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In southern Africa, rapid out-migration of health pro-
fessionals is compounding the problems of health sys-
tems already faced with budget constraints and the
impacts of HIV/AIDS. These negative effects are
unlikely to be offset by remittances from abroad. The
same dynamics that affect the international migration
of health professionals operate within nations, for
instance as they move from public to private systems.
“Push,” “pull,” and “stick” factors contribute to the
migration. Some Canadian provinces have emerged as
key destinations. The authors outline a program of
research on how Canada and the international com-
munity might address the negative impacts of the brain
drain. Policy options have been identified, but imple-
mentation may be complicated by provisions of GATS,
fundamental economic disparities, and domestic polit-
ical priorities. Key words: brain drain; southern Africa;
workforce; migration; human resources.
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n 2003, the catastrophic impacts of HIV/AIDS in

southern Africa finally received serious attention

from the international community. After long
negotiation, the World Trade Organization (WTO)
reached agreement on a mechanism that would, under
certain circumstances, allow developing countries to
circumvent patent protection in order to reduce the
cost of essential drugs.!? Although disagreement con-
tinues about the real-world effectiveness of the agree-
ment,? it nevertheless represents an important step in
the process begun at Doha in 2001. Also in 2003, the
World Health Organization (WHO) announced its sup-
port for the “Three by Five” target: making antiretrovi-
ral (ARV) therapy available to three million people in
the developing world by the end of 2005.%
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Availability of infrastructure, crucially including ade-
quate numbers of health service workers with appro-
priate training, will be indispensable to the success of
these and other initiatives.*> Without a foundation of
capable healthcare providers, health systems cannot
function effectively.® Ironically, little attention has been
devoted to the effects of the “brain drain” of skilled
health personnel from southern Africa on the ability of
countries in that region to provide basic health services
and infrastructure,”!® even before add-on demands of
ambitious ARV-rollout campaigns are considered. This
is true despite the fact that one recent assessment con-
cludes: “The hemorrhage of health professionals from
African countries is easily the single most serious
human resource problem facing health ministries
today,”'? and the health sector strategy prepared under
the New Partnership for Africa’s Development
(NEPAD)* calls for “an international agreement on
migration, especially with regard to ethical recruitment
of health personnel from Africa, while putting in place
mechanisms to improve the value placed on health
workers, to address the adverse conditions of service
and to improve motivation and retention.”!*

This article introduces the issues that will be exam-
ined in the course of a multinational collaboration
involving researchers attached to academic institutions
and civil society organizations in Canada, the United
Kingdom, Australia, and a number of southern African
countries. It also offers some observations, based on the
political economy of contemporary globalization, about
the constraints on policy measures to address inequities
in the distribution of human resources for health.

BACKGROUND

Comprehensive studies of human resource distribution
in southern Africa are lacking, but abundant anecdotal

*NEPAD is an ambitious socioeconomic development framework
drafted under the auspices of the Organization for African Union
(OAU) and endorsed by the G8 group of countries in their Africa
Action Plan (<http://www.g8.utoronto.ca/summit/2002kananaskis/
afraction-e.pdf>) at the 2002 G8 Summit in Kananaskis, AB, Canada.
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Figure 1—The ylobdl hedlth “"conveyor belt” (adupted
from Padarath et al.\'; reproduced with permission).

evidence indicates the scope of the issues. In contrast to
the World Health Organization’s recommended stan-
dard of one doctor per 5,000 people, ten African coun-
tries have one doctor per 30,000 or more people. In
1998, vacancy rates for doctors in the public health serv-
ice were estimated at 26% in Namibia, 36.3% in Malawi,
and 42.6% in Ghana; for nurses, vacancy rates were just
2.9% in Namibia and Malawi, but 25.5% in Ghana!’;
more recent Ghanaian figures show that vacancy rates
for both doctors and nurses have increased since then.!®
The Kenyan government in 2001 advertised 100 doctor
vacancies; only eight candidates applied.’
Out-migration is far from the only factor involved,
but it undoubtedly compounds the problems facing
governments already struggling with budgetary con-
straints. Between 1986 and 1995, 61% of the graduates
of one Ghanaian medical school had left the country.'?
“Requests for confirmation” from nurses in Ghana—an
indicator of migration intentions, since these usually
occur because credentials need to be verified by a desti-
nation country—more than doubled between 1997 and
the first nine months of 2000,'® although the numbers
of requests declined in subsequent years.'® Of over 600
medical graduates trained between 1977 and 2000 in
Lusaka, Zambia, only 50 were still working in the Zam-
bian public-sector health service in 2000.” Barely a quar-
ter of Zimbabwe’s physicians trained in the 1990s still
practice domestically; while South Africa loses more
domestically trained physicians than it recruits from

abroad, mainly from Cuba.® Active foreign recruitment
for allied health professionals (e.g., x-ray technicians
and radiographers) is ongoing in most southern coun-
tries through local papers, professionals, and job fairs.?

This pattern of emigration not only compromises
efforts to build health systems; it also has dramatic eco-
nomic consequences. Direct financial losses for coun-
tries such as Zimbabwe and Nigeria from training doc-
tors who rapidly emigrate exceed tens of millions of
dollars per year,'”!? losses that these economies, and
their health systems, can ill afford to absorb. A single
recruiting effort by the Canadian province of Alberta
led to the emigration of doctors whose training cost
South Africa an estimated $12.6 million.?” The Deputy
Director-General of the International Organization for
Migration pointed out in 2002 that: “[A]t a cost of
$60,000 to train a medical doctor in the South and
$12,000 for a paramedical, it may be said that the devel-
oping countries are ‘subsidising’ the OECD countries
to the tune of some $500 million per year, and what is
more, largely financed by . . . development aid.”

Remittances from émigrés are sometimes identified
as an important benefit of migration to richer coun-
tries: a recent World Bank study pointed out that the
value of such remittances ($72.3 billion) in 2001 was
considerably higher than the value of official develop-
ment assistance,?? and that remittances represent a rel-
atively stable source of foreign exchange. Whatever the
general merits of this argument, its relevance to the
brain drain of health professionals from southern
Africa (probably from most developing regions) is seri-
ously limited. Of the top 20 recipient countries ranked
by remittances as a percentage of GDP, only two
(Lesotho and Uganda) were in southern Africa.?? The
long period of training means that remittances from
health professionals may flow disproportionately to rel-
atively well-off households, thus paradoxically increas-
ing inequality in the country of origin. In addition, the
costs of health professionals’ emigration are far greater
than just the direct costs of their training; they also
include the reduced ability of health systems in the
country of origin to deliver services and reductions in
training and research capacity,?® both of which under-
mine long-term domestic economic and social devel-
opment. We are unaware of any empirical studies that
have taken these broader and longer-term outcomes
into consideration, but it is highly unlikely that remit-
tances will be sufficient to offset their costs.

THE “GLOBAL CONVEYOR BELT”

A key document!! prepared for a network of civil society
organizations (Equinet) provides detailed information
on shortages and unequal distribution of health person-
nel in southern Africa. It also situates these trends in the
context of “a global conveyor belt of health personnel
moving from the bottom to the top” of the global hier-
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archy of wealth (Figure 1). As Spiegel et al. note else-
where in this issue, economic inequalities have grown
deeper over the past 20 years of global market integra-
tion and neo-liberal macroeconomic policies. The dia-
gram focuses attention on two further important issues
related to the migration of health professionals.

First, the brain drain involves not only migration to
rich countries, but also migration from poorer to less
poor countries within regions such as southern Africa:
“Health workers from poorer African countries, such as
Ghana, Kenya, Malawi, and Zimbabwe, have moved to
more affluent countries on the continent, notably
South Africa and Botswana. A recent study found that
only one quarter of rural doctors in South Africa are
natives of that country, the remainder mainly coming
from other African states.” Intra-regional migration
occurs in the industrialized world, as well. The depar-
ture of Canadian physicians in search of higher incomes
available in the United States has repeatedly been iden-
tified as a problem,?*? although the policy attention it
receives may be partly a reflection of strategic behavior
by physicians seeking to improve their bargaining posi-
tions with respect to provincial insurance systems.

Second, the same dynamics that affect the migration
of health professionals across national borders operate
intra-nationally, as health professionals move from public
to private health systems,?®*? or from less to more desir-
able work situations or regions. Concentration of health
professionals in urban areas is common in rich and poor
countries alike: Nairobi has one doctor per 500 people,
while Kenya’s remote Turkana province has one doctor
per 160,000 people.? Other dimensions of inequality,
such as spatial segregation by class and race, are similarly
important. In perhaps the most obvious example, South
African health expenditure has reflected the legacy of
apartheid in its heavy concentration in the private sector
and in historically white areas.*** Patterns of this kind
are not unique to poor countries. They can be observed,
for example, in the closure of public hospitals in the
United States that serve primarily innerity residents
(most of whom are African-American or Hispanic) and
sometimes provide their only access to care, 3% while
wellfunded private suburban facilities that serve prima-
rily white populations continue to expand.

At one level, the reason for the “conveyor belt” is
breathtaking in its simplicity. Richer countries and
health systems pay better salaries. The average salary
level for junior doctors in Lesotho, Namibia, and South
Africa in 1999 was five times or more the level in Zambia
or Ghana, and 20 times the level in Sierra Leone.!® Few
professionals reading this article would turn down the
chance of a fivefold increase in their incomes. A nurse in
the United States can expect to earn $3,000-$4,000 per
month, as compared with $300-800 per month for a
doctor in the Philippines,*® which, even adjusting for dif-
ferences in purchasing power, represents a dramatic dif-
ference.” Low salaries in public health systems may also

be an important factor in internal “migration” to private
health systems.?®4747 But the reasons for migration
choices by health professionals (or anyone else) are
somewhat more complicated than income considera-
tions alone, and are often described in terms of “push,”
“pull,” and “stick” factors.!%114849 Within each category,
some factors are endogenous to health systems, while
others (such as quality of life, crime, and educational
opportunities for children) are exogenous, outside the
control of health system planners and, indeed, some-
times outside the control of governments as a whole. For
example, a 1999 study of Zimbabwe identified deteriora-
tion in health professionals’ living and working condi-
tions associated with structural adjustment conditionali-
ties demanded by the IMF and World Bank as a
significant reason for emigration,* a finding that would
probably replicated in many southern African countries.

Of special concern to the authors, as Canadians, is
the fact that Canada has emerged as a key destination
for physicians emigrating from southern Africa,355% in
particular from South Africa.?>?! In Saskatchewan, the
Canadian province most heavily reliant on foreign
medical graduates,®® “almost 1 in 5 of the province’s
1530 doctors” as of 2001 “earned their first medical
degree in South Africa. These 260 physicians represent
the equivalent of 5 years’ output from the University of
Saskatchewan’s medical school.” Starting in 1997, the
province of Alberta actively recruited in that country,
and in 2001 the South African government asked Cana-
dian governments to discontinue the practice.® While
only 6.9% of Canada’s registered nurses are foreign
graduates,® pressures to recruit internationally can be
expected to increase, as a response to major antici-
pated shortfalls in the supply of nurses as a result of
aging and retirement.’®> Among many other activities,
our research program will survey the government
actors that are the key players in health human
resources—provincial and territorial governments and,
in many cases, sub-provincial regional health authori-
ties—concerning policies and intentions with respect
to developing country recruitment. One key research

The Philippines is one of the few countries in the world with a
deliberate policy of training “surplus” health professionals, particu-
larly nurses, with the explicit intent of exporting them to rich coun-
tries in order to gain foreign currency remittances. India and Cuba
are two others. India’s export of physicians, however, is not matched
by its ability to supply a sufficient number for its own citizens; it has
a domestic deficit in the number of physicians, ranking 119 of 184
countries for which there are data.*! The Philippines reportedly is
now experiencing domestic shortages in nurses.*> Cuba has more
physicians per 100,000 population than the United States, and two
thirds as many nurses. However, its health care system has deterio-
rated because of the loss of Soviet-era subsidies and a tightened U.S.
embargo,”® % and a separate commercialized health sector now
caters to “medical tourists” with hard currency,46 In addition, Cuba’s
high degree of centralized planning, which keeps salaries in the
public sector relatively low, makes it difficult to generalize from the
Cuban example with respect to human resource planning issues.
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question about the Canadian situation involves the rel-
ative importance of active recruiting and the simple
awareness of opportunities that comes from routine
interaction with professional colleagues, in a world
where information is often just a mouse-click away.

Curiously, few data are available on the number and
origin of physicians from developing countries practicing
in the United Kingdom, although one Zimbabwean sur-
geon has been quoted as describing London as “Harare
north.”® Increased reliance by the U.K. National Health
System (NHS) on recruitment from outside the industri-
alized world is well documented in the nursing profes-
sion. Overseas nurses now account for 40% of all new reg-
istrations, with about half of these involving registrants
from outside the European Union; “the main non-EU
source countries in 2001-02 were the Philippines
(7,235), South Africa (2,114) and Australia (1,342), but
admissions from other countries such as India and Zim-
babwe have also increased significantly over the past
three years.”” This trend has occurred despite a commit-
ment in 2000 that the NHS would not recruit actively
from developing countries with nursing shortages,”® and
overseas recruitment continues to be a major element of
the NHS’ nursing human resource strategy.”’

POLICY ANALYSIS AND OPTIONS

For the industrialized countries, recruiting foreign pro-
fessionals of any kind is both faster and less expensive
than investing in improved domestic training capacity.
This is especially true in the health sector, where train-
ing a nurse normally requires a minimum of three
years and that of a physician more than twice as long.
Because of their high earning potential the trainers
must, themselves, be well compensated. Foreign
recruitment is especially attractive when domestic
shortages limit the possibility of political resistance to
job losses to “foreigners.” A leading expert on migra-
tion has described Canada’s skills policy as “replace-
ment recruiting, either through active state or private
sector recruitment campaigns or careful selection in
the refugee camps of the world.” This formulation
suggests that active recruitment may not be necessary;
pull factors such as higher incomes, professional
opportunities, lower crime rates, or better schools may
be enough to generate powerful incentives for reloca-
tion. On the other hand, our research on the Canadian
situation will need to examine the policy dynamics that
see a physician shortage coexisting with “brain waste”
as physicians whose specializations are not in high
demand or whose credentials are not recognized face
formidable barriers to licensing, and see scarce resi-
dencies allocated to foreign students rather than to
immigrant physicians already in the country.®

Against this background, numerous generic policy
options have been proposed to address the brain drain
and its consequences. These include:

¢ increasing the number of training spaces available for
health professionals in the industrialized countries;

¢ additional development assistance specifically tar-
geted at improving the ability of developing countries
to train and retain health professionals, for example
by improving incomes and working conditions;

® codes of practice for the recruitment of health pro-
fessionals in developing countries®!-%%;

¢ policies that acknowledge “an ethical obligation to
facilitate the return of health professionals to devel-
oping countries”?; and

¢ direct financial compensation for the losses to coun-
tries of origin associated with the emigration of
health professionals, in the form of a “brain drain
tax” or increased generic bilateral aid flows.!!

With the exception of codes of practice, so far dis-
tinguished by their lack of impact, these generally
remain at the level of proposals. Although most are
administratively feasible, their political feasibility is
arguably limited because their cost in tax dollars would
probably be considerably higher than the extra price of
Fair Trade coffee, at a time when politically effective
pluralities of electorates in the Anglo-American coun-
tries, in particular, appear 1) committed, with varying
degrees of intensity, to tax revolt while simultaneously
2) genuinely concerned about issues of quality and
access in their domestic health systems. Against this
background, it is hard to envision the conditions under
which necessary political support could be mobilized
for substantial investments in training more doctors
and nurses—still less for policies such as expanded
development assistance for health, which offers even
fewer apparent domestic benefits.

The policy context is likely to be further complicated
by negotiations now under way on the General Agree-
ment on Trade in Services (GATS).10236* Commitments
to liberalized trade in services under GATS can involve
one or more of four Modes (Table 1). Mode 2 under
GATS, which includes provision of training in a foreign
country, contributes significantly to migration, because
graduates often do not return to their countries of
origin.!® Mode 4 deals with (presumably) shortterm
inflows of foreign service (including health) providers.
Several developing countries are seeking liberalization
commitments from developed countries in Mode 4,
but benefits to the exporting country (remittances,
acquired technical competencies) may not offset losses,
and “temporary” providers admitted to importing coun-
tries under Mode 4 may eventually become permanent
residents—that is, émigrés. Perhaps the greatest concern
attaches to Mode 2, which extends coverage (private or
public) to persons treated abroad, and Mode 3, which
involves the establishment of commercial presence.
Mode 2 “health tourism” and Mode 3 private investment
could both initiate or magnify the internal brain drain in
health services, within countries or regions, by drawing
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Table 1 The GATS Modes of Service Provision

Health-related Examples

Mode 1. Cross-border provision of services

Mode 2. Cross-border movement of consumers
Mode 3. ‘Commerciul presence’ of service providers

Mode 4. Cross-border movement of providers

Telemedicine

Outsourcing of medicul insurance datu entry to low-
income countries

‘Medicul tourism’

Provision of heulth services training to foreign students

Foreigh estublishment or purchase of hedlth insurance
firms

Migration of heulth professionals

health care providers to private systems for tourists or for
a wealthy minority of the domestic population—thus fur-
ther limiting access to the public health services on
which a majority of the population must rely.?®

CONCLUSION

In economic terms, the health sector is distinctive
because most health services must be provided in close
physical proximity to the person receiving the service.
Exceptions, such as telemedicine and the management
of medical records, do not at the moment represent
substantial elements of the sector. On the other hand,
in most goods-producing industries and many other
kinds of services, capital now routinely and friction-
lessly moves across national borders in order to take
advantage of lower labor costs.%%” Both patterns reflect
a key aspect of contemporary globalization: the emer-
gence of a genuinely global labor market® in which the
gap between winners and losers is growing. One ele-
ment of the global labor market is the highly selective
expansion of opportunities for cross-border movement
of people, as distinct from capital. The “skilled” can
move across borders with relative ease, their mobility
often facilitated by national immigration policies and
measures such as the intra-company labor mobility pro-
visions of the North American Free Trade Agreement.
The “unskilled,” on the other hand, are confronted by
such measures as the militarization of the U.S.-Mexi-
can border, or else (again as in the case of Mexican
immigrants to the United States) have to give up even
basic legal rights as the tacit price of admission.

Both ends of the continuum are manifest in the case
of the HIV/AIDS pandemic in southern Africa. Health
professionals leave. Impoverished Africans, whose
poverty itself partly results from globalization
processes, are confined to urban slums, refugee camps,
or an often-fatal attempt to cross the Mediterranean for
a future that may be only slightly less precarious. In the
absence of coordinated policy attention to the migra-
tion of health professionals and its consequences,
efforts to deal with HIV/AIDS and other health crises
in southern Africa may repeat an emerging pattern in
which the benefits of initiatives in one area of develop-
ment policy (e.g., development assistance) are effec-

tively cancelled out by policy in another area (e.g., debt
relief or market access).5970

The analysis presented here suggests that policy ini-
tiatives are constrained both by the fundamental eco-
nomic disparities that create powerful pull factors and by
domestic political priorities related to taxation, budget-
ary expenditures, and health system performance. Cau-
tion is therefore in order with respect to the prospect
that national or sub-national governments (such as the
provincial governments that dominate health human
resource planning in Canada) will unilaterally carve out
policies in their own health sectors as an exception to
the general tendency of globalization to magnify
inequalities. Reaching a multilateral agreement on
recruiting health professionals and investing in domestic
training capacity, of the kind called for under NEPAD, is
likely to present an even more formidable challenge.

This article reflects an ongoing collaboration with several colleagues
in the Canadian academic world (Jonathan Crush, Arminée Kazan-
jian, Tom Mclntosh, and David Zakus) and in civil society organiza-
tions: Rene Loewenson and Antoinette Ntuli (Equinet), David McCoy
(Medact and Equinet), and Mike Rowson and Matt Gordon (Medact).
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