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Recommendation Rec(2005) ... of the Committee of Ministers to member gaton
The transborder mobility of health professionals and its implicatiors for functioning of health
care systems

(Adopted by the Committee of Ministers on ....... 2005 at the ....th meetthg Ministers'
Deputies)

The Committee of Ministers, under the terms of ArticldoXd.the Statute of the Council of Europe,

Considering that the aim of the Council of Europe is to achievaegrenity between its members
and that this aim may be pursueder alia, by the adoption of common rules in the health field;

Recalling Article 11 of the European Social Charter on the raglhetlth protection, and recalling
that Article 3 of the Convention on Human Rights and Biomedicine (E®38%) requires that
contracting parties provide equitable access to health cappobpriate quality and that Article 4
requests that any intervention in the health field, including relseanust be carried out in
accordance with relevant professional obligations and standards;

Considering that health professionals are key actors in the provishwalbh care irrespective of the
health care system as such,;

Recognising that the health care systems vary more thanitielcpractice itself and that the
professional skills are more homogeneous than the work settings;

Taking into account that the differences between countries majt rasmobility of health
professionals with positive and negative effects for both home and host countries;

Considering that the mobility of health professionals is an opportuoityifferent health care
systems to benefit from sharing of knowledge and skills;

Considering the shared responsibility of governments and other retgakaholders for quality of
care and patient safety;

Convinced that promotion of social cohesion and social rights includesigiiteto work, to
professional training, fair pay and working conditions, union membershipal sand medical
assistance and social security;

Recalling in this context the Lisbon Convention on the Recognition ofifi@gadabns Concerning
Higher Education in the European Region with the purpose not only tddecidiccess to higher
education studies but also to the labour market, based on transparegiiadohel procedures without
any discrimination;

Recalling further that the Lisbon Convention calls for setting wjpma information centres where
proper information can be obtained about the recognition matters, mesésd qualifications and
the relevant national laws and regulations;



Recognising the commitment of some governments to an ethical appooaecruiting healthcare
professional and development of codes of practice for the interratemraitment of healthcare
professionals;

Aware that some member states introduced measures regaetiognition of professional
qualifications based on bilateral agreements;

Concerned in this context about the variety of approaches and tiegidlameworks governing
these bilateral agreements;

Recalling in this respect the Recommendation No R (93)3 of dhentittee of Ministers to member
states on health manpower planning which stipulates that “health manptamning is an essential
element for achieving a proper balance between supply and demaneg|l @as “recommends the
governments of member states to undertake health manpower plannptgdadaheir needs with a
view to enabling each state to meet demand for health careeseon its territory and to balance
health care manpower supply and demand”;

Considering that the differences in the availability and qualitiealth professionals throughout
Europe need to be addressed through increased co-operation between countries;

Conscious that when drafting strategies for the longer term,dde®tates shall take into account
the requirements for working time of health care professidndise with the ILO /International
Labour Organization/ regulations;

Taking into account the obligations stipulated by the relevant intenahtiegal instruments, which
aim at granting a settled migrant worker equivalent righth@gitizens of the country of residence
(the Oviedo Convention on Human Rights in Biomedicine and Biology, the Eurdpecal
Charter, the European Code of Social Security, the European Convention on Social)Securit

Recommends that the governments of member states:

1. adopt policies, legislative and other measures necessary fidreaeat and comprehensive
policy framework that manages mobility of health professionalserder to safeguard the
patients, the quality of health care and the rights of the qualified health protdss

2. take to this end, whenever feasible, the measures presented irppbedia to this
recommendation, and taking account of their respective national circumstances,

3. consider entering voluntary agreements, following a model frankevi@r managing
mobility, presented in the appendix to this recommendation,

4. promote international networking between organisations, researchutinast and other
parties that are involved in mobility of health professionals,

5. support a dissemination of this recommendation and its explanatonpnaedum, where
appropriate accompanied by a translation.



Appendix to Recommendation Rec(2005) ...

1. General considerations

1.1 The international mobility of health professionals can have both wianithdpsing stakeholders
— both in host and home countries. The main objective of managing mobiligalth professionals
is to create mutually beneficial, win-win-situations for @irties involved, including governments,
employers and employees in home and host countries.

Taking into account a threat of "brain drain" from the countrieb Vs developed health care
services a managed recruitment within the framework of agreements shquédrzed.

Member states, competent authorities, unions and professional bodiesishguided by practical
instruments, on a voluntary basis. These templates for bilatgraements are essential for the
implementation phase and exchange of best practice.

Policies dealing with mobility of health professionals shouldbésed on values of the Council of
Europe: human rights and patients' rights, human dignity, social cohesioflisaomination,
democracy, equity, solidarity, equal gender opportunities, participation and fre¢dtwice.

A fair balance must be found between sustainability of healthcesrand the fundamental right to
move

2. International issues

The following activities should be considered by the member states:

2.1. Signing memorandums of understanding / letters of intention betveemrtries and other
stakeholders on managed mobility of health professionals and/or incladelth professionals
within the scope of agreements in the field of employment, whemdealth mobility in health

care.

2.2 Promoting bilateral/multilateral agreements between thevael stakeholders on managed
mobility of health care professionals.

2.3 Stimulating cross-border collaboration where health care establishneeneaathe frontier.

2.4 Agreeing on a system of exchanging information on a good staofdieglth professionals who
intend to migrate.

2.5 A proactive approach for exchange of information between host @sjritdme countries and
migrant health professionals should be preferred, leading towardsraian of a standardised
minimal set of data.

2.6 A feasibility of creating a model European code of practicenternational recruitment should



be considered.

2.7 Establishing National Information Centres as a part of annattenal network exchanging
information on health professionals.

3. Health workforce planning

3.1 Each country may carry out a workforce planning for health profess, if appropriate taking
into account Recommendation No R (93)3 on health manpower planning.

3.2 The scope of mobility should be recorded and analysed in a rowdinetavenable effective
workforce planning.

4. Home country issues

4.1 The larger scale mobility may need a framework of receumtmrocess. An individual mobility
of health professionals is often based on an own initiative and happerme @tsactive recruitment
process.

4.2 Establishing a general framework for agreements betwaamries on managing the health
professionals mobility can lead to better harmonisation of approactiesequirements (“A model
framework agreement”)

4.3 National authorities should establish criteria for recognitiocootinued education received
while working abroad and provide appropriate accreditation and licengiog return to home
country.

4.4 Strategies to promote the recruitment and retention of haathmrofessionals should be
encouraged.

5. Host country issues

5.1 The workforce planning can be an appropriate means to identdyg aed initiate appropriate
recruitment and retention strategies on both national and international levels.

5.1.1 On the national level:

a) increasing the number of students,

b) stimulating re-entry into the workforce,

c) improving staff retention,

d) developing new career patterns for ‘in-between’ professionsphysician assistants,
nurse practitioners and dental nurses,

e) making the organization of health services more efficienti asing the health
professionals already working more flexible and efficient.

5.1.2. On the international level:



a) active, managed recruitment by governments, stakeholders art¢ pgeacies should

be preferred,

b) improving collaboration between stakeholders in the home countrnharitst country
aiming at good opportunities for development of competencies and prepanedto the
home country which may benefit from the achieved improved skills and knowledge.

5.2. Guest health professionals should have equal access to approginatg bpportunities in the
host country.

5.3. There is a need for co-ordination between relevant stakehaidérs host country to ensure
that policy concerning training places, recruitment, employmenefbtenand immigration are
complementary rather than conflicting.

5.4. Employers should be encouraged to provide induction and integration coussesite that
guest health professionals have sufficient knowledge to ‘fit maf @anderstand their new working
environment.

5.5. Any form of discrimination must not be tolerated. Migrant heaitfessionals should be
welcomed and their different cultural background should be seen as a benefit to ttwihtrgt

5.6. Relevant stakeholders which actively recruit foreign healtegsmhals should be commended
to abide by a Code of Practice for international recruitment, based on sound eth@plg

5.7 The codes of practice should cover not just public sector provisionltif sevices but also the
private sector, including recruitment agencies in terms of targeted neentit

6. Information and administrative issues

6.1. National competent authorities should be encouraged to participateuo@ean network of

information exchange. Its role would be to facilitate mobilityréase public confidence in migrant
health professionals, decrease burdens on the migrants and speedespgsr@¢ recognition and
thereby employment.

They can exchange information on:

- Health professionals on their registers,

- Regulation concerning assessments and registrations,

- Training standards,

- Good standing/disciplinary actions taken against individual professionals.
- Mobility statistics

- Recruitment programs and activities

6.2. The network may facilitate establishing direct contacts leetveempetent authorities in the
host and home states.



6.3 National authorities should create a focal point for all infoonatin job opportunities available
and the requirements of particular countries to practice as a health nodéssi

6.4 It should be possible to assess “on-line” the health professionals’ equivdlersmeatials.

6.5 All the regulatory organizations and professional bodies shouldtbéarecessary information
to its members on the code of conducts and ethical principles prevailing in the givay.count

6.6 All appointed health professionals should be able to demonstrate afllanguage proficiency

consistent with safe and skilled communication with patients, clients, carerslkadjces.

6.7 Information/advice centres should be established to provide informatiothet health
professionals, wherever possible through the Internet.

6.8 Many posts are advertised on the World Wide Web, so employerstietal establishments,
and agencies should make an effort to ensure that their vacareipssted on the Internet and
easily accessible for health care professionals.

7. Other relevant issues

Labour market, migration

7.1. Applicants should be encouraged to spend a determined period of athgsnhcountry in the
framework of agreements between the host and home countries.



Attachment: a model framework for managing mobility,

INTRODUCTION

This model framework, meant as a voluntary instrument to manage structurethmest of health
professionals, consists of a structured list of points of attention (a chefuktist)

- home countries to follow in managing the emigration of health professionals,
- host countries to follow in managing the mobility of health psiesls, both in public and
private sectors,

especially in cases where the international mobility of hgmtifessionals on a lager scale may have
a significant impact on health systems (managed mobility).

Dependent on the specific situation of the countries involved (home ocdwsty, surplus or lack
of health professionals, scale of mobility) the various points efest should be considered in order
to find a proper balance.

The framework underlines the potential benefits of agreemeniedetrelevant stakeholders to
manage mutual exchange of health professionals that can include:

- recognition of professional qualifications (specialization) and possibiltgmtinue
postgraduate education, without a need for repeating a training,

- recognition of all professional experience, acquired in both the home and host country,

- access to regulated profession if one is fully qualified,

- an agreement between national authorities competent for authorizing the rigitticepr

- an ethical code of practice

This agreement on managed mobility should contain all relevantisde¢giarding recruitment,
employment and incentives for return of the migrants. A clear igéscr of the responsibilities of
the various stakeholders is indispensable.

In order to safeguard the implementation of agreements, ibeamonitored by an independent
body, established by the parties to the agreement. Findings shoudgdyéed to the responsible
stakeholders.

CONTEXT

Differences exist between countries with regard to the availabtkforce in relation to the demand
in the health care services. As a consequence different “pull” gugh*™ factors arise to move to
another country. The resulting mobility of health professionals is cowgté positive and negative
effects for the home country as well as for the host countryrder to enhance the positive effects
and reduce the negative effects, a model framework contributiorgiéoly migration flows between
countries, is developed. A framework is aiming at safeguguthe rights of the migrating qualified
professionals, the safety of patients, the quality of the healthsyatems in the home and host
countries, and taking into account the national migration policies of the host and homesountri



GOAL

To adequately prepare health professionals from home countries to be emplbyed Wwast
country health care system at the appropriate level of competence.

To facilitate the re-entry into the home country health care systenmagsexiod of this employment.
OBJECTIVES

1. To serve the interest of both the home country and the host country health care. systems

2. To improve the execution of formal procedures for the employment of migrants in tie hea
care system and health care institutions in the host country.

3. To ensure proper education and guidance of the migrants during the term of employme

4. To effectively and efficiently bridge the existing gaps in the level of céenge regarding the
language and the professional practice of the host country.

5. To consider incentives for return.

6. To promote ethical methods for recruitment.

CONTENTS

The framework deals with the following aspects:

a. regarding the professionals

- entrance procedure

- additional education/training

- employment and 'on the job training'

- final assessment and registration

- return

b. regarding non-governmental recruitment agencies
c. responsibilities of various stakeholders

d. monitoring of mobility flows

a.regarding the professionals

- entrance procedure

To migrate to another country health professionals will need to meet stakgamements in
relation to their:

- level of qualification/diploma

- professional experience

In addition the migrating health professional should meet requirements ionetathe:

- ability to communicate effectively (a working knowledge) of the languageedfidst country
- personal profile, including motivation and ‘good standing’

- medical condition

- additional education/training

In order to assist the transition of the health professional toastecountry appropriate programmes
of induction should be provided by the relevant stakeholders. In additionlescame medical
education/training, these could include aspects of differences roomgdanguage and culture,



health care systems, legal systems, and needs and expectatipesstire has to face in the host
country.

- employment and training on the job in the host country
During the period of employment an extended education opportunities shall be provided by a
relevant stakeholder, as appropriate.

- assessment and registration
A formal professional registration should take place when thd geatth professional meets all the
requirements.

- return to the home country
Relevant stakeholders in the home country should make efforts to ensure that the healt
professionals will find an employment in the health care sector on their return.

b. regarding non-governmental recruitment agencies
, All stakeholders, including the recruitment agencies should comply with a ‘codecti€grand
with this model framework when dealing with transborder mobility of health wiofess.

A system of voluntary or compulsory accreditation of recruitment agenciebenzonsidered.

c. responsibilities of various stakeholders

A bilateral agreement can be arranged by the following parties:

- the governments of the host country and the home country

- employers in the home country and the host country, e.g. health care institubspisals or
nursing homes)

- recruitment agencies

- teaching institutions.

The bilateral and multilateral agreements should promote a parip@nd cooperation between the
host and home countries encouraging training and assistance pragraogoort of health care
development in the home countries.

The governments should take the responsibility of facilitating tloeegs of exchange of the
professionals, especially with regard to the criteria for netiog of diploma’s, “codes of practice”,
residence permits and work permits.

d. monitoring of migration flows

The implementation of the agreement may be monitored and evaluatedifigependent body. Its
task may be also an identification of good practice examples. btdg should work under the
supervision of a bilateral steering committee consisting okesemtatives of the stakeholders who
are appointed by the relevant ministries in the home and host country.
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Introduction

European Health Committee (CDSP) established a committegeiftexo examine issues related to
the transborder mobility of health professionals and explore methodartage this process. The
committee of experts on the transborder mobility of health profegs and its implications for
functioning of health care systems was initiated in 2003.

The issues related to the effects of mobility of health prafieals are not studied sufficiently by the
international organisations and by the member states of the CouBtitagie, yet they may become
a major issue in the near future. Member states have often pueffatanto harmonization of the

financing and organizational aspects of health care systegudatien of the patients' mobility than
that of the health professionals.

Aims
The aims of this study are drawn from the terms of reference and cethteissues faced by:

- the health system of the country from which the health professional is mggrati

- health systems of host countries when accepting health professfomal other countries and
appropriate strategies to deal with them.

- health professionals when migrating to a new country and strategies toitticthlem.

Thereby the committee sought sources of information and experiences in @iderriew ideas and
propose a model framework for managing the mobility of healthepstdnals between countries
belonging to the Council of Europe.

Background

The international migration of health professionals has both winning aing kstekeholders — both
in host and home countries. Furthermore, complicated questions ariieefvtiee migration is
permanent or temporary.

The labour markets of individual countries are strongly influengedhb economic conditions
within that country. As a consequence, the situation within a counéty change over time.
Therefore, it is important to address longer term as well as short tems.iss

The health systems vary much between the member states abvablgr more than the clinical
practice itself, professional skills being more homogenous thamdhesettings. There may also be
many incentives for health professionals to migrate to other wesinilike better salaries and
working conditions along with increased opportunities for professional development.

Health professionals are at the core of any country’s hegthras. Mobility of these professionals
across borders may therefore have a significant impact upon #ithdaee systems of both the
country from which the professional is migrating from and the couhiy are migrating to. In
many member states the effects of movement of health profdsstamahave a negative impact on
the national health system, but positive effects occur, both in host and home countries.
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The home country may be not able, due to various reasons, to retainetiéir professionals, but
could set up incentives in order to attract their professionals back. Therebgments of workforce
could lead to short- or long-term deficit in some countries. A prolf deficit due to mobility of
health professionals is rather specific for each countryh@tsame time the host countries can
benefit, but depending on the conditions maybe only on the short-term.

The host country also has a role in accepting the health professemalorarily or permanently,
and should incorporate the health professionals in a health care gysteundly embedded in a
country tradition. Their professional status, education level, socidlgmggrofessional deontology
are linked to a country tradition.

The committee of experts examined the type of issues whithhwthe migrant professionals, the
home countries and the host countries will need to consider. In doing soprtimaittee has
considered the rights of the health professionals to offer thels skitl knowledge within a global
economy and also to examine the effect this may have on the csunir@ved, especially on
quality of care and safety of patients.

Therefore, the committee adopted the following mission statenoenthé recommendations on
transborder mobility of health professionals and its implicationsfuoctioning of health care
systems:

‘Safeguard the patients, the quality of health care and the rights of the quiaéa#lt professionals
in migration’.

1. General considerations

Member countries have established appropriate institutions totheele€alth needs of their citizens.
Therefore it is rather difficult to find similarities amoniget European countries in this respect,
however there are a number of good examples which should be taken inteiaims to facilitate
free movement of persons and services without causing difficulties for theieswftorigin.

The international migration of health professionals has both winning aing kstekeholders — both
in host and home countries.

Under the auspices of the Council of Europe the Convention on the Recoghitralifications
Concerning Higher Education in the European Region was signadlbariin 1997. Up to date 36
countries out of the 45 member states of the Council of Europe leasakigned the Convention
and it is ratified in 29 countries.

The Lisbon Convention declares that the Parties shall recognitigtier education qualifications
in a reasonable time, unless a substantial difference camdven soetween the diplomas. The
Convention states that the purpose of the recognition is not only ars docegher education
studies but it facilitates entering to the labour market too.prbeedure has to be transparent and
reliable and no discrimination shall be made on any ground. ThesdP@artiee Convention has to set
up and operate a national information centre where proper informatiobe: obtained about the
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recognition matters, assessment of qualifications and the relevant nketvwsaind regulations.
2. International issues

The European Union through its sectoral directives introduced certpilraments which are the
same in every member state of the EU therefore it provideggaal éasis for recognition of
diplomas and qualifications. Under this system five professionsegndated on the EU level,
namely doctors, dentists, pharmacists, nurses and midwives. Aalawghin the European Union
and in addition in the countries of European Economic Area (EBA)Switzerland the diplomas
and qualifications listed in the relevant directives and other Iagaliments (accession treaties) are
mutually recognized in these countries.

Practically, this means twenty nine countries with the new menfbem the I of May 2004. This
coordination among these countries does not only mean the automaignitien but the
harmonization of education and training on the field of the five profesdisted above including
some specialization of doctors and dentists as well.

Health professions other than the above mentioned do not fall under the cfcapéomatic
recognition, the competent authorities may impose on the applicéaha@qguirements after having
envisaged the studies and professional practice and experiencesystbim sloes not mean an
automatic recognition but it facilitates migration.

These briefly sketched systems are not applicable in respge diplomas and certificates attained
in a non EU country.

Non-EU member countries also introduce measures regarding reoogmif professional
qualifications however these instruments are mainly dealing vihigh required permits and
administrative procedures and not exclusively with the recognitieli. iithe Nordic countries have
the Agreement on a Common Nordic Labour Market including certaiageaes of health
professionals which gives privileges more extensive than those followinglisoEBA Treaty.

There are a number of bilateral agreements in other regionsirop& or between a European
country and a state on an other continent e.g. the Netherlands and Polarmhijaz and Saudi
Arabia, Georgia and North African and Arabic countries, the United Kingdom ank Sfita, etc.

The bilateral and multilateral agreements between the host an@ ltommtries should be
encouraged that target win-win principle and benefit both countrieestéeThe programs should
be promoted that will develop training and technical assistant®rhe countries in the form of
exchange visits of health care professionals and experts frontdwsries, provision of training
and consultations under the framework of mutually beneficial pahipershis will provide some
benefits from the recruitment of health professionals through ricaiof remaining health care
providers and strengthening the home country's health care systargt technical assistance and
expertise.
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Recognition of qualifications

Quality should govern the recognition of professional qualificattonensure that patients obtain
healthcare of the same quality as that provided by their nati@adih professionals. In particular
the short-term mobility (free provision of services) should be subject to #eatthe host Member
State in order to protect patients’ interests and rights.

The recognition procedure takes at least a few months but itlasayo years if there is a huge
difference between the curricula and the applicant suffens the lack of required knowledge in the
host country. For example during the recognition procedure the authwmaityprescribe not only
passing an exam but serving a given period of time in practice thelsupervision of a competent
health care professional. According to the Danish regulation thepetent authority issues a
temporary licence upon the evaluation of the basic education aed faftilling additional
requirements the applicant gets the final approval.

A similar system can be observed in the United Kingdom. The non-dgdefors are required to
undertake a period of additional training or a test of competencera&lthey passed these tests
they are given Limited Registration. This allows only to practioder supervision until the skills
required have been achieved.

Recruitment

Each country wants to protect its labour market against undesimadblarngplanned migration and
flow of unskilled labour force On the other hand there is an enornamksdf certain health

professions and governments take steps in order to fill in the gapseoethe demand and supply.
One approach is to sign bilateral agreements on the cooperatioredaiting health care

professionals. This happened e.g. in the United Kingdom, Norway, the Netherlands, France.

Another way is to recruit the missing health care professidraats abroad without such agreement
of cooperation. Recruitment agencies may seek to employ healgsgimfals from developing or
less developed countries where the salaries are not as higtthees dountry of destination. If this
recruitment takes place without the ‘official’ approval by batles it may have consequences in the
country of origin. As a result ethical considerations should alsoakentinto account. The
Department of Health in the United Kingdom introduced a Code of Beacin international
recruitment and shaped its ethical policy of recruitment.

In Denmark there is a ‘positive list' about the professions soffethe lack of work force (e.g.
doctors, nurses). This means that the professionals having the quatifica the positive list can
access easier to residence and work permits and introdeicesdlves to the labour market more
rapidly.

Generally there are bilateral agreements in order to avoid dtaxalBon. People staying in another
country have to pay taxes under the same rules like the citizens themselves

As far as social security is concerned there is a coordmatechanism among the EU member
states under which a settled migrant worker is entitled fosdah®e social benefits like the citizens of
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the country of residence.

The European Code of Social Security is also a basic legainmstit of the Council of Europe
defining the norms of social security and establishing a mininewed bf protection in medical care,
sickness and unemployment benefits, etc. It is also importanémtion the European Convention
on Social Security laying down the principles of equality irattreent and the maintenance of
acquired rights as well as the rights in the course of acquisition.

Code of Practice for International Recruitment of Healthcare Profemsals.

A copy of the Code of Practice for International Recruitment of Healthcare Professiandie
downloaded from:

http://www.dh.gov.uk/PublicationsAndStatistics/Publications/Publicats PolicyAndGuidance/Pu

blicationsPolicyAndGuidanceArticle/fs/en?CONTENT [ID=4097730&chk=DI/b1A

The UK is committed to an ethical approach to recruiting healthcare professional from
overseas. As such, the Code of Practice for the International Recruitment of Healthcare
Professionals was revised and published in December 2004. This identifies guiding principles to
promote high standards in the recruitment and employment of international healthcare
professionals. It is also concerned with the protection of developing countries and seeks to
prevent targeted recruitment from developing nations who are experiencing shortages of
healthcare staff.

Key Points

16

The Code of Practice applies to the recruitment through agencies of temporary/locum
healthcare professionals, as well as permanent staff.

The 2004 edition of the Code has widened the scope to enable all healthcare organisations,
including the private sector, to sign up to the principles contained within the Code of Practice.

National Health Service (NHS — the public sector health provider for UK) commendédd only
use recruitment agencies that comply with the Code of Practice for both domestic and
international recruitment.

The Code offers best practice benchmarks for all parties involved in internationaitmeent.

Where national contracts are signed to increase capacity in the NHS, compliance with the Code
is a contractual obligation for all independent sector providers.

Any recruitment agency that wishes to supply the NHS, or any other health organisation signed
up to the Code, will also need to comply with the Code of Practice.

The UK was the first, and remains the only, developed country to implement and review
systematic policies that explicitly prevent the targeting of developing couintties area of
international recruitment

The Department of Health has worked together with the Department for International
Development to produce a definitive list of developing countries and countries that should not be
recruited from. This list is based upon the OECD/ Development Assistance @enfistithf aid
recipients. The rationale for the list is based upon the economic status of the countriesrand thei
relative position with regards to numbers of health personnel.



The guiding principles of the Code of Practice are:

o International recruitment is a sound and legitimate contribution to the development of the
healthcare workforce.

0 Extensive opportunities exist for individuals in terms of training and education and the
enhancement of clinical practice.

o Developing countries will not be targeted for recruitment, unless there is an explicit
government-to-government agreement with the UK to support recruitment activities

o International healthcare professionals will have a level of knowledge and proficiency
comparable to that expected of an individual trained in the UK.

o International healthcare professionals will demonstrate a level of English language
proficiency consistent with safe and skilled communication with patients, clierdgss ead
colleagues.

o International healthcare professionals legally recruited from overseas to work in tfeedJK
protected by relevant UK employment law in the same way as all other employees.

The Code of Practice was developed in consultation with public employers, independent health
sector, professional bodies, regulatory bodies, trade unions and commercial recruitment
agencies

All NHS employers are strongly commended to adhere to the Code of Practice in als matter
concerning the international recruitment of healthcare professionals across all dissiplt

offers guidance to NHS Trusts and independent sector in aspects of international recruitment
and deals with many of the issues that employers need to address to support a strategic and co-
ordinated approach to international recruitment.

NHS Employers holds a list of agencies that are compliant with the Code of PracticestTifis li
regularly updated and is available through NHS Employers website accessible at
www.nhsemployers.org . In order to be placed on this list, agencies must provide references
from 2 NHS organisations who have used their services. These organisations need to confirm
that the agencies have abided with the Code of Practice.

Compliance to the code is monitored by NHS Employers.
3. Health workforce planning

A vital factor in providing high quality health services is towdn@nough health professionals with
sufficient qualifications. This has both a qualitative and quantitalimension. In all countries a
legal framework contributes to ensure the quality by regulatiegatcess to practise as a health
professional. The aim is to secure patient safety, through egghat the professionals are trained
to an appropriate standard, and able to carry out their duties safely.

Securing adequate supply of personnel on the other hand is a continocesspsince there are

variations in the supply and demand in most countries, which periodiealts Ito surplus or
shortage of health professionals. Reasons for this are multiple and include anersgatiations in
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recruitment to relevant educations, in the number of training pfacaesudents, working conditions
and changes in the organisation of the health services and chanyegpaptlations need for health
services.

Recommendation No R (93)3 of the Committee of Ministers to mentdteson health manpower
planning (adopted by the Committee of Ministers on 22 March 1993, at9tifemeeting of the
Ministers’ Deputies) stipulates that “health manpower planrsraniessential element for achieving
a proper balance between supply and demand”, as well as “recomtnemdsrernments of member
states to undertake health manpower planning, adapted to their ndedsweatv to enabling each
state to meet demand for health care services on it®tgrand to balance health care manpower
supply and demand”.

The workforce planning process is difficult to make accurate. If one undesgstithe need, the gap
can be filled by immigration. The consequences of oversupply magdaive (unemployment) and
a positive factor for market forces (competition). In additioredly is almost impossible to make
accurate workforce planning; the workforce situation is very mudterthe influence of the

economic situation that can change considerably within a shaddpef time. The results of

workforce planning can only be seen after a long period of time taMiogccount the duration of
various educational programmes.

There are a number of different patterns to health professional migratstty fiere is a movement
from countries in the eastern part of Europe to the west, and pesgsiosw that the amount of this
migration will probably increase due to the enlargement of the Eamopaion in 2004. Another
pattern is migration within a region between countries with soditural and linguistic similarities.
Thirdly there is a movement of health professionals from countriesher parts of the world to
Europe. This pattern is most noticeable when there is a histariddinguistic connection between
the home and host country.

Furthermore, there are refugees coming to Europe due to tiiegbaituation in their country of
origin and some of them are health professionals. When eventudly seth new country, many of
them are seeking license to practice as health professional and workthéthiealth services.

Unplanned and planned migration

Some countries attract health professionals from other countrige the¢ter working conditions or
better opportunities to further their training or careers. Moghem will seek employment and
provide for the necessary residence and work permit on their own.

Host-countries/employers benefit by getting staff, and they lsanb&nefit by paying lower wages
to immigrant workers. However, unions and the public sector will cfesrure that the migrant
workers receive equal pay.

As well as this type of unplanned migration, some governments avatepagencies are actively
recruiting health professionals from abroad. This planned recruitalEws targeting specific

professions and medical specialities in fields with particular shortagesréle recruitment initiated
by the government is based on a bilateral agreement with thengwearin the health professional’s

18



country of origin. The purpose is to avoid ‘brain drain’ in the home couetrgure a smooth
transition for the guest health professionals and secure the agcgsslifications of the health
personnel. This recruitment may include information about the healtlteseén the host country,
immigration procedures, licensing procedures needed to practisshemdth professional and so on.
However, this is not always the case when private agenciesvatged. To ensure recruitment on
conditions that are acceptable for all parties involved, some courdresng others the United
Kingdom, has an ethical recruitment policy which agencies providiaff) t© the public health
services are required to comply with.

The amount of migration

Recording of migrants varies between the countries. Some coukggpsrecords over foreigner’s
right to practise as health personnel. This gives an indication atthber of immigrants, but it will

only contain approximate estimates, because the records seldom snicliatenation about where
the health professionals work, how long they work or when they leave the country.

Conseguences of immigration

It is reasonable to assume that the migration will contribute to the spreadchac g of
knowledge and experience between health professionals. Eventually this maydetdrtservices
for the patients and a more effective organisation of the health services.

However, several challenges are attached to the migration acrosslkasaezll. This may be due
to differences in language and culture, in organisation of the health servicedewethad training
and the division of labour among the health professionals.

From the perspective of the home country the mass emigration ¢ peaflessionals may break a
balance between supply and demand that will consequently affeditst gtiaealth care services. If
migration occurs at the individual level and not in the frameworktefnational agreements it is
difficult to control the scope and magnitude of emigration as mositrees: do not keep these
records. Therefore this significantly complicates health manppl@@ning and may quickly result
in shortages of health professionals. The problem of re-entry into/skens after several years of
emigration is a problem that may result in permanent vs. temporary epngrati

Future challenges

The main objective of recruiting foreign health professionats isreate win-win-situations for all
parties involved, including governments, employers, patients and employdesne and host
countries.

When there is shortage of health professionals, actions can iaethiboth on a national and
international level.

On the national level:
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a) Increasing the number of students,

b) Stimulating re-entry into the workforce,

c) Improving staff retention,

d) Developing career patterns, i.e. physician assistants, nurse practitimmees nurses,
e) Making the use the health professionals more flexible and efficient.

f) Professional development programs

g) Flexible working patterns

On the international level:

a) Active recruitment by governments, stakeholders and private agencies,

b) Improving collaboration between stakeholders in the home country afbsheountry
aiming at good opportunities for development of competencies and prepanedto the
home country which may benefit from the achieved improved skills and knowledge.

Objective evaluation of migration requires good records to be hetddmytries, so that figures can
be collected when requested. Most countries do not keep figures of isuphlf@reign professionals
working in their workforce, and often rely on recognition or regisinasitatistics to judge migration
to their country. For example, in the UK over 18,000 non-UK doctors eegisthe UK each year.
This compares to over 400 in Denmark. However, once registered, it is umkubether the
professional remains in the host state, or leaves. It is alsal usebreakdown the figures into
nationality, so that trends in migration can be spotted.

The scope of mobility should be recorded and analysed in a routineall@ying for keeping a
running balance of health professionals coming to a country and ledsy.helps workforce
planning.

4. Home country issues

There may be many reasons why health professionals inncedantries are seeking jobs in foreign
countries. Main reasons include:

- low levels of remuneration,

- surplus of health professionals and unemployment,

- professional development opportunities,

- low motivation for being health professional in a home country.

These reasons make people seek either individually or through édli@ny agencies opportunities
to work abroad.

Mobility of health professionals is often due to individual purposes anddeuss recruitment
process.

There are number of examples of good practices managing eomgadthealth professionals to
other countries:
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- Promoting bilateral/multilateral agreements between cosrimreexchange of health professionals
and/or including health professionals within the scope of bilateradeagnts in the field of
employment;

- Signing memorandums of understanding/letters of intention betweemléwant institution for
enhancement of the mobility of health care professionals wigard to hiring and provision of
services at the labour market in the field of health care;

In addition, a recruitment process can be managed, preferably tmasedeneral framework for
bilateral or multilateral agreements between countries nvagpége mobility (“A model framework
agreement”). Within managed mobility there is a possibility oluerfcing the process and the
outcome of such an agreement.

Low remuneration in the health sector in many countries créatssation and motivates health
professionals, either in general or certain professions and spscitdt seek jobs in other sectors
through requalification. In some countries (some of the former Sstatgs) traditional policies of
the Semashko model oriented on quantity vs. quality of health casieesgrcreated a surplus in
supply of medical personnel, which resulted in unemployment inhheattor. The problem is often
associated with a significant surplus of "popular" (better paiejlical specialties while shortages
are created in other areas. In certain circumstances lovbuesements are also associated with low
motivation and job satisfaction within certain professions, i.e. toawitilow recognition of the
nursing profession and other health professionals with the same educational level.

In some post-Soviet countries, part of the discharged hospital peréounéljobs in other sectors
of the newly developing market economy, including such areas a$ loaaé management and
administration. In other circumstances unemployed or unsatisfielth he@fessionals start to
consider and explore job opportunities abroad.

Another important reason for seeking jobs in more developed countries lm®wdssociated with
better professional development opportunities — certain specialteedess developed in home
countries and this may encourage health professionals to work incoth@ries with an opportunity
to further develop professional skills and competencies.

Analysing implications of health professionals' emigration oittlheare systems of home countries,
a number of both positive and negative aspects could be identified. Iralgdgmeprocess should be
classified as a temporary (short-term) migration, or a teng migration often resulting in
emigration. The latter certainly is not beneficial from a home country péirspec

As for temporary migration of health professionals to work in otoemtries - the process will
certainly gain if there are regulations of the recruitmentgg®@nd a system of incentives to return
to a country of origin.

National authorities and stakeholders can influence the mobility olthh@aofessionals by

developing strategies for retention of health professionals andtive® for return of emigrated
health professionals.
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Different aspects of mobility of health professionals need to be takemto account:

Potential positive aspects of migration include

Individual
Increased opportunities for professional development
Better pay
Improved working conditions
Exchange of knowledge and working practices
Employment opportunity when there are high levels of unemployment in
home country

National
Opportunity to address areas of workforce shortages
Receipt of financial remittances from to sending country from employee
Increased opportunities for intergovernmental cooperation

Potential negative aspects of migration include:

Individual
Feeling of isolation
Discrimination
Potential for trafficking, which is possible through private chanreld
illegal intermediary agencies.
Moral problems and therefore recruitment plans offering familpwances
should be encouraged
Loss of entitlement to some social security/pension benefits

National
Shortages of key health professionals
Increased workloads for remaining health professionals
Loss of knowledge and skills
Threat of permanent emigration
Threat to the quality of care

5. Host country issues

Form the perspective of the host country the immigration across basdewrital part of the ongoing

process of securing a balance between supply and demand of hef@sipnals. It is reasonable to
assume that the migration will contribute to the spread and exclodkgewledge and experience
between health professionals. Eventually this may lead to betteces for the patients and a more
effective organisation of the health services.

However, several challenges are attached to the migratiorsdmaters as well. This may be due to
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differences in language and culture, in organisation of the hesaititss, in the level of training and
the division of labour among the health professionals. Furthermore, thengaxdknditions may be

harder and the access to welfare services may be subsyantiaite for the guest health
professionals than for the native health professionals. In addititretformal demands, conditions
of this kind may complicate the transition from the home country to the host country.

In all countries access to many health professions isatestrio professionals who a registered with
a specific union or body (the competent authority). Professionals ptarai work in another
country will need information about any registration requirements they will toawneet.

There is a need for constant relevant preparation of the recruited healtlsiprafiss

Health professionals actively recruited via a bilateral or ifatdtal agreement should always be
offered completion of the procedures and processes in advancevisfgaim the host country so
delays to employment are minimised.

It would ease the access to health market if the applicanésagsessed on a temporary basis after a
necessary time period while providing proper supervision. As a dghié assessment could be the
finalization of the recognition of the diploma.

6. Information and administrative issues

In order to facilitate the mobility of health professionals throughturope a certain amount of
information exchange needs to occur.

European Economic Area (EEA) nationals have free movement rigtiisr wihe EEA, but those
migrants from outside the EEA may be required to meet imtrograequirements before being
permitted to enter a country and practise their profession there.

Usually countries demand authorizations, residence and/or work pefraitgitizen of another
country wants to perform a profession in that sate. Within the Eurdge@m and the European
Economic Area work permit is not required for people coming fromERA country, however
residence permit is necessary for more than a 3 month periodyaigstwith the validity of five
years and the permit could be renewed. As a matter of fitigga residence permit in the case of
an EEA citizen in an EEA country is practically a formal pchoe and with a few exceptions every
EEA citizen can obtain it.

In Georgia a simplified work permit could be obtained in the cds®reigners of one of the
countries whose diplomas and other health certificates are reedgriihese countries are mostly
the West European ones as well as the CEE and some NIS countries.

The duration of getting a residence or work permit differs from cguaatcountry however it might

cause a delay. A good example is the UK where a work perneijusred for all individuals who are
not EEA nationals. It is the employers’ responsibility to det tesidence permits for their
employees in advance.
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In the majority of countries access to many health professiaestiscted to professionals who are
registered with a specific union or body (the competent authoritpfe$sionals who are not
registered with the relevant competent authority are not legally pednbit practise in that country.

Professionals planning to work in another country will need informatimutaany registration
requirements they will have to meet. They may need to providevpaqteand certification of their
training and qualifications to the competent authority, and may be required to pravkriécate of
good standing from the home state.

Although there are common minimum standards of training for doctorsstdemurses, midwives
and pharmacists in the EU, other professionals may be requiresiiondtrate their competence
and/or undertake a period of further training before being able icagaess to the profession in the
host state. Migrant professionals need to be aware of these meguiseprior to moving to another
state, so as to avoid unnecessary delays when they arrive at their destination.

Health professionals planning to move to another country for workaaming purposes will
probably wish to arrange their training or employment before gathieir home state. It is often
difficult to find out where training posts or employment opportusitee advertised, and many
health professionals have to wait until they are in their hot before being able to commence
their search.

Some countries offer assessment of professionals’ equivalencngadistance, so that the
professional may apply for recognition and registration beforerigaweir country. For example,
the General Medical Council of the UK often requires non-EEA atscto undertake the
International English Language Testing System (IELTS) and dematmgheir English language
skills as a pre-requisite for registration. This examinationbEataken at any British Council office
in the World, thus permitting the migrant doctors to undertake the test without leavimgptinary.

The British Council also runs an advice centre specifically fon-UK doctors who want
information about access to the medical profession and medicahggramithe UK. The National

Advice Centre for Postgraduate Medical Education (NACPMBE)ngdéd by the UK Government to
provide a telephone, email, Internet, and postal advice service to dawbisg to work in the UK.

This service provides guidance about immigration, access to the poofeasd the structure of
medical training in the UK. It also provides contact details of other sourcesioédor migrants.

In Denmark and Norway, every health professional can get informatioat requirements to work
via Internet. A provisional licensure can be obtained without leaving the home country

Health professionals planning to move to another country for worlkaoming purposes will
probably wish to arrange their training or employment before Igaviair home state. It is often
difficult to find out where training posts or employment opportusitee advertised, and many
health professionals have to wait until they are in their hott before being able to commence
their search.

Many posts are now advertised on the World Wide Web, so emploderst®nal establishments,

24



and agencies should make an effort to ensure that their vacareipsstéed on the Internet and
easily accessible for migrants.

In order to process applications for recognition, training, or eynpot the authorities in the host
country require certain information from the migrant about theinitrg and employment history.

Patients have a right to be confident of the quality of health ttene receive, so employers or
competent authorities usually require all applicants for to proxéderences, and evidence of
qualifications or training before they will grant them emplogin@ a licence to practise. Often this
information is required from the competent authorities in the home, sbut the process of
retrieving this information can be complicated and time consummdalay employment for the

migrant.

It would facilitate mobility greatly, increase public confidenin migrant health professionals,
decrease burdens on the migrant, and speed up processes of icogmimployment if there was
a network of competent authorities for health professions throughoap&ufhis network could

support each individual application by a direct contact between the host and the hernedsést

At present there is no network of competent authorities in EuropereTis the International
Association of Medical Regulatory Authorities (IAMRA), which REs member organisations from
20 countries. IAMRA was set up in 2002 to support medical regulatohprtiggs worldwide in
protecting the public interest by promoting high standards for meelitedation and regulation, and
by facilitating the exchange of information between medicalleggrs. Recent work has included
the development and design of systems that will assist to Veefgredentials and good character of
applicants seeking to move from one jurisdiction to another.

The European Commission’s draft Directive on Recognition of Qcafiins (2004) seeks to
facilitate mobility of professionals through improved communicabigrcompetent authorities with
migrants and each other. The creation of a network of competent aathatiEuropean level would
create a more transparent regulatory system for migrant health proféssiomave around in.

At an EEA wide conference during the Dutch presidency of the Etlheaparticipants endorsed the
view of a need for the creation of a network of competent augeatid supervisory bodies. Such a
network should find practical ways of exchanging information on rimgyehealth professionals
among the member states in the light of the need for quality cootrblealth care and the
requirements of the European internal market. A working group, Vathlg defined tasks and time
table, was set up to elaborate the outcomes of the meeting.

The Dutch government is in the process of collecting a list ottimepetent authorities for health
professions in each European country. This list, when distributed towltries, will hopefully
initiate communication between competent authorities, and pave thimayuropean network of
competent authorities, with government support.

In order to maintain high standards of health care, host counsigdly require a certain amount of
information about migrant health professionals before they can tipemt access to the profession
or employment. In the majority of cases this information has tachkigely sought from the home
state via the migrant. This can be a lengthy process, and can delay employrttenhfgrant.

25



Better processes for the proactive exchange of information betwas¢rtountries, home countries
and migrants could result in more efficient mobility.

Therefore, a proactive approach for exchange of information betvastrcountries, home countries
and migrants can be applied, based on a standardised minimal set of data.

* % %
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Working glossary

Health care system (Beveridge/Bismarckian/Semashko systemocgl health insurance,
contract/ integrated model):

A formal structure for a defined population, whose finance, manadgerseope and content is
defined by law and regulations. It provides for services to be detivi® people to contribute to
their health, delivered in defined settings such as homes, eductaisiitations, workplaces, public
places, communities, hospitals and clinics. Health care (deliarsfem refers to health care
services performed in the primary, secondary and tertiafyhheare sector; it is the system to deal
with the medical and therapeutic measures intended to preseraprorve the health condition of a
patient.

Home country:
Country of origin, a country where the migrant health care personnel come fr

Host country:
Country of destination, country of establishment, country of residenceuntry where the migrant
health care personnel receives a residence/work permit in order to comniexadth gprofession.

Human resources:
People who work in the various professions of health care.

Mobility means the geographical movement of a health professional from ongydoustother in
order to provide services or to establish himself/herself in a host Member State

Mobility is being used in training, in practice and for scimfpurposes. The individual
decision to move could also be based on personal/economical reasons.
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