Algeria

Angola

Anguilla

Antigua and Barbuda

Armenia

Aruba

Azerbaijan

Bahamas

Bahrain

Bangladesh

Barbados

Belize

Benin

Bermuda

Bhutan

Bolivia

Bosnia and Herzegovina

Botswana

Brazil

Burkina Faso

Burundi

Cambodia

Cameron

Cape Verde

Central African Republic

Chad

Chile

China

Chinese Taipei

Columbia

Comoros

Congo, Rep.

Cook Islands

Costa Rica

Cote d’Ivoire

Croatia

Cuba

Democratic Republic

of Congo

Djibouti

Dominica

Dominican Republic

East Timor

Ecuador

Egypt

El Salvador

Equatorial Guinea

Eritrea

Ethiopia

Fiji
	Gabon

Gambia

Georgia

Ghana

Grenada

Guatemala

Guinea

Guinea-Bissau

Guyana

Haiti

Honduras

India1

Indonesia

Iran

Iraq

Jamaica

Jordan

Kazakhstan

Kenya

Kiribati

Korea, Democratic Republic

Kyrgyz Republic

Laos

Lebanon

Lesotho

Liberia

Macedonia

Madagascar

Malaysia

Malawi

Maldives

Mali

Marshall Islands

Mauritania

Mauritius

Mayotte

Mexico

Micronesia

Moldova

Mongolia

Montserrat

Morocco

Mozambique

Myanmar

Namibia

Nauru

Nepal

Nicaragua

Niger

Nigeria

Niue

Oman
	Pakistan 

Palau Islands

Palistinian AdministeredTerritories

Panama

Papua New Guinea

Paraguay

Peru

Philippines2

Rwanda

Samoa

Sao Tome and Principe

Saudi Arabia

Senegal

Seychelles

Sierra Leone

Solomon Islands

Somalia

South Africa

Sri Lanka

St Helena

St Kitts and Nevis

St Lucia

St Vincent and Grenadines

Sudan

Suriname

Swaziland

Syria

Tajikistan

Tanzania

Thailand

Togo

Tokelau

Tonga

Trinidad and Tobago

Tunisia

Turkey

Turkmenistan

Turks and Caicos Islands

Tuvalu

Uganda

Uruguay

Uzbekistan

Vanuatu

Venezuela

Vietnam

Virgin Islands

Wallis and Futuna

Yemen

Yugoslavia

Zambia

Zimbabwe


III. THE INTERNATIONAL MOBILITY OF HEALTH PROFESSIONALS TRENDS IN INTERNATIONAL MIGRATION: SOPEMI 2003 EDITION – ISBN 92-64-01944-8 – © OECD 2004 p. 151 
1. The Department of Health recommends that recruitment only occurs via government agreement and therefore only from those states that do not receive DFID aid. The states that receive aid are Andhra Pradesh, Madhya Pradesh, Orissa and West Bengal.

2. There is an agreement between the United Kingdom and Philippine governments to enable the United Kingdom to recruit registered nurses.Source: Department of health, United Kingdom (www.doh.gov.uk/international-recruitment/).
Appendix 4 – African Australian References
OECD, The Emigration of South African Health Professionals Examples, TRENDS IN INTERNATIONAL MIGRATION: SOPEMI 2003 EDITION – ISBN 92-64-01944-8 – © OECD 2004 p.125  

The emigration of South African health professionals, as seen from countries of destination

Statistics from countries of destination (see Table III.3) show that over 23 400 health workers from South Africa currently practise a medical profession in Australia, Canada, the United States, New Zealand or the United Kingdom. This figure corresponds to approximately 9.8% of all health professionals registered in South Africa, suggesting that emigration rates are significantly higher for health workers than for skilled workers in general (see above).

Table III.3. Number of South African-born workers practising a medical profession in certain OECD member countries in 2001

[image: image6.emf]
1. Doctors, dentists, veterinarians, pharmacists and other diagnostic practitioners.

2. Including assistants.

3. Possibly including some assistant nurses.

Sources: Eurostat employment survey for the European countries, Current Population Survey for the United States,

Survey of Longitudinal Income Dynamics for Canada and c
Breaking down these statistics by category, practitioners (doctors, pharmacists, dentists, etc.) are the largest category of expatriates, with 8 921 individuals, representing almost 17% of the corresponding available labour force in South Africa. Emigration among nurses and midwives, though rising sharply, still remains relatively low, representing 5.4% of the available labour force in South Africa, even though it is possible that many emigrants

are among the most highly skilled workers.
The shortage is less acute in Canada and Australia, even though both countries recruit substantial numbers of foreign nurses and physicians. Demand for health workers is mostly linked to regional imbalances,22 and the need to offset emigration by their own nationals.23 
South African health professionals are greatly appreciated for their professional and language skills. In Australia, foreign-trained physicians accounted for 21.3% of the available labour force in 1998. Between 1993/94 and 2001/02, the annual number of temporary work visas for foreign doctors increased by over 187%, rising from 670 to 1 929. 2 496 temporary work visas were issued in 2002-03, over 12% of them to South Africans. Immigrants from South Africa tend to stay longer than those from OECD member countries. 46.5% of South African physicians recently arrived in Australia said they wanted to stay for more than a year, while the comparable percentage is 30% for British doctors, 22% for New Zealanders and 16% for North Americans.
22. Australia has introduced a special programme for immigrants who settle in rural areas, the Regional Sponsored Migration Scheme. In Canada, regional aspects of immigration are currently handled by provincial immigration schemes, generally directed towards local labour market requirements. For example, Saskatchewan runs a special scheme for health professionals, and British Columbia has a programme for nurses.

23. An estimated 550 Australian doctors emigrated in 1997-98, mainly to the United Kingdom (38%) and North America (20.5%) (AMWAC, 1999). The emigration of Canadian health workers to the United States has also been an issue for several years. There was a negative net migration balance for Canadian doctors, 50% of them specialists, in the late 1970s (–663 in 1978) and mid- 1990s (–777 in 1994). The migration balance in 1999, though still negative, was much smaller (–200,

compared with –500 in 1996) (Barer and Webber, 1999).

http://www.oecd.org/dataoecd/46/32/37965326.pdf
Appendix
5
Position Statement: Ethical Recruitment of Overseas Nurses

The Nurses Board of Victoria recognises the right of all people to receive nursing care of the highest professional standard and confirms this by:

1. Supporting nursing workforce planning that meets the needs of the Australian community taking into consideration the cultural diversity within our community.

2. Supporting the International Council of Nurses (ICN) (2002)Position Statement on Ethical recruitment.

3. Supporting the Commonwealth Code of Practice for International Recruitment of Health Workers (2003)

4. Recognising the rights of individual nurses to migrate and acknowledging the opportunities and benefits of such migration for nurses, the host country, and the home country when nurses return.

5. Condemning unethical recruitment practices that exploit or mislead nurses.

6. Supporting recruitment processes based on ethical principles that guide informed decision making and reinforce sound employment policies on the part of governments, employers and nurses, thus supporting fair and cost effective recruitment and retention practices.
Nurses Board of Victoria Executive
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� Migration Of Health-Care Workers From Developing Countries: Strategic Approaches To Its Management, World Health Organisation Bulletin V8 2004


� It is notable that the current Health Workforce Strategic Framework identifies the Productivity Commission as the central agency for the ‘review of the effectiveness of reforms and progress against the strategic framework’� This is considered inappropriate, not least of all demonstrated by aforementioned recommendation, which completely fails to comprehend Australia’s international reputation.


� Migration Of Health-Care Workers From Developing Countries: Strategic Approaches To Its Management, World Health Organisation Bulletin V8 2004


� It is notable that in 2003 the federal government ceased the collection of ‘Labour Force Data’ which would have provided more explicit information on types of workers and professions’ shortages


� See Appendix 1- Workforce shortages


� DIMIA Migration Statistics 2005/06


� Buchan et al OECD Health Workforce 2004.


� See Appendix 1 - Health workforce ‘skills shortage’ lists


� See Appendix 3 – Countries UK NHS will not recruit from


� It is notable that Australia is the third highest recipient of South African trained health workers, including medical practitioners, with no UK type agreement. See Appendix 4 – South Africa References


� See Appendix 5 – Nurses Board of Victoria Ethical Recruitment Policy


� Dr. Stephen Bach * International migration of health workers Labour and social issues Working Paper International Labour Office Geneva July 2003





� http://www.thecommonwealth.org/Templates/Internal.asp?NodeID=34042


� http://www.who.int/mediacentre/factsheets/fs301/en/index.html





� : www.oecd.org/health/workforce.





� ABS 6354.00 February 2007
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