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provoke shortages if workers who leave

are not replaced, and such shortages com-

promise the delivery and quality of health services (7, 2). Chapter 3 discussed the

routes new workers take into the workforce; this chapter examines the other end

of the spectrum - the various ways in which workers depart active service. It also

suggests ways of managing exits in times of worker shortage as well as in times

of surplus, in order to optimize the performance of the health workforce. Finally, it

reviews and analyses the factors that influence exits and proposes strategies for

managing them.

The main reasons people leave the health workforce are depicted in
Figure 5.1: migration; risk of violence, iliness or death; change of occu-
pation or work status; and retirement. Some workers leave temporarily,
because of illness or maternity or in order to attend advanced education
courses, for example. Others are lost permanently, because of death or
a change of occupation. In some cases, a health worker migrates from
one country to another, thus permanently leaving one health workforce
to join another. Partial exits occur when full-time health workers move
to part-time employment: changes in the numbers of full-time and part-
time workers can alter the health workforce equilibrium.

Over the last few decades, the working lifespan of health workers
has altered because of changes in their working patterns, growing

morbidity and mortality rates (in Africa, mainly
attributable to HIV/AIDS and tuberculosis), increas-
ing migration, and ageing (especially in high income
countries). These factors pose serious challenges
to the goal of maintaining a sufficient and effective
health workforce.

High turnover rates in the health workforce may
lead to higher provider costs. They are also a threat
to the quality of care, because they may disrupt
organizational function, reduce team efficiency,
and cause a loss of institutional knowledge. Stud-
ies show that the costs associated with retention
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Figure 5.1 Exit routes from the health workforce

_Migration (within the home country from rural

Health workforce

" to urban regions or to another country)
—————» Risk of violence, illness or death
Change of occupation or activity

(e.g. unemployment, part-time employment
or work outside the health sector)

» Retirement (at statutory age or by early retirement)

problems are often substantial (3). Turnover can have potential benefits, however, as
it may provide an opportunity to match personnel skills better to workplace needs,
facilitate the introduction of new ideas into well-established organizations, and in-
crease organizational flexibility (4). In this context, it is important for policy-makers
to manage exits from the health workforce to ensure the least possible disruption
of services.

EBBS AND FLOWS OF MIGRATION

Concerns about the adverse impact of the flows of skilled professionals from poorer
to richer countries have thrust the migration of health workers to the forefront of
the policy agenda in recent years (5). However, statistics on global flows of health
workers remain far from complete (5—72). For the select number of countries that do
track migration, available information is generally limited to registered doctors and
nurses. Data on movements of pharmacists, occupational therapists and the many
other types of health workers identified in this report are virtually non-existent.

Not knowing how many health workers are on the move, where they have come
from, or where they are going makes it difficult to grasp the scale of the problem.

Table 5.1 Doctors and nurses trained abroad working in OECD countries
M

Australia
Canada
Finland

France
Germany
Ireland

New Zealand
Portugal

United Kingdom
United States
NA, not applicable.

Number Percentage of total Number Percentage of total
11122 21 NA NA
13 620 23 19 061 6

1003 9 140 0
11 269 6 NA NA
17 318 6 26 284 3

NA NA 8758 14

2832 34 10616 21

1258 4 NA NA
69 813 33 65000 10

213 331 27 99 456 5
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Data from OECD countries indicate that doctors and nurses trained ‘ ‘
abroad comprise a significant percentage of the total workforce

in most of them, but especially in English-speaking countries (see A better llfe and

Table 5.1).

It appears that doctors trained in sub-Saharan Africa and work- llV@llhOOd are at the
ing in OECD countries represent close to one quarter (23%) of the TOOt Of deCiSionS tO

current doctor workforce in those source countries, ranging from as

and midwives trained in sub-Saharan Africa and working in OECD
countries represent one twentieth (5%) of the current workforce but
with an extremely wide range from as low as 0.1% in Uganda to as
high as 34% in Zimbabwe (see Tables 5.2 and 5.3 overleaf).

low as 3% in Cameroon to as high as 37% in South Africa. Nurses migrate , ,

Why are health workers moving?

These OECD data on migrant flows hide the complex patterns and reasons for health
workers moving. Migration takes place within countries from rural to urban areas;
within regions from poorer to better-off countries and across continents. A better
life and livelihood are at the root of decisions to migrate. Classically this is provoked
by a (growing) discontent or dissatisfaction with existing working/living conditions
— so-called push factors, as well as by awareness of the existence of (and desire
to find) better jobs elsewhere — so-called pull factors. A recent study from sub-
Saharan Africa points to both push and pull factors being significant (70). Workers’
concerns about lack of promotion prospects, poor management, heavy workload,
lack of facilities, a declining health service, inadequate living conditions and high
levels of violence and crime are among the push factors for migration (see Figure
5.2). Prospects for better remuneration, upgrading qualifications, gaining experi-
ence, a safer environment and family-related matters are among the pull factors

Figure 5.2 Health workers’ reasons to migrate in four African countries

(Cameroon, South Africa, Uganda and Zimbabwe)

Better remuneration
Safer environment
Living conditions
Lack of facilities
Lack of promotion
No future

Heavy workload

To save money
Work tempo
Declining health service
Economic decline
Poor management

Upgrade qualifications

0 50 100 150

Number of respondents

200

250

Source: (70).
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Table 5.2 Doctors trained in sub-Saharan Africa working in OECD countries

Doctors working in eight OECD recipient countries?

_

168 19

Angola

Cameroon 3 124 109 3
Ethiopia 1936 335 17
Ghana 3240 926 29
Mozambique 514 22 4
Nigeria 34923 4 261 12
South Africa 32973 12136 37
Uganda 1918 316 16
United Republic of

Tanzania P 822 46 6
Zimbabwe 2086 237
—m

2 Recipient countries: Australia, Canada, Finland, France, Germany, Portugal, United Kingdom, United States of America.

Source: (11).

Table 5.3 Nurses and midwives trained in sub-Saharan Africa working in OECD countries

Nurses and midwives working in
seven OECD recipient countries?

Total nurses and midwives

Source country working in home country

Angola 13 627 105 0
Botswana 7747 572 7
Cameroon 26 032 84 0
Ethiopia 20763 195 0
Ghana 17 322 2 267 13
Guinea-Bissau 3203 30 0
Kenya 37113 1213 3
Lesotho 1123 200 18
Malawi 11 022 453 4
Mauritius 4438 781 18
Mozambique 6183 34 0
Namibia 6 145 54 0
Nigeria 210 306 5375 3
South Africa 184 459 13 496 7
Swaziland 4590 299 7
Uganda 17 472 21 0
United Republic of

Tanzania P 13292 87 0
Zambia 22010 1198 5
Zimbabwe 9357 3183

2 Recipient countries: Canada, Denmark, Finland, Ireland, Portugal, United Kingdom, United States of America.

Note: Data compiled by WHO from various sources.
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(see Figure 5.2). In Zimbabwe, for example, a startling 77% of ‘ ‘
final university students were being encouraged to migrate by

their families (13 Losing its workforce
Beyond the individual and the family, accelerated globaliza- can bring a fragile

tion of the service sector in the last two decades has helped

drive migration in the health field (74—18). In addition, there is a health system ClOSQ to

growing unmet demand for health workers in high income coun-

tries due in part to rapidly ageing populations. Two important Collapse
responses in the global market are occurring. First, a growing , ,
number of middle income countries are training health workers

for international export (see Box 5.1) and second, professional

agencies are more actively sourcing workers internationally,

raising questions about the ethics of recruitment (see Box

5.2).

Impacts of migration

The movement of health workers abroad has redeeming features. Each year, mi-
gration generates billions of dollars in remittances (the money sent back home by
migrants) and has therefore been associated with a decline in poverty in low income
countries (22). If health workers return, they bring significant skills and expertise
back to their home countries. Nonetheless, when large numbers of doctors and
nurses leave, the countries that financed their education lose a return on their invest-
ment and end up unwillingly providing the wealthy countries to which their health
personnel have migrated with a kind of “perverse subsidy” (23). Financial loss is not
the most damaging outcome, however. When a country has a fragile health system,
the loss of its workforce can bring the whole system close to collapse and the
consequences can be measured in lives lost. In these circumstances, the calculus of
international migration shifts from brain drain or gain to “fatal flows” (24).

Strategies to manage migration

The complex combination of individual worker, workplace and market forces that
generate flows of health workers defy any simple or single action related to migration.
The following sections deal with managing migration in order to protect health work-
ers and minimize inequities. Action at three levels — in source countries, in receiving
countries and internationally — can diminish the negative aspects of migration.

Box 5.1 Turning brain drain into brain gain — the f

The Commission on Filipinos Overseas estimates that The Philippine Overseas Employment Administration was
more than 7.3 million Filipinos — approximately 8% of the founded in 1995 to promote the return and reintegration
country’s population — reside abroad. The government of of migrants. Many privileges are granted to returnees, in-
the Philippines has encouraged temporary migration by its cluding tax-free shopping for one year, loans for business
professionals in recent years and taken measures to turn capital at preferential rates and eligibility for subsidized
remittances into an effective tool for national development scholarships.
(including health care) by encouraging migrants to send re- The Philippines experiment has had encouraging re-
mittances via official channels. In 2004, the Central Bank of the sults and is seen by some developing countries as a role
Philippines reported total remittances of US$ 8.5 billion, repre- model.
senting 10% of the country’s gross domestic product (GDP).

At the same time the government is taking measures to
draw its migrants home after a period of service abroad. Source: (19)
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Source country strategies

Source countries can consider a wide range of options for managing migration,
including two main strategies: providing health workers with appropriate training
for their place of employment, and making it easy for them to return home after
working abroad.

Strategy 5.1 Adjust training to need and demands
Training that is focused on local conditions can help to limit workforce attrition.
Lessons from longstanding efforts to improve workforce coverage in rural areas
suggest that training local workers — in local languages and in skills relevant to local
conditions — helps to stem exits of health workers (25, 26). Such approaches to train-
ing often lead to credentials that do not have international recognition, which further
limits migration. Success, however, is contingent on a wide range of on-the-job
incentives and support and on the involvement of key institutions such as universities
and professional associations (25, 27)
Even in the face of continued migration, expansion of training may help to reduce
workforce shortfalls. Preserving the quality of training requires effective accreditation
‘ capacity, especially if expansion of training institutions is rapid.

The Phlllpplnes has In low income countries with tight fiscal constraints, such an

expansion would entail either significant private sector financial

been training nurses for involvement or foreign aid. It is essential that job opportunities

for graduates also grow, either through the public sector (fiscal
e_x‘por‘t fOY many year S constraints permitting) or through the private sector.

, Training can also be specifically tailored to meet export
requirements. The Philippines, as part of a larger policy to
encourage worker migration (see Box 5.1), has been training

health workers, especially nurses, for export for many years — they constitute 76%
of foreign nurse graduates in the United States, for example (28). Likewise, Cuba
has exported thousands of health workers as part of its bilateral relations with other
countries. Some countries, including China, India, Indonesia and Viet Nam, are ei-
ther actively involved or contemplating export strategies (29). These strategies have
not been systematically evaluated, but experience indicates that they are resource
intensive and require the establishment of institutional capacity for training and
accreditation, and careful management of interactions with the internal or domestic
health worker market.

Box 5.2 Recruitment agencies and migration

Medical recruitment agencies are thriving, and there is where dozens of agencies have sprung up in an attempt
widespread concern that they are stimulating the migration to attract Polish doctors to work in the United Kingdom.

of health workers from low income countries. A 2004 study Many people question the ethical practices of recruit-
found that such agencies spurred the majority of recruit- ment agencies. Health workers contracted by private
ment from Cameroon (70), and a recent analysis of nearly recruitment agencies are sometimes subjected to un-
400 émigré nurses in London found that as many as two foreseen charges such as placement fees that put them
thirds of them were recruited by agencies to work in Brit- at an immediate financial disadvantage. Studies have
ain (9). The president of the largest nursing union in Mauri- also shown that migrant health workers often begin jobs
tius recently noted that British employers send recruitment before their registration is completed and are paid sub-
agents to contact nurses directly and then discreetly nego- standard wages during the waiting period (20-21).

tiate contracts with them. Another example is in Warsaw,
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Strategy 5.2 Improve local conditions

As pointed out in Chapter 4, the actions related to improving employment conditions
of workers help to remove the “push” factors that induce workers to migrate. Despite
the absence of any systematic assessment of the effects of these interventions on
migration rates, experience shows that pay, financial incentives and safety, good
management and career development are all important. Efforts to improve living
conditions related to transport, housing and education of family members are also
used to help attract, and retain, health workers (30).

In situations where the education of health workers is paid for by a prospective
employer, in either the public or the private sector, contractual obligations or “bonds”
are arranged whereby graduates agree to work for the employer for a specified pe-
riod of time. The practice of bonding is widespread yet its effectiveness is poorly un-
derstood. Experience of bonding is mixed: it does ensure coverage, but it is strongly
associated with low performance among workers and high turnover rates (37).

Surveys of migrant workers indicate that in general they have a strong interest
in returning to work in their home country (32). As the “brain gain” strategy of the
Philippines exemplifies (Box 5.1), active institutional management of migration can
facilitate migrants’ welfare not only abroad but also on their return home. Special
migration services for health workers may also help to retain productive links with
local health institutions while workers are away (33).

Receiving country strategies

Receiving countries should be concerned for the rights and welfare of migrant health
workers and responsive to the adverse consequences in source countries associated
with their absence.

Strategy 5.3 Ensure fair treatment of migrant workers

The scant but increasing evidence on the experience of migrant health workers
raises concerns related to their unmet expectations on remittances, personal secu-
rity, racial and cultural isolation and unequal work conditions, with limited knowledge
of their rights and the ability to exercise them (21, 34-37). Migrant workers should be
recruited on terms and conditions equal to those of locally recruited staff and given
opportunities for cultural orientation. It is vital to have policies in place that identify
and deal with racism among staff and clients (38).

Strategy 5.4 Adopt responsible recruitment policies

Receiving countries have a responsibility to ensure that recruitment of workers from
countries with severe workforce shortages is sensitive to the adverse consequences.
The significant investments made in training health care professionals and the im-
mediate impact of their absence through migration must figure more prominently as
considerations among prospective employers and recruitment agencies. Discussions
and negotiations with ministries of health, workforce planning units and training
institutions, similar to bilateral agreements, will help to avoid claims of “poaching”
and other disreputable recruitment behaviour. The development of instruments for
normative practices in international recruitment is discussed below.

103
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Strategy 5.5 Provide support to human resources in source

countries

Many recipient countries are also providers of overseas development assistance for
health. Through this structure, support could be more directly targeted to expanding
the health workforce, not only to stem the impact of outgoing migration but also to
overcome the human resources constraints to achieving the health-related Millen-
nium Development Goals (MDGs) (see Chapter 2).

Apart from help to strengthen the health workforce in source countries, important
external sources of direct human resources support are provided in humanitarian dis-
asters and disease eradication efforts and through the proliferation of international
nongovernmental organizations. Cuba’s “medical brigades”, for example, provide
450 health professionals to shortfall areas in South Africa and over 500 to rural
areas of Haiti. The American Association of Physicians of Indian Origin, with its
35 000 practitioners, is an important pool of volunteer service (39). Direct twinning
of health institutions between rich and poor countries, a popular form of development
assistance (40), also involves substantial flows of health workers in both directions.
With greater awareness of the human resources shortfalls in poor countries and
expectations to meet the targets of the health-related MDGs, ambitious policies are
being considered to increase these flows (47). More systematic efforts to understand
the collective experience of these programmes could enhance the benefits for source
and receiving countries in both the short and long term.

International instruments

From an international perspective, the demand to balance the rights of migrant health
workers with equity concerns related to an adequate health workforce in source
countries has led to the development of ethical international recruitment policies,
codes of practice and various guidelines (42). In the last five years about a dozen of
these instruments have emerged from national authorities, professional associations

Box 5.3 Bilateral agreement between

An agreement between South Africa and the United King- ¢ revitalization of hospitals, including governance;
dom was signed in 2003 aiming to create partnerships on e twinning of hospitals to share best practices and
health education and workforce issues and facilitate time- strengthen management;

limited placements and the exchange of information, advice ¢ training in health care management.

and expertise. Within the framework of a Memorandum of

Understanding, opportunities have been provided for health
professionals from one country to spend time-limited edu-
cation and practice periods in the other country, to the ben-
efit of both.
Exchange of information and expertise covers the fol-
lowing areas:
e professional regulation;
e public health and primary care;
e workforce planning;
e strategic planning;
e public—private partnership, including private finance
initiatives;

The facilitation of mutual access for health profession-
als to universities and other training institutes for spe-
cific training or study visits is part of the agreement. It is
planned that the professionals will return home after the
exchange period, and for this purpose their posts will be
kept open. They will use the new skills to support health
system development in their own country. At the Com-
monwealth Ministers’ meeting in May 2005, the South
African Minister of Health reported on the success of
the bilateral agreement in managing migration of health
workers.

Source: (41).
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and international bodies. Although not legally binding, they set important norms for
behaviour among the key actors involved in the international recruitment of health
workers. Whether these norms have sufficient influence to change behaviour re-
mains to be seen.

Mode 4 of the General Agreement on Trade in Services (GATS) of the World
Trade Organization (WTO) deals with the temporary movement of people who sup-
ply services in the territory of another WTO member. To date, this framework has
not been used to assess the fairness of a trade agreement between two countries
related to health service providers. As with other GATS processes, the ability of
poorer countries effectively to represent and defend their interests cannot be taken
for granted (43).

Bilateral agreements on health service providers can provide an explicit and
negotiated framework to manage migration. Cuba has had longstanding bilateral
agreements regarding health workers with many countries but for many other
countries this instrument is more recent (see Box 5.3). Given the complexities of
migration patterns — countries may receive health workers from many countries as
well as sending health workers elsewhere — there are important questions about
the feasibility of managing multiple bilateral agreements for any given country. In
addition, the extent to which a bilateral agreement between two governments can
cover nongovernmental flows of health workers is not clear.

OCCUPATIONAL RISKS TO HEALTH WORKERS

In many countries, health workers face the risk of violence, accidents, illness and
death, and these risks may prompt them to leave their workplaces.

Violence

Violence can strike workers in any occupation, but statistics show that health work-
ers are at particularly high risk (44, 45). In Sweden, for example, health care is the
sector with the highest risk of violence, as shown in Figure 5.3 (46).

Figure 5.3 Occupations at risk of violence, Sweden

Health care ]
Social services |
Other occupations ] 10
Education | 7
Transport | 7
Banking ] 7
Postal services | 7
Police | B
Child care | 4
Retai | 4

Security | 2
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Risk %
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Source: (46).
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66

In many countries,
health workers face
the risk of violence,

accidents, illness and

death

Violence against women health workers, in particular, has be-
come a significant problem (47). The most frequent violent acts
include physical violence, assaults and bullying (48). Some find-
ings suggest a direct link between aggression and increases in
sick leave, burnout and staff turnover (49, 50).

Strategy 5.6 Develop and implement tactics

against violence

Through their joint programme on workplace violence in the health
, , sector, the International Labour Organization, the International

Council of Nurses, WHO and Public Services International have

issued guidelines on prevention, care and support for victims, and
management of workplace violence (57). Measures to prevent workplace violence
can require substantial investment, as illustrated by the Zero Tolerance campaign in
the United Kingdom (see Box 5.4).

Other risks
Occupational hazards and stress are also important deterrents to retention among
health workers. In Canada, for example, nurses have one of the highest sick leave
rates of all workers, which is mainly attributed to work-induced stress, burnout
and musculoskeletal injury (56). Without basic health and safety guidelines and the
ability to implement them, health workers are vulnerable to accidents and exposure
to infectious diseases,

One of the major risks of infection — not only to health service providers but also
to health management and support workers such as cleaners and waste collectors

Box 5.4 Strategies in acti

The following examples show how countries are applying
some of the strategies examined in the main text to retain
workers in the health sector and to minimize the effects of
exits.

Strategy 5.6 Develop and implement tactics against
violence: United Kingdom

The Zero Tolerance campaign against violence began in
1998 and was mainly advertised through a series of high-
profile launches. Following its introduction, a survey of 45
NHS trusts revealed that the most common measures imple-
mented were: closed circuit television surveillance (77%),
controlled access to certain areas (73%), security guards
(73%), better lighting (68%), improved signposting, (68%),
improvements in space and layout (62%) and in decoration
of public areas (47%), provision of smoking areas (42%) and
private rooms (33%), improved cleanliness (31%), and regu-
lation of noise (28%) and temperature (15%). Some of the
changes have not been made specifically in relation to re-
duction of workplace violence, but as overall improvements
in the institutions (52).

Strategy 5.7 Initiate and reinforce a safe work environ-
ment: Swaziland and Zambia

The national nursing association in Swaziland has estab-
lished an HIV and TB Wellness Centre of Excellence for HIV

positive health workers and their families, while in Zam-
bia, nurses and other health care workers are the focus
of a special programme to provide access to antiretro-
viral treatment to prevent mother-to-child transmission
of HIV (53).

Strategy 5.9 Target health workers outside the health
sector: Ireland

The Irish Nurses Organisation commissioned a survey of
non-practising nurses in Ireland to assess potential “re-
turnees” and to evaluate the likely effectiveness of vari-
ous strategies to encourage them to return to the health
workforce. The results suggest that flexible working
hours and increased pay could help bring these nurses
back to work (54).

Strategy 5.11 Develop the capacity and policy tools to
manage retirement: Guyana

The government decided to recruit retired nurses to fill
shortages in Guyana’s HIV/AIDS Reduction and Preven-
tion Projects (GHARP), so that nurses employed else-
where in the health service would not be hired away from
their current jobs. GHARP received 495 applications for
61 positions. When they were recruited, the “new” work-
ers were given training to supplement and update their
knowledge (55).
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—isinjury during unsafe disposal of needles and other biomedical waste. Each year,
3 million health workers worldwide are exposed through the percutaneous route to
bloodborne pathogens: 2 million are exposed to hepatitis B, 900 000 to hepatitis C
and 170 000 to HIV. These injuries result in 15 000, 70 000 and 1000 infections,
respectively. More than 90% of these infections occur in developing countries (57).

Strategy 5.7 Initiate and reinforce a safe

work environment Each year, 3 million

Infections caused by accidental blood exposure are gener-

ally preventable if health workers use appropriate protective health WOTke s WOTZ d-

wear such as gloves and eye protection, spills of body fluids

are cleaned up promptly, and biomedical waste is disposed of Wlde are expOS ed tO

correctly. WHO also recommends routine immunization against
hepatitis B and prompt management of exposure to blood and blOOdborne HIV and

hepatitis viruses

body fluids (57).

lliness and death from HIV/AIDS

In areas where rates of HIV/AIDS are high, attrition rates of

health workers due to illness and death are alarming. In Zambia,

deaths among female nurses in two hospitals increased from 2 per 1000 in 1980
to 26.7 per 1000 in 1991. Estimates show that Botswana lost 17% of its health
workforce to AIDS between 1999 and 2005. If health workers infected with HIV are
not treated, the proportion of those dying as a result of AIDS may reach 40% by
2010 (58, 59). In Lesotho and Malawi, death is the largest cause of attrition (60, 67).
Absenteeism in the HIV/AIDS workforce can represent up to 50% of staff time in a
health worker’s final year of life (62).

HIV/AIDS has rendered the health workplace a dangerous place in sub-Saha-
ran Africa. Only a few African countries, notably Swaziland and Zambia, have pro-
grammes to counsel, support and treat health workers exposed to HIV (see Box 5.4).
Rapid expansion of such programmes is imperative (63).

In 2005 WHO, the International Labour Organization and a panel of experts (64)
established guidelines on HIV/AIDS and health services that provide specific recom-
mendations on prevention, training, screening, treatment and confidentiality (see
Box 5.5).

CHANGE OF OCCUPATION OR WORK STATUS

Health workers who leave the health labour market or limit the time they spend
working can leave gaps in the workforce.

Choosing a reduced work week
There is an emerging trend in OECD countries for people to seek a more comfort-
able balance between work, leisure and family time; and health workers are no
exception.

Evidence suggests that many doctors — especially young doctors, who tend to
place greater emphasis on personal time — are working fewer hours (65, 66). In addi-
tion workers, especially women, are increasingly seeking part-time work (67-71).

Strategy 5.8 Accommodate workers’ needs and
expectations

Offering part-time jobs and facilitating the return of workers who have taken ma-
ternity leave can prevent departures from the workforce and encourage the return

b
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of workers who have left. Incentives such as affordable child care, financial support
for children, and provision of leave adapted to family needs can encourage entry into
the workforce, especially nursing (72, 73).

Health workers not employed in their field

There is little reliable information on how many workers below retirement age have
left the health sector, but it is certain that their reasons vary. Some workers may find
available jobs unacceptable or in the wrong location; others may lack job opportuni-
ties. The example of nursing is illustrative. In the United States, of the approximately
500 000 registered nurses who are not in the nursing labour market, 36 000 are
seeking employment in nursing and 136 000 are working in non-nursing occupa-
tions, despite the fact that the estimated number of vacancies exceeds 100 000 (74).
In contrast, some 5000 nurses in Kenya are not currently working in their field due
in part to ceilings or caps placed on public sector recruitment of health workers (75).
South Africa has about 35 000 registered nurses who are inactive or unemployed,
despite 32 000 vacancies (76).

Strategy 5.9 Target health workers outside the health sector
Evidence is scarce on the effectiveness of policies to recruit workers from outside
the health sector, but there are some indications that they could make a difference.
Research could reveal the sort of conditions that would encourage health workers
to return to the jobs for which they were trained (see Box 5.4 for an example from
Ireland).

Absentees and ghost workers
Although anecdotal evidence of absenteeism among health workers abounds (es-
pecially in South-East Asia), researchers have begun only recently to measure the
problem systematically. A recent study involving unannounced visits to primary
health facilities in six countries — Bangladesh, Ecuador, India, Indonesia, Peru and
Uganda — found medical personnel absenteeism rates from 23% to 40%, with gener-
ally higher numbers in lower income countries and in lower income regions within
countries (77).

One study in Bangladesh revealed, unsurprisingly, that remoteness and difficulty
of access were major correlates of absenteeism. Personnel in facilities in villages or
towns that had roads and electricity were far less likely to be absent. Absentee rates

Box 5.5 Measures for a safe work environmen

Key principles of the joint ILO/WHO guidelines on health ser-
vices and HIV/AIDS:

to HIV/AIDS and the rights and needs of patients as
well as workers. Mandatory HIV screening, for the

Prevention and containment of transmission risks: mea-
sures should be taken for hazard identification, risk as-
sessment and risk control and provisions made for post-
exposure management.

Ongoing national dialogue, including all types of nego-
tiation, consultation and information-sharing among
governments, employers and workers, should be a key
mechanism for the introduction of HIV/AIDS policies and
programmes that build a safer and healthier working
environment.

Information, education and training should be offered
to sensitize the health care workplace to issues related

purpose of exclusion from employment, should not be
required, and employment of workers living with HIV/
AIDS should continue while they are medically fit.
Gender focus: as the health services sector is a
major employer of women, special emphasis should
be placed on the particular challenges faced by them
in the health care working environment. Programmes,
education, and training initiatives should ensure that
both men and women understand their rights within
the workplace and outside it.

Source: (64).
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among doctors tended to correlate positively with conditions such as poor latrine
facilities, lack of access to piped and potable water, and the absence of visual privacy
at the health centre (78).

Ghost workers are individuals who are listed on the payroll but who do not exist,
or who work only part time (78). Eliminating ghost workers is a complex task and
can be costly. Moreover, in some cases authorities may condone dual employment
as a coping strategy that allows health workers to earn a satisfactory income and
as a means to attract health workers to otherwise unattractive locations. This com-
placency about ghost work may explain why legislation forbidding dual employment
has failed in many countries. Another drain on health workforce financing in some
countries is the continued presence on the books of workers who have left the health
sector or died. For example, in Ghana, of the 131 000 civil servants on the payroll at
the end of August 1987, 1500 had actually left the service (79).

Strategy 5.10 Keep track of the workforce

Regular audits, physical head counts, questionnaires, and reconciliation of different
data sources could help to identify ghost workers and reduce the number of unau-
thorized absences. Such information should be made available to the public, and
affected institutions should be empowered to take corrective actions.

RETIREMENT

The average statutory pensionable age varies by as much as 8.2 years across WHO
regions. Europe and the Americas have the highest retirement ages, while South-
East Asia has the lowest (see Table 5.4) The statutory pensionable age is younger
for women than for men across all regions.

The statutory pensionable age often differs from the actual age of retirement
(82). Evidence suggests that some independent health workers continue working
after they have reached pensionable age (83, 89). At the same time, workers in many
countries are choosing to retire before they reach the statutory pensionable age (85).
The trend towards earlier retirement seems to be taking hold
among health workers as well (84) and is likely to be reinforced

by the increasing presence of women, who retire earlier than In the Unlted
Kingdom, about 10 000
Information about the retirement rate of health workers is very nurses retire ever_y yea

their male counterparts (86-88).
Retirement rates and the risk of shortages

scarce. An expected working life of 30 years for doctors and

23 for nurses (89), as well as a uniform age distribution, would

result in a retirement rate of 3% for doctors and 4% for nurses.

However, these figures do not account for other attrition factors such as death,
different working patterns such as part-time employment, and the actual age dis-
tribution. As a result, the retirement rate in reality is lower. In the United Kingdom,
estimates show that about 10 000 nurses (2% of the nursing workforce) retire each
year (87). In countries with the greatest needs-based shortages, little information is
available about exits from the health workforce. In sub-Saharan Africa, the number
of health service providers who retire annually is estimated to be between 8780 and
13 070 (90), representing 0.6—1% of the health workforce. Although these retire-
ment figures for Africa might seem low, they become significant when other attrition
factors are taken into account and when they are compared with the figures related
to the inflow of health workers.
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WHO region

Africa

Americas

South-East Asia

Europe

Eastern Mediterranean

Western Pacific

Sources: (80, 81).

Table 5.4 Statutory pensionable age

Average for men  Average for women

In region Reporting (range) (range)
46 37 (50— 65; (50—6557)
3 34 (55—6%2) (55—6651)
i 6 (55—5575; (50—5575)
%2 49 (60—667‘; (55—6671)
21 15 (50—665(; (50—6547)
21 20 (50—65; (50—6552;

Health workforce ageing

In many countries, a trend towards earlier retirement dovetails with a rise in the
average age of health workers, and these dual shifts could lead to mass exits from
the health workforce (88, 97, 92). Middle-aged nurses, who are part of the “baby
boom” generation born after the Second World War, dominate the workforce in many
countries and will reach retirement age within the next 10 to 15 years. In the United
States, for example, progressive ageing of the registered nurse population since

Figure 5.4 Ageing nurses in the United States of America
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1980 indicates that there will be accelerated attrition of experienced nurses from the
workforce at a time of growing demand (93, 94), as shown in Figure 5.4.

The ageing trend is not systematic across countries, however. Some develop-
ing countries, like Lesotho, have a younger physician workforce, for example, than
industrialized countries such as Switzerland (see Figure 5.5).

Unlike illness and migration, retirement is relatively predictable. Proactive retire-
ment policies could prevent any shortages connected to early retirement and an
ageing workforce.

Strategy 5.11 Develop the capacity and policy tools to
manage retirement

Information systems can capture details of age patterns, yearly outflows caused
by retirement and patterns of retirement, which lay the groundwork for effective
management policies that reduce or increase retirement outflows. Once those poli-
cies are in place, employers may provide incentives to workers to retire earlier or
later, and governments may offer subsidies or taxes to change the costs of em-
ploying older people or consider making changes to the statutory pensionable age.
Retirees represent a pool of health workers who could be recruited back into the
health workforce to provide a much needed increase in numbers and experience in
resource-constrained environments around the world. Box 5.4 describes one such
scheme in Guyana.

The need for knowledge transfer

Retirement removes from the health care delivery system not just workers them-
selves, but also their hands-on experience and institutional knowledge. Failure to
transfer the experience and knowledge of exiting workers to those who remain,
through succession planning, can deprive the workforce of key competencies and
skills. Poor succession planning has been identified as a key challenge associated
with nursing in rural and remote areas (96).

Strategy 5.12 Develop succession planning

Succession planning — which entails such strategies as having prospective retirees
mentor younger staff and participate in knowledge sharing mechanisms such as
communities of practice — can transmit knowledge from experienced health workers
to their successors and minimize the impact of retirement on the workforce.

Figure 5.5 Age distribution of doctors
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CONCLUSION

Although this chapter is not an exhaustive treatment of the factors leading to tempo-
rary or permanent exit from the workforce, it has nonetheless dealt with four major
dimensions: migration; risk of violence, illness and death; occupational change; and
retirement. Each requires careful analysis in its own right with its respective respons-
es, yet when examined as a group, the bigger picture of workforce exits or attrition
emerges. This picture reveals the rate of worker outflow, and along with information
on inflows, permits an assessment of the relative balance in terms of entry and exits.
In a steady state, or workforce equilibrium, the flows into the workforce — primarily
from training and recruitment — should equal the outflows. However, if at the baseline
there is a major shortfall of workers, as in the case of the 57 countries with critical
shortages identified in Chapter 1, then inflows should greatly exceed outflows.

The case of sub-Saharan Africa is instructive in this regard. This chapter has
revealed major exits of health professionals from the workforce due to migration, ill-
health and absenteeism and to a much lesser degree from retirement. Redressing the
critical shortages in Africa requires not only expanding inflows through training more
workers but significantly diminishing the rate of outflow through better retention,
improved worker health, and reducing the wastage that is inherent in absenteeism
and ghost workers.

The set of factors linked to taking workers out of the workforce draws attention
to the importance of looking forward and being aware of trends. The age distribution
of the workforce in many richer countries discloses a “greying” trend that will result
in accelerated attrition through retirement in the medium term. Likewise, the sex
distribution reveals patterns of “feminization”, especially in the medical profession,
with patterns of work and retirement among women that differ significantly from
those of men. Such trends cannot afford to be ignored. Rather, they call for forward
planning to avoid significant imbalances. In the case of women, greater efforts must
be made to retain health work as a career of choice by providing greater protection
at the workplace from abuse and insecurity, more flexibility in work patterns that ac-
commaodate family considerations, and promotion ladders that allow them to advance
to senior management and leadership positions in the health sector.

Finally, as exemplified by the case of international migration, the health workforce
is strongly linked to global labour markets. Shortages in richer countries send strong
market signals to poorer countries with an inevitable response through increased
flows of migrant workers. In articulating their plans for the workforce, countries must
recognize this and other linkages beyond their borders. The next two chapters focus
on the challenges of formulating national strategies in the current global context.
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