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Disclaimer

This Report was produced by the European Commission in co-operation with eleven National
Contact Points of the European Migration Network (EMN), with contributions also from the
Berlin Institute for Comparative Social Research (BIVYS). Thisreport does not necessarily reflect
the opinions and views of the European Commission, of the National Contact Points or of the

Berlin Institute for Comparative Social Research, nor are they bound by its conclusions.
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Executive Summary

ThisEMN study on "Managed Migration and the Labour Market — The Health Sector" has been
carried out by eleven National Contact Points (Austria, Belgium, Estonia, Germany, Gr eece,
Ireland, Italy, Latvia, Sweden, The Netherlands and United Kingdom) of the European
Migration Network (EMN).

As outlined in the Introduction (Section 1), one of the aims of this study is to contribute to the
development of appropriate policies on labour migration for the health sector, by presenting an
overview of the current situation and needsin the participating Member Statesin acomparative
manner. Indeed, and as outlined in the Methodology (Section 1.1), given the heterogeneity of the
available datawithin the participating Member States, one can consider that each Country Study
provides the most current, comprehensive collation of information on migrantsin their national
health sector. Already one impact that this study has had is to highlight, to the competent
authorities in a number of Member States, the need to collect such data in a more consistent,
accurate and (perhaps) centralised manner.

A summary of the topical issuesin each Member State's health sector and the role of migration
(Section 2) is given. Asone might expect, the needs differ between Member States. Some, like
Greece and Italy, are currently experiencing a shortfall of nurses, but an excess of trained
doctors, whereas for others, such as Belgium, The Netherlands, their current needs are being
met by their nationals or other EU-nationals. This presents some difficultiesfor Belgium, which
does not have a numerus clausus (or quota system) for medical studies, unlike its neighbouring
Member States (France, The Netherlands). For Italy, this shortage of nurses seems to be
exacerbated by the requirement that healthcare workers wishing to participate in public
competitionsfor positions at public facilities must possess EU-citizenship. Austriaisfacing an
increasing demand for healthcare workers, particularly in the care of the elderly. This, to a
somewhat more limited extent, is also an issue in The Netherlands and Sweden, the latter
expecting most difficultiesin termsof labour shortagesin the 2020s. A similar situation existsin
Germany, where, primarily owing to demographic changes (affecting al so other Member States),
migrant healthcare workers are expected to become increasingly important. Estoniaand L atvia
are experiencing severe shortages, asasignificant proportion of their national healthcareworkers
move to other (EU-15) Member States, for a number of reasons. The healthcare system in
Ireland isunder severe strain, which is partly attributed to the impact of the European Working
Timedirectiveand increasing "feminisation” (i.e. an increasing proportion of women doctors) of
the medical practitioner workforce. A number of challenges are also being faced in the United
Kingdom, and more specifically England, with itsfinancial deficitsleading to staff cuts, hospital
closures and freezes on recruitment. Whilst migrant workers make up asignificant proportion of
healthcare workers, and make avery important and val ued contribution to the healthcare sector,
thereis adesire to reduce reliance on them.

A summary of the data on the employment of migrants in the Health Sector presented in each
Country Study isgiven (Section 3). Such datawere difficult to obtain asthe available material is
limited and had to be obtained from a number of diverse sources. Despite some caveats to the
data, it ispossibleto provide an indication of the scale of the health sector in each Member State
and the contribution of migrantsfrom other EU and non-EU countries. For most Member States,
the proportion of non-EU nationalsis currently relatively low. For example, in Austria, of the
76,131 employees working in hospitals in 2004, 1,494 (or 2%) were non-EU nationas. The
exceptionisthe United Kingdom, which in 2004 had 136,000 non-EU/EEA healthcare workers,
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or 7% of the total, the majority of whom were women.

Theentry procedure and process by which qualifications are recognised and validated (Section 4)
demonstrated that similar practice(s) are followed. Generaly, migrant healthcare worker
applications are processed in the same way as for other migrants, the procedure followed
depending more on whether the person is an EU-15, EU-10/EEA or non-EU/EEA-national. An
ethical recruitment policy (Section 4.2) isfollowed in the United Kingdom and, to some extent,
in Ireland and this also is outlined. The recognition of qualifications (Section 4.3) obtained
outside a particular Member State to a large extent depends on the country in which the
qualification was acquired, the nationality of the healthcare worker concerned and whether a
bilateral or multilateral agreement exists. For example, recognition of qualifications from other
Member States is covered by Community legislation, which also covers EEA (including
Switzerland) states. Non-EU/EEA nationals in particular have to go through a period of
validation (Section 4.4), sometimes even if they obtained their qualification in an EU/EEA state.
The various types of validation procedures are outlined, including also formal verification of
linguistic requirements (Section 4.5).

A number of Member States are currently reviewing their policies (Section 5) with regard to
labour migration, including, or specifically for, the Health Sector. In Austria, the recent focus
has been on increasing the cultural competence of the health sector within an increasingly
culturally diverse society. In The Netherlands, Sweden and United Kingdom, such policy
development is occurring in the context of the admission of highly-skilled workers.

Finally, the Concluding Remarks (Section 6), give an overview of how the main findings of the
study could be used for policy development.
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1. Introduction

This Synthesis Report aims to summarise and compare, within a European perspective, the
findings from eleven National Contact Points (Austria, Belgium, Estonia, Germany, Gr eece,
Ireland, Italy, L atvia, Sweden, The Netherlands and the United Kingdom) of the European
Migration Network (EMN), on the current situation of and needsfor migrant healthcare workers
in the EU - atopic of increasing importance at national, EU and global level. This Synthesis
Report, which is based upon Country Study reports produced by each participating National
Contact Point, are primarily intended for policy makers, particularly at national and European
levels, as well as relevant administrative bodies, specialists and management personnel in the
Health Sector. Given the nature of a Synthesis Report, more detailed information can befound in
each Country Study, and one is strongly recommended to consult these also. Already

presentations by Estonia’ and Italy? of their findings to awider audience have taken place.

Migration management has been a central issue in political and academic debates over the last
decade. Thelabour market, especially the supply of and demand for economic migrants, has been
a central focus, with the Health Sector being increasingly viewed as an area of high migrant
labour demand, including in the EU. The recent "World Health Report 2006 —working together
for health"® revealed an estimated shortage of almost 4.3 million doctors, midwives, nurses and
support workers worldwide, with the shortage being most severe in the poorest countries,
especially in sub-Saharan Africa. Whilst the report highlightsthat shortagesin the EU arenot as
acute, still there are some medical professions/Member Stateswherethereare, or inthe near-term
will be, specific needs and these are highlighted for those Member States contributing to this
study. For example, Greece and Italy in particular, have identified a need for more nurses,
including in the home, which would not be met by intra-EU mobility of healthcare workers,

including from EU-10 Member States, alone.

This EMN study, therefore, aims to contribute to the development of appropriate policies by
presenting what is the current situation and needs in the participating Member States, in a
comparative manner.

Following this Introduction, which also outlines below the Methodology used, current topical

! See http://www.migfond.ee/ee/uudised_en.php?action=view&id=5
Z See http://www.emnitaly.it/ev-15.htm
3 Available from http://www.who.int/whr/2006/en/index.html
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issues in the health sector of each Member State and the role of migration is given. Thisis
followed by asummary of the number of healthcare workers, including from other EU and non-
EU countries, with some examples of current trends described. The necessary stepsfor amigrant
healthcare worker to take up an appointment are then outlined; covering the entry procedure(s),
any ethical recruitment policies that may exist, the recognition of qualifications and their
validation and linguistic requirements. Finally, policy initiatives which are being devel oped by
some Member States are summarised, followed by concluding remarks. Note that reference to
"Member States' is specifically only for those contributing to this study and, as mentioned
previously, more detailed information on a contributing Member State may be obtained directly

from the respective Country Study.

1.1 Methodology

The EMN does not engage in primary research per se, instead drawing together, evaluating and
making accessible already available data and information. The desk research undertaken, often
involving also members of the national network, for this small-scale study encountered some
difficulties as the available materia islimited and had to be obtained from a number of diverse
sources. These sourcesincluded therelevant Ministry of the Member State government; National
Statistical Offices; Employment Agencies; the various professional associations for health
workers (from which detailed statistics not available from anational statistical office were often
obtained); brochures, information leaflets and websites of different healthcare institutions;
research publications; international studies (e.g. OECD, WHO) and conferences; and media
reports. Other means were through a seminar organised by the Counselling Centre for Migrants
(Austria); the creation of an ad-hoc Scientific Committee (Italy), drawn from various rel evant
stakeholders to advise on the content of the study; and peer review of a draft by collaborators
who had contributed to the study (Ireland, United Kingdom). Given the diversity of the
information available, Austriaand Estonia suggested that additional useful information could be
obtained through interviews with the various different actors (e.g. provincial governments,
administrators of large hospitals, public employment services, NGOs), and, in fact, Greece,

Ireland and Sweden did conduct some interviews.
With regard to statistics, often this was not available on ayearly basis or for earlier years. Asa

result of thelow sampling rate for some healthcare professionsin, for example, Ireland, United

Kingdom, some of the data should be considered as indicative, rather than definitive.
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It was agreed to focus the study as much as possible on the following ISCO-88 (International

Standard Classification of Occupations)* occupations:

Medical doctors/Physicians

Dentists

Dental assistants

Pharmacists

Pharmaceutical assistants

Nursing and midwifery professionals and associate professionals
Psychologists

Physiotherapists and associated professionals (e.g. Chiropractor, Podiatrist)

YV V. V V V V VYV V

Wherethiswas not possibl e, the closest matching classifications were used. Each Country Study
also defined what it has used for its definition of '(im)migrant’ and for its 'indigenous (or
autochthonous) population. Thishighlighted one difficulty in being ableto truly compare dataas,
even within one Member State (e.g. United Kingdom), there are sometimes different meanings
depending on the source of data. For the purpose of this Synthesis Report, the term 'migrant’ is
used to refer to anon-EU national who moves to take up a position in the healthcare sector of a
Member State. In some cases, it was not always possible to obtain directly nationality data,

sometimes because such data were simply not collected.

Oneimpact that this study has had already isto highlight to the competent authoritiesin anumber
of Member States (in particular Greece, Ireland, United Kingdom) the need to collect such data
in amore consistent, accurate and (perhaps) centralised manner. For example, data collection
practices even between different government ministries were found to be inconsistent with the
needs of this study and it is hoped that a consequence will be to help to improve future data
collection methods. An example of a system that attempts to address this deficit isin Belgium,
whereacentral register ("kadaster") of those licensed to practice has been further developed. This
Is becoming more easily accessible and provides information on the nationality of physicians,
dentists and physiotherapists. Currently, preliminary information on nursesisalso available, and
thisis being updated.

* For definitions see: http://www.ilo.org/public/english/bureau/stat/i scolisco88/major.htm
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For many of the Member States contributing to this study, therefore, and following extensive
efforts, theinformation, dataand bibliographies presented may be considered asthe most current,

comprehensive collation of information on migrants in their national health sector.

2. Topical Issuesin Health Sector and Role of Migration

Each Country Study provides a description on the structure of healthcare within their Member
State, aswell asan overview of recent significant national developments, with specific emphasis
on therole of migration. Thissection, therefore, attemptsto 'paint apicture’ of such developments

within this context.

Austria is facing an increasing demand for personnel working in the health and care sector
(estimated to be 30,000 in the coming decade), with thelack of qualified personnel inthe carefor
theelderly in particular, being widely reported in the media. I nitiatives have been implemented to
facilitate the employment of nationalsfrom EU-10 Member Statesto addressthis shortfall inthe
near term, as well as to encourage young people (unemployed or who want to change jobs) to
take up a career in care professions. It is assumed that also illegal migrants fill this gap to a
certain extent. The culturally diverse societies (which arearesult of immigration in past decades)

also place an increasing demand in healthcare services by requiring that they reflect thisdiversity.

In Greece, itistheshortfall of nursesthat isparticularly acute, whichisat least partly fulfilled by
migrant nurses, with it being acknowledged that there is probably a large (though unknown)
number of illegal home care workers. Conversely, there is a high and increasing number of
doctors, which outstrips the available positions (except in more remote areas), leading to a
significant number of doctors moving to other Member States, notably Italy, Germany, United
Kingdom, as well asthe USA. New challenges in the provision of healthcare to migrants have
also been created. These include, like for Austria, the provision of healthcare which respects
cultural diversity, aswell aslinguistic barriers; achangein the epidemiol ogical profilein Greece,
with the appearance of new epidemics/diseases associated with migrants; and an increasing

demand for healthcare provision in certain frontier regions (e.g. Ipeiros and others bordering
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Albania), whichislinked to the need for regional co-operation on health issueswith neighbouring

non-EU countries.

Italy too tendsto have an excess of doctors, with alimited number also moving to other Member
States. Thereisalso an increasing demand for nurses with already some 20,000, primarily non-
EU, citizensworkinginItaly. It isanticipated that this number will haveto increase significantly,
both because of the ageing Italian population, which is placing further burdens on the healthcare
system, and because fewer native Italians are attracted to this vocation, with the number of
positions available currently greater than the number seeking them. The requirement that
healthcare workers wishing to participate in public competitionsfor positionsat public facilities
must possess EU-citizenship, creates some difficulties in meeting this need with non-EU
nationals. Some recent court rulings, on cases which challenged this citizenship requirement,
have declared this practiceillegitimate. Currently non-EU nationals can only work at such public
facilitiesif they have been recruited either viaa direct call (with afixed length contract) or by
being hired by contracting nursing co-operatives, recognised by the Ministry of Health, or
through temporary employment agencies. In fact, this third-party recruitment of nurses
predominates, and this has made their work situation very vulnerable. The sector which is
currently most affected by migration isfamily assistance (e.g. someone appointed to work in the
home), which employs approximately 500,000 foreigners (or 5 out of 6 such workers) and is
expected to increasein the future. Such family assistance includes more and more nursing duties,
in addition to domestic duties, giving riseto "caregiverism", i.e. continual assistance 24 hoursa
day. Given this, the dependency on migration to satisfy healthcare needs is becoming more and
more apparent and, despite the sometimes negative image of immigration, such heathcare

workers are an indispensabl e resource.

Owing to major demographic changes and the continuously increasing significance of the health
sector in Germany, which is both publicly and privately organised, the extent of migrant
employment in this sector, and the occupation in which they are working, is also considered to
becomeincreasingly important. In the same context, there have al so been numerous proposalsfor
reforming the health care system, the ultimate aim being to limit its cost (which in 2003 was €240
billion). Current proposals call for restricting the funding of statutory health funds by all
members in accordance with the principle of solidarity, and limiting the contributions of

employers, who currently pay 50% of their employees contributions. Instead, imposing

10 of 28



EMN Synthesis Report: Health Sector Study

differentiated contributions on insured persons, according to their individual risks (“personal
responsibility”), are proposed. Since 2002, the debate hasfocussed on reformsthat would abolish
the current duality of statutory and private health insurance funds, the main proposals being on

health premiums and different forms of a so-called "citizens insurance" (BUrgerversicherung).

Belgium has awell-devel oped healthcare system, which does not seem to suffer from alack of
personnel at present. In fact the opposite seems to be the case, with a significant number of
healthcare workers from neighbouring Member States (The Netherlands, France, Germany), as
well asfrom Italy, studying or practising in Belgium. In contrast to France and The Netherlands,
the lack of a numerus clausus (or quota system) and the possibility to follow an educational
programme with a greater chance of succeeding, aswell as the common languages, are seen as
the main contributing factors. For example, the French-speaking community of Belgium is
currently experiencing aflood of studentsfrom France (e.g. for physiotherapists, more than 75%
of the students are from France) and a post-secondary vocational degree in nursing can be
achieved after three years, whereasin France this degree no longer exists. Thisinflux of medical
studentsis the subject of a growing debate as to whether or not Belgian national s are subject to
discrimination with respect to foreign students who cometo specialisein Belgium, sometimesto
avoid the numerus claususin their country. One consequence of thisisarecent (February 2006)
proposal to limit the number of foreign students studying in Walloon to 30%. Another
devel opment concernsthe planning of nursing needsin the Brusselsregion, which hasidentified
ahuge, untapped reserve of second-generation women with amigrant background (primarily of
Turkish and Moroccan origin) who typically are confronted with high unemployment and lack of
educational opportunities. As well as addressing the growing needs for nurses, identified as a
"bottleneck profession”, thisinitiative to encourage avocationin nursing isalso seen asaway for
better integration and emancipation. As well as efforts like this to encourage more Belgian
national sinto the healthcare profession, measures are al so being taken to makeit easier to recruit

nurses from the EU-10 Member States, in preference to those from a non-EU country.

There are currently no major personnel shortages in The Netherlands either, nor are there
expected to bein the near future, except for auxiliary personnel in nursing and care homesandin
home care. In the event of arapid economic upswing, shortagesin nursing can aso be expected.
At the end of the 1990s, there were acute personnel shortagesin thelabour market (including the

health sector) and one of the possible solutions for employers was recruitment from abroad.
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Although this took place on a limited scale, it still engendered a lot of political and social
discussion within the context of the restrictive migration policy of the Dutch government. Whilst
it was sometimes argued that |abour migration should be used to solve future personnel shortages
in the health sector (owing to the demographic shift towards an older popul ation; a decreasing
workforce; the unattractiveness of this sector compared to others) this did not meet with a
positive response. Critics, for example, pointed towards the considerable supply of un-utilised
labour already in The Netherlands; and also to therisk of unfair competition. Initial experiences
of employerswith such workerswere not entirely positive and the'brain-drain’ effect wascited as
well. Consequently, additional restrictions were temporarily imposed on certain categories of
migrant healthcare workers and today, even for employers, recruitment from outside The
Netherlands is considered as a last resort, although there were some (largely unsuccessful)
initiativesto recruit healthcare workersfrom Slovakia, Indonesiaand Poland in particul ar, albeit

without the strong support of the government.

Sweden's demographic shift towards an older population is expected to create most difficultiesin
terms of labour shortagesin the 2020s, particularly for nursesand for the care of theelderly. Like
The Netherlands and Ger many for example, the Swedish attitude to labour force migration is
that the need for labour should only befulfilled by foreign labour in caseswhere this need cannot
be fulfilled within Sweden or other EU/EEA countries. Instead of using foreign labour, it is
considered that the needs of the labour market should first be met through nationa policy
measures, such astraining programmes. Thus, the contribution of migration is anticipated to be
negligible. For example, it is estimated that the migration of nursesfrom non-EU/EEA Member
States will be around 150 to 200 per year, representing less than 0.2% of the total number of
nursesin Sweden, inthe coming years. For doctorsalso, thisis expected to beinsignificant, with
thelabour market situation for doctorsin Germany and Denmark considered to have the greatest

influence on the number of foreign doctors in Sweden.

In Estonia a reform of the health service is underway, moving away from a mainly state-
controlled centralised system towards adecentralised one, and from ageneral state funded system
to one based on health insurance. The Health Care Administration Act (1994) provided thelegal
basis for such reforms. This Act was later thoroughly revised in order to adapt the healthcare
sector to the requirements of the market economy. As aresult of the revision, the Health Care
Services Organisation Act was passed in 2004 on the basis and in place of the Health Care
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Administration Act. Current policy initiativesin this sector are aimed at increasing the average
life expectancy in Estonia, whichiscurrently lower than the average for the EU-10. Migrationis
not currently prominent in the policiesbeing devel oped, principally becausethereisavery small
number (43 professionals, mostly from Latvia and Finland) working in the health sector since
Estonia's accession to the EU. Nevertheless, there is an increasingly acute lack of doctors and
nursesin particular, sincethey prefer to moveto other (EU-15) Member States, mainly Finland. It
isinteresting to note that in contrast, fewer dentists leave Estonia and thisis attributed to their
income being financed largely by private patients and their greater freedom to arrange their work
schedule, asthey tend to have their own private practise. Thisdemand from abroad creates more
difficultiesin the devel opment of the national health sector workforce needs. In order to address
thisphenomenon, it issuggested that policy-makersin the health sector should addressthefactors
which have been identified asinfluencing the decision to leave Estonia, notably the better salary;
better working conditions and quality of life; disappointment in Estonian life and in the
permanent reforms of the healthcare system; more professional opportunitiesabroad; and lack of
working placesin several healthcare professions. Theincreasing age of its healthcare workersis

also identified as a serious issue which will need to be addressed in the coming years.

Latvia is experiencing similar chalenges to Estonia, with a severe shortage in healthcare
workers, which is becoming more and more pronounced each year, as current workers change
their profession, retire, or take up positions outside L atvia, and because fewer young people are
studying medicine. With the existing rate of training and licensing of new doctors, it isestimated
that it would take some 200 years to replace the 400 practising general practitioners who are
close to retirement (20% are currently over 60 years old). Nurses also are in short supply with
approximately 500 nurses per 100,000 popul ation and the need for 700-900 nurses per 100,000
population in order to provide aquality service. The number of foreign nationalsemployed inthe
health sector in Latvia is very low, constituting 0.53% or 132 healthcare workers of the total
number and coming primarily from Russia. The Latvia Minister of Health recognises that the
shortage of healthcare workersisreal and that the situation will grow worsein the coming years,
because timeis needed to educate and train new workers. However, thereisnot aspecific policy
for addressing this situation through immigration, except for the intention not to facilitate or
encourage the inflow of cheaper healthcare workers from, for example, Belarus, Ukraine or

Russia.
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In spite of increased expenditure from 1997 to 2002, the healthcare systemin Ireland is under
severe strain. Significant increasesin the number of nursesand medical practitioners have taken
place in the period 1998 to 2004 and labour costs now account for approximately two-thirds of
health expenditure. A 2003 review of medical staffing argued for further increasesin the number
of consultants, primarily owing to theimpact of the European Working Timedirective. Increasing
“feminisation" of the medical practitioner workforce (i.e. an increasing proportion of women
doctors) will also mean that the absolute number of doctors needs to increase. In the nursing
profession there has been significant investment in order to improve the supply of Irish nurses. It
isnot universally accepted, however, that thereisashortage of nurses, with some commentators
arguing that difficulties occur because I rish nurses spend time on tasks that could fall within the

remit of other personnel, e.g. of healthcare assistants.

The health sector in the United Kingdom?®, and more specifically within England, is also
currently facing a number of challenges involving structural changes, financial debts and
recruitment difficulties, which have been highlighted in anumber of high profile mediareports.
Itsfinancial deficits (currently reported to be £500 million, approx. €750 million), hasinturn led
to staff cuts, hospital closures and freezes on recruitment. The 10-year National Health Service
(NHS) Plan (from 2001) in England, aimed to improve healthcare services, access, waiting times
and facilities. However, the Department of Health recognised (in 2001) that nursing shortages
(including specific skills shortages and not just overall numbers), as well as an insufficient
number of medical doctorg/practitioners, were one of the biggest constraintsin delivering public
services and achieving these aims. The NHS Plan, therefore, aimed to increase the number of
nursesto 20,000 by 2004 (and achieved thisin 2002), with one of the main methods of achieving
this being the recruitment of foreign workers. This massive investment in staff and increased
training places meant that recently there are more doctors, nurses and other healthcareworkersin
the NHS than ever before. Migrant workers have made avery important and valued contribution
to the healthcare sector in England, but were never intended as a permanent substitute for
UK/other EU workers. Given the increase in staff numbers, the current difficulties faced by the
NHS and the planned new migration policies, thereisnow lessreliance on migrantsin this sector,

particularly in England.

® Notethat not all information in this Synthesis Report representsthe whole of the United Kingdom. Thisisdueto the
devolved assemblies/parliaments operating in Wales, Scotland and Northern Ireland, which manage their own health
departments separately from England (although immigration policy isthe same). Whereinformation/data pertainsto
England only, thisis stated.
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3. The Employment of Migrantsin the Health Sector

Data on healthcare workersin each Member State have been provided. Asmentioned in Section
1.1, comprehensive data from a single source was often not possible and extensive efforts were
undertaken by the EMN to provide the best possible collation of these various sources. Thus, one
could consider that the data presented represents the most comprehensive available for a

particular Member State.

Whenever possible, theintention wasto present dataon the number of national and non-national
(Male and Female) healthcare workers per occupation (Medical doctors, Dentists, Pharmacists,
Nurses, etc.) for each year from 1997 to 2004 inclusive; the (percentage) change in these
numbers; estimates of the number of vacanciesfor each occupation in 2004; and a breakdown per
nationality of the number of migrants per occupation, again for each year from 1997 to 2004
inclusive. There was also interest in obtaining data on the number of EU-10 nationals who had
undertaken mobility to an EU-15 Member State following accession and, again whenever

possible, these data have been provided.

Whilstitisnot the purpose of this Synthesis Report to present again the data, the following table
attempts to provide an indication of the scale of the number of persons employed in the health
sector (broadly broken down by Member State nationals, other EU-nationals and non-EU
nationals) and the number of vacancies (to indicate the current need) in order to provide some
comparison between Member States. Given the caveats to the data outlined in the various
Country Study's (such as small sample sizes, the inconsistencies in definitions used), and that
dataare not availablefrom all Member States, one should focus on the relative magnitudes asan
indication or illustration of the health sector in aparticular Member State and how it comparesto

others.
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Year: 2004 Member State
Austria Belgium | Estonia | Germany Greece Ireland Italy Latvia The Sweden United
Professional occupation (Year: 2000) Netherlands | (Year: 2003) Kingdom
by Nationality
Doctor §Physicians
- Nationals N/A 43,679 5,189 155,564 N/A 76.9% 50,584 5,389 N/A N/A 131,000
- Other EU Nationals N/A 3,203 11 3,703 N/A 3.1% 3,829 10 N/A N/A 5,000
- Non EU-Nationas N/A 510 8 4,349 N/A 20% 8,698 1,180 N/A N/A 23,000
Total 38,422 47,392 5,208 163,619 53,943 11,800 63,111 6,579 56,541 160,000
No. of Vacancies N/A 145 N/A 2,048 N/A N/A 340 49 (2005) N/A N/A 4.3%
NursesMidwives
- Nationals 46,094 120,004 10,578 669,755 N/A 91.7% 336,916 11,088 N/A 88,311 1,249,000
- Other EU Nationals 2,320 2,864 5 9,405 N/A 2.4% 1,989 (2005) 13 N/A 5,096 30,000
- Non EU-Nationals 940 1,197 4 16,878 N/A 5.9% 4,741 (2005) 3,127 N/A 3,505 94,000
Total 49,354 124,065 10,587 696,039 50,200 342,273 14,228 229,035 96,912 1,373,000
No. of Vacancies N/A 4,345 N/A 2,920 N/A 771 4,860 114 (2005) N/A 22,292 2.6%
Dentists
- Nationals N/A 8,557 1,337 7,274 N/A 96.7% N/A 994 N/A N/A 24,000
- Other EU Nationals N/A 370 2 123 N/A 3.3% N/A 1 N/A N/A 2,000
- Non EU-Nationas N/A 63 2 217 N/A 0% N/A 209 N/A N/A 1,000
Total 8,990 1,351 7,620 13,316 1,700 1,204 9,836 27,000
No. of Vacancies N/A 11 N/A 114 N/A N/A N/A 11 (2005) N/A N/A 4.3%
Phar macists
- Nationals N/A N/A 763 37,982 N/A 91.3% N/A 1,335 N/A N/A 37,000
- Other EU Nationals N/A N/A 0 233 N/A 8.7% N/A 2 N/A N/A 1,000
- Non EU-Nationas N/A N/A 1 323 N/A 0% N/A 444 N/A N/A 2,000
Total 764 38,541 2,500 1,781 4,960 40,000
No. of Vacancies N/A 105 N/A 376 N/A N/A 890 29 (2005) N/A N/A 1.9%
Physiother apists
- Nationals 2,288 27,257 N/A 131,586 N/A 94% N/A N/A N/A 29,973 50,000
- Other EU Nationals 206 1,329 N/A 2,560 N/A 6% N/A N/A N/A 1,337 1,000
- Non EU-Nationals 28 516 N/A 1,043 N/A 0% N/A N/A N/A 1,114 1,000
Total 2,522 29,102 135,190 1,800 33,880 32424 52,000
No. of Vacancies N/A 549 N/A 1,966 N/A N/A 1,450 1(2005) N/A 1,226 4.1%

Table 1: Indicative overview of healthcare workersin the Member States (Reference Year: 2004, unless stated otherwise)

Notes.

1. "N/A" meansthat dataare"Not Available" and note that "Other EU Nationals" includes the other EU-24 Member States.

w N

o A~

For Austria, data on nurses, midwives and physiotherapists comprises only personnel working in Austrian in-patient hospitals (but not out-patient clinics).
For Germany, data (except vacancies) are provided from employees subject to social contributions. These figuresincrease significantly if all workers areincluded, e.g. total number of Doctors/Physiciansis 306,435, of
Dentistsit is 64,997. Note that, for United Kingdom also, the Totals are not necessarily the sum of breakdown owing to small samples for some nationalities.

For Ireland, only percentages are used in the breakdown owing to concerns about capturing non-Irish nationals in the survey used to provide the data.
For Italy, the number of National Doctors/Physiciansis an estimate based on the sum of those in the public (47,111) and private sector (16,000). Similarly, the number of National Nurses/Midwivesis an estimate too.

6. For TheNetherlands, the numbers presented comprise all people registered as competent for aparticular profession, not all of whom may still beworking intheir profession. Whilst the number of vacancies per professionis

not available, in 2004, there were atotal of 14,500 vacancies for the healthcare and welfare sector.

7. For Sweden, datafor doctors, dentists and pharmacists are grouped together, being (in 2003) atotal of 39,888: 31,669 SE nationals; 3,957 other EU-nationals and 4,262 non-EU nationals, the number of vacancies being

3,168.

8. Vacancy datafor United Kingdom (England only) is given as the Vacancy Rate (i.e. percentage of total number of available positions whether or not they arefilled).
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The following examples serve to illustrate the findings from some Member States and again
further information, as well for those Member States not referred to, is given in the respective
Country Study. For the reasons given previously, one can not make a comparison between
Member Statesin the changesin healthcare workersover theyearsthat dataare provided for. For
example, and noting that after accession of the EU-10 Member States, Ireland, Sweden and
United Kingdom imposed no restrictions on the movement of EU-10 nationals, no impact® is

observed in their data, which might be more as aresult of the lack of sufficient data.

In Austria, for the year 2004, a total of 76,131 employees were working in hospitals in the
occupations considered in this study, of which 4,410 were foreign national s (6%). Among these
foreign nationals, 2,916 (66%) are other EU nationals and another 1,494 employees (34%) are
non-EU nationals. Migrant employment seems to play arather significant rolein the following
areas. physiotherapists (9%), qualified paediatric nurses/child carers (8%), occupational
therapists (8%), midwives (7%), general qualified health carersand nurses (7%), and the assi stant
nursing service (5%). In all these professions, except for the assistant nursing service, the
majority of non-nationals are other EU citizens. According to information obtained from the
validation of diplomas, an important country of origin in the EU is Germany. Unfortunately,
whilst the total number of medical doctorsis known (38,422 in 2004, including hospitals plus

doctorsin private practice), data on their citizenship or country of birth is not available.

Germany has seen an increasein the proportion of non-German doctors and dentists since 2002.
Using data obtained from empl oyees subject to social insurance contributions, between 1999 and
2002, non-German doctors and dentists made up 3.5% to 4% of the total number. A sharp
increasefor doctorsto 4.5% occurred in 2003, rising to around 5% in 2004 and 2005 (equating to
8,052 doctorsin 2005). Anincreasein the number of non-German dentists beganin 2001, andis
currently around 4.5% to 4.8% (equating to 340 employees subject to social contributions in
2005). The proportionis slightly higher for nurses, being 6.7% in 2005. With regard to the total
number of doctors (including self-employed and civil servants), out of atotal of 307,577 doctors
in 2005, 94.05% were of German origin; 1.75% were from other EU-15 Member States, with
most from Austriaand Greece; 0.7% were from an EU-10 Member State, with most from Poland;

and 3.5% were from other countries, including Iceland and Liechtenstein. These proportionsare

® Whilst not specifically addressing the health sector, a report on the experiences of enlargement for Ireland and
Sweden isavailable from http://www.si eps.se/publ/rapporter/bilagor/20065.pdf and for the United Kingdom from
http://www.dwp.gov.uk/asd/asd5/WP18.pdf. A report on the impact of accession for the EU asawholeisavailable
from http://eur-lex.europa.eu/L exUri Serv/site/en/com/2006/com2006 _0048en01.pdf.
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similar when cal cul ated on the basi s of empl oyees subject to social contributions. Theemigration
of German doctorsto Scandinaviaand/or USA, Canadafor better working conditionsand income
has been observed to increase, which is expected to result in a consequent increase in the

proportion of non-German nationals.

Similar proportionsarefoundin The Netherlands, where thetotal number of healthcare workers
from Turkey, Morocco, Surinam, Dutch Antilles and other so-called non-western countries, were
estimated to be up to 23,000” (or 5.2% of the total) in 2004. When analysing where foreign
diplomas have been obtained upon registration with the competent authorities, it is observed that
the largest number of physicians come from South Africa (104 in the period 2003 to 2005) and
Surinam (22 in the corresponding period). Similarly for nurses, the main countries of origin are
Indonesia (54), Surinam (47), the Philippines (40) and the Dutch Antilles (35), which is till
relatively minor. In keeping a so with the policy described in Section 2, labour migration to the

health sector is considered negligiblein size.

Asaso mentioned in Section 2, Gr eece appearsto be producing more doctors than needed, with
shortages tending to be only in more remote regions, making it a doctor exporting, rather than
importing, country. This could also be considered to have an impact on the rather small number
of foreign doctors, particularly non-EU nationals. For example, in the Attica region, which
represents about one-third of all doctorsin Greece, other EU nationals make up 1.6% of thetotal,
and those from non-EU countries less than 1%. Similar percentages are seen in other regions of
the country and for dentists. Whilst there is very limited corresponding data for nurses, the
indication is that the situation is not very different with, in 2004, an estimated 3,172 foreign
(predominantly non-EU national) medical auxiliariesout of atotal of 106,134. The situation with
homecare is, however, considered to be very different, with the general view, supported by the
(albeit limited) data available, being that migrant women, mainly from neighbouring non-EU
countries, areincreas ngly undertaking domestic nursing dutiesfor the care of elderly people, and

thisis expected to become more significant with Greece's ageing popul ation.

A similar situation existsin Italy, which currently employs 342,000 nurses, but with a national
shortage estimated to be in the range of 62,000 to 99,000, and increasingly for the care of the
elderly. Whilst immigration is one solution to address this situation, and referring to the

conditions for recruitment outlined in Section 2, in 2005 only 6,730 foreign nurses, 2,125 from
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outside Europe, wererecruited viaagenciesrecognised by the Ministry of Health. However, itis
estimated that there are some 20,000 foreign nurses working in hospitals, hospices and nursing

homes, who have been recruited via temporary employment agencies.

By contrast, the proportion of foreign healthcare workers in United Kingdom is significantly
higher, being, for example, 183,000 (or 9.4% of the total) in 2004, of which 133,000 were
women. It isinteresting to note that the number of non-EU/EEA workers makes up the greatest
proportion (at 136,000), and these are mostly, in order of largest number first, for nurses,
midwives and medical doctors/physicians. Migrants are, however, represented in all healthcare
occupations. When analysing Work Permit approvals for the period 1997 to 2004, most were
granted to nationals from Zimbabwe, USA, Trinidad and Tobago, South Africa, Philippines,
Nigeria, Pakistan, India, Ghana, China and Australia, but note that some of these permits may
have been for other non-health related workers working in medical environments (e.g. hospital
cleaners/caterers). Overall, and noting the caveats to the data presented, migrant healthcare
workers, particularly from non-EU/EEA countriesand for the professions mentioned previously,
are considered to be very important to the United Kingdom Health Sector and contribute a
substantial number to its workforce. The indication is that, in recent years, international
recruitment has experienced considerable growth, although it may now be stabilising or even

beginning to decrease as aresult of the reduced need for migrant healthcare workers.

4. Entry and Recognition of Qualifications

Each Country Study explains the procedure(s) necessary for the entry of a non-national
healthcare worker in their Member State, as well as the legal framework and national
gualifications required for the various healthcare professions addressed. How these are applied,
or any additional training/qualifications that are required for non-nationals of a particular
Member State, are also described.

4.1 Entry Procedure
As for any migrant, healthcare workers are subject to the general laws and procedures which
regulate immigration, residence and access to the labour market, e.g. issuing of a Work Permit

often requiring a written job offer, and these are summarised in each Country Study. For

" This figure includes people born in The Netherlands with at least one parent from one of these countries.
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example, in The Netherlands, entry procedures are covered by both the Aliens Employment Act
(Wav), similarly in Sweden, and the Aliens Act. In Germany, medical doctors and other such
medical professionals come under the general regulation for qualified skilled workersor for self-
employed and, in cases of excellent qualifications, as highly-skilled. Residence and work permits
for nursing staff from anon-EU/EEA state are regulated through ajoint administrative procedure
by the German Federal Employment Agency with the labour administration of the country of
origin (currently only Croatia) and after anindividual labour market assessment. Inltaly, owing
to the need for more non-physician professional healthcare specialists, foreign nurses can be
recruited independent of the quotas established by the government. Conversely, other medical
professionals, such as doctorg/physicians, are admitted only in accordance with the quota

established for autonomous workers.

The Netherlands and the United Kingdom previously had (and still do have some) special
procedures for the heathcare professions. However, currently all Member States process
healthcare worker applications in the same way as for other migrants, with the procedure
followed depending more on whether the personisan EU-15, EU-10/EEA or non-EU national in
compliancewith national and EU law. Inthe United Kingdom, it isalso dependent on whether a
job is denoted as falling within a* skills shortage’ occupation. If thisisthe case, then particular
work permit procedures make it easier for an employer to appoint anon-EU/EEA national with
speciaist skillsthat cannot be filled by a national or other EU/EEA worker.

4.2 Ethical Recruitment Policy

Some Member States have taken specific actions in order to develop an ethical recruitment
policy, particularly for healthcare workers from developing countries. Belgium considers that
medical doctorsfrom non-EU countries can continueto obtain further specialisationintheir field,
but reservestheright to limit courses, in order to obtain the qualification asamedical doctor, to a

maximum of three years.

For the United Kingdom, the NHS does not actively recruit from any country that does not wish
to berecruited from. Thisincludesall countriesin Sub-Saharan Africaand the Caribbean. Inthis
context, a"Code of Practice for International Recruitment of Healthcare Professionals'® has been
developed which guides the international recruitment of healthcare professionals. The main

principleisthat devel oping nationswho are experiencing shortages of healthcare workers should
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not be targeted for recruitment. In addition, the Department of Health has agreed that the Code
should apply to major players in the independent (i.e. not public) healthcare sector. The
Independent Healthcare Forum and the Registered Nursing Home A ssociation both endorse the
Code of Practice and where national contracts are signed with private sector supplierstoincrease
capacity inthe NHS, compliance with the Code of Practiceisacontractual obligation. Although
thereisno activerecruitment, it ispossible that some healthcare workersare still being employed
from such countries, viaindependent providerswho do not endorse this code, or recruitment via

specul ative approaches from the workers themsel ves.

In Ireland, the two public recruitment bodies for nursing (the HSE Nursing/Midwifery
Recruitment and Retention National Project and the Dublin Academic Training Hospitals
(DATH) Recruitment Project), undertake a needs analysis and select (via a tendering process)
employment agencies to go to potential sending countries. These agencies are given a list of
countries that they may not recruit from (currently South Africa and Nigeria, as well as four
Indian states) and they take account of the United Kingdom’s Code of Practice for International
Recruitment (described above). In 2001, Guidance for Best Practice on the Recruitment of

Overseas Nurses and Midwives was devel oped with the following principles:
» Recruitment by Irish employers should be limited to those countries which support
overseas recruitment.

» Employersintending to recruit from overseas should liaise with the heal th board or health
authority, Nursing and Midwifery Planning and Development Unit and Personnel
Department.

» Employers should bear the cost of the overseas recruitment process and no recruitment
fee should be charged to the recruit.

> The cost effectiveness of international recruitment should be assessed.
» Only registered recruitment agencies should be used.

» The employer should monitor the quality of the service delivered by the recruitment
agency.

» The employer should provide acceptable accommodation for six weeks, at a subsidised
cost and then provide assistance to the nurse in sourcing private accommodation.

In 2005, nurses were recruited from The Philippines (mainly for care of the elderly) and India
(mainly for acute care), while in 2006, nurses from India only were targeted, the selection of

countries depending on the type of personnel needed.

8 Available from http://www.dh.gov.uk/assetRoot/04/09/77/34/04097734.pdf

21 of 28



EMN Synthesis Report: Health Sector Study

4.3 Recognition of Qualifications

The recognition of qualifications obtained outside a particular Member State, to alarge extent
depends on the country in which the qualification was acquired, the nationality of the healthcare
worker concerned and whether a bilateral or multilateral agreement exists. For example,
recognition of qualifications from other Member Statesis covered by Community legisiation’,
which aso covers EEA (including Switzerland) states. In such cases, validation is no longer
necessary or possible, although there is often a recognition procedure (detailed below).
Recognition of qualifications of citizensfrom an EU-10 Member State presents some difficulties,
astherelevant directives apply only to those qualifications obtained after accession. Generally,
the requirement is for vocational qualifications that are at least similar to the corresponding

national levels of qualification and legal vocational regulations.

Thebody responsiblefor recognising qualifications depends on the type of profession and ranges
from a university and/or appointing hospital, professional association or council (Greece,
Ireland, United Kingdom), to the National Board of Health and Welfare (Sweden), and (federal
or regional) government Ministry (Austria, Belgium, Estonia, Germany, Italy, Latvia, The
Netherlands). For example, in Belgium, the recognition of adiplomaisaregiona competence,
whereas the permission to practice amedical profession is afederal competence. In Ger many,
the official licence to practice medicine is issued by the responsible authorities in the federal
states, following an application and presentation of the required qualification certificates, whilst
in Estonia, thisis the responsibility of the Health Board, an agency of the Ministry of Social
Affairs. In Austria, theadministrative validation feeis€150, and in Sweden, the National Board
of Health and Welfare charges 2000 SEK (approx. €215) for validation of degrees awarded to
doctors and psychologists in anon-EU/EEA country. The cost for other occupational groupsis
600 SEK (approx. €65), and it is freeif the qualification has been obtained in the EU/EEA. In
Italy, the procedurefor receiving avisaand for the preliminary recognition of adegree obtained
elsewhereremains slow and difficult, although the recognition of degrees can aso be undertaken
by foreigners who are not yet in Italy by presenting the original degree at the Italian embassy.
Therecognition of such degreesis, however, generally bound to the quotas defined by the flows

decree for autonomous or subordinate activities.

® For example, Directives 93/16/EEC (for doctors), 78/686/EEC (for dentists), 85/433/EEC (for pharmacists) and
77/452/EEC (for nurses). See http://ec.europa.eu/internal_market/qualifications/specific-sectors en.htm. To date, all
Member States (except Czech Republic for 93/16/EEC and 78/686/EEC), have communicated the transposition of
these directivesinto national law.
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If abilateral or multilateral agreement existsthen the validation processis somewhat simplified.
However, such agreements only exist in Austria (e.g. for certain university study degrees with
Bosnia and Herzegovina, Croatia, Italy, Liechtenstein, Macedonia, Serbia and Montenegro,
Sloveniaand Pontifical universities), United Kingdom (various agreements and Memoranda of
Understanding were formed with the Philippines, Spain and India and South Africa) and, to a

lesser extent, in Germany (with Croatia).

4.4 Validation of Qualifications

Non-EU/EEA nationalsin particular'® have to go through aperiod of validation, sometimeseven
if they have acquired their qualification in an EU/EEA state (Austria). EU/EEA nationals who
have obtained their qualificationsin a non-EU/EEA country may also have to follow the same
validation procedure (Austria, Ireland, Sweden). The examplesgiven below illustrate thetypes
of validation procedures followed and in each Country Study one can find more details of the

validation procedure.

In Greece, the academic recognition of degrees from foreign institutes, already accredited as
equivalent to the Greek ones, involves successful participation in exams on certain courses
according to the field studied. For doctors, for example, recognition of their university degree
requires successful exams in pathology, surgery, paediatrics and obstetrics. Professional
experience is recognised by the Council of Recognition of Professional Equivalence of Higher
Education Diplomas (SAEI), a body supervised by the Greek Ministry of Education and
Religious Affairs, in accordance with therelevant EU directives, even for applicantswho hold a
degree from a non-EU/EEA country, although they should have their degree recognised in
another EU Member State and have practised the profession in question in that Member State for
at least three years. So far, no institutional framework has been established for all other cases of

non-EU/EEA nationals who seek to have their professiona experience recognised.

In Estonia, their qualification (curriculum) is compared to that required nationally and, if
required by the regulation of the Minister of Social Affairs, the migrant shall be either sent to
undergo an adaptation period or take an aptitude test to assess their level of qualification. The
adaptation period can also be called training under supervision. Work experience is also taken

into consideration and in cases where the curriculum ismore or less comparable and the migrant

19 For nationals of EU-15 Member States, validation is covered by the relevant directive, whilst for EU-10 nationals,
similar procedures to that described are followed.
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has relevant work experience obtained in their previous country of residence, the health care

professional can beregistered (which then givestheright to work) without any adaptation period.

In The Netherlands, a new procedure for determining the professional competence of the
applicant is currently being introduced in a phased manner. Since 1% December 2005, a new
procedure has applied to physicians. At some point in the future this procedure will also be
introduced for other professional groups. Once the submitted documents have been assessed and
verified by the relevant bodies, the applicant will take a knowledge and skillstest in the form of
an assessment. This assessment consists of a general part, which tests, anong other things,
knowledge of the Dutch language and of the Dutch health sector, and a medical part. The
applicant can further substantiate their application by means of aportfolio listing their previous
experience. Following the test, a consultancy meeting isheld, which will assessif, and if yesfor
what aspects, additional training is required in order to be able to meet the Dutch requirements

for professional practitionersin the health sector.

In Sweden, non-EU/EEA national healthcare workerswho have obtained their degree outsidethe
EU/EEA, must apply for a re-examination of their foreign education as a basis for Swedish
certification. The person must show that they have acquired sufficient knowledge of the Swedish
language for the profession in question. The applicant must also complete a supplementary
training programme at Swedish degree level, as well as participate in a course on society and
constitutional studiesand apractical traineeship, which should be carried out under supervision
and be assessed by a certified supervisor. During this period, asalary according to the relevant
agreements for trainees is given. Only after this is completed can a formal application be
submitted to the Swedish Board of Health and Welfare.

4.5 Linguistic Requirements

Asonemight expect for the health sector, the ability to communicatein aMember State's official
language(s) was cited as a requirement for all, with Belgium highlighting also that thiswas an
important barrier for migrant healthcare workers. Formal verification of language competenceis
often included as part of the recognition of qualifications. For examplein Austria, the language
ability of medical doctorsisconsidered to be sufficient if the person hasfive yearsof professional
experience in the German-speaking region, has studied in German or acquired the Matura
(school-leaving exam in Austria) in German. If the applicant does not fulfil any of these

requirements, they are obliged to pass a language exam. In Greece, a certificate is required
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denoting their competency in Greek which is issued, after relevant examinations, by the
University of Athensor of Thessaloniki. In The Netherlands, alevel that isat |east equal to the
state examination for Dutch as a Second Language, programmel |, isrequired. Similarly inltaly,
knowledge of written and spoken Italian has to be certified through an interview and a written
test. Interestingly, EU healthcare workers are exempt from such atest, and thisis a concern for
the professional associationswho consider that linguistic problems might occur. Inasimilar vein,
for the United Kingdom, it isnot aformal requirement per sefor amigrant to speak English, but
it may well be cited as a requirement on a specific job advertisement. Healthcare workers in
Estonia are obliged to follow the official language requirements stipulated in the Public Service
Act, with managers and physicians of healthcare institutions required to master the Estonian
languageto the highest level, and all other healthcareworkersto at least anintermediatelevel. In
Sweden, healthcare workers with a university-degree obtained outside the EU/EEA must take a
coursein Swedish for immigrants. This course isfree-of-charge and it is available to all people
registered in Sweden. After completing the coursein Swedish, they must then undertake a course
in healthcare related Swedish, which also is free-of-charge.

5. Policy Initiatives

A number of Member States are currently reviewing their policies with regard to labour

migration, including, or specifically for, the Health Sector and some of these are outlined bel ow.

Therecent focusin Austria has been on increasing the cultural competence of the health sector,
which becomes more and more necessary in aculturally diverse society. Topicscovered include
the health conditions of migrantsthemselves, and their accessto healthcare; theintercultural care
of elderly migrants; and cultural diversity in the care and nursing sector. An expert group was
commissioned to study such aspects, recommending that the topic of intercultural competence
should be emphasi zed more in education and trai ning (including advanced professional training)
for healthcare professions. Other recommendations wereto recruit more personswith migration
backgrounds for healthcare (like for Belgium); to have a higher number of interpreters and
intercultural mediators; and to produce more information material in multiplelanguages, in order
to help prevent language barriers and, as a consequence, wrong medical treatment. Another
important recommendation isto explicitly inform migrants about health prevention measuresand

healthcare services.
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In TheNetherlands, thereiscurrently no fully defined policy of managed migrationin place, not
only for the health sector, but for other sectors as well. However, recent arrangements for the
admission of highly-skilled workers have occurred and aproposal has been announced to change
the admission policy for migrants who want to work on a self-employed basis. The Dutch
government is also currently working on modernising its entire policy (non-asylum related) on
migration, with one of the expected foci being on highly skilled workers. Thefaster admission of
migrants who, for instance, contribute to innovation and to the competitive strength of Dutch
business, or to academic research in Dutch universities, is one of the starting points in this
modernisation. Whether this labour migration must be temporary in nature, also in view of the

undesirability of brain drain, continues to play arole in the debate.

In Sweden, a parliamentary Committee for Labour Immigration was appointed to examine the
regulatory framework regarding labour forceimmigration, with the aim of producing aregulation
permitting extended labour force migration from countries outside the EU/EEA. Thiscommittee
was asked to investigate al so the need for labour force migration, to assess the consequences of
such migration on the labour market and in general, and propose actions. The final Committee
Report was submitted to the Government on 18" October 2006, for consideration and decision by

the Parliament.

On 7" February 2005, the United Kingdom government published ‘Controlling our borders:

making migration work for Britain™

, whichisthe Home Office' sFive Y ear Strategy for Asylum
and Immigration. Contained within this was the idea of a points-based system for managed
migration, further details of which were announced on 7" March 2006. The current complex
migration system will be gradually phased out and replaced with a simpler, more objective
system whereby potential migrants must meet a sufficient number of pointsin order to work or
study in the United Kingdom. The new system aimsto identify and attract only those migrants
who contribute most to the United Kingdom (for example, highly-skilled workers, such as
surgeons or scientists, and those who are coming to fill gapsin the labour market that cannot be
met from the domestic workforce, such as teachers and nurses). It also aims to be more
effectively managed to improve compliance and reduce abuse of the migration system, with
greater emphasis on employer responsibility in ensuring that migrants comply with their

condition(s) of stay in the United Kingdom.
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6. Concluding Remarks

This European Migration Network (EMN) study on managed migration in the health sector
servestoillustrate the current situation in the participating Member States, aswell asto identify
the need for a more consistent approach to the collection of relevant data. As outlined in the
M ethodol ogy, dataon migrantswithin the healthcare sector islimited and often distributed across
several sources. Given the anticipated increasing importance of the contribution of migrantsto
the healthcare sector across the EU, it would, therefore, seem appropriate that future data
collection methods are improved, al so to ensure comparability between Member States. Current
systems, like, for example, the register developed in Belgium, could serve as useful references

for any such methods.

As one might expect, there are differences between Member Statesin terms of their needs, with
nurses seeming to be the most common healthcare worker required, for example, in Greece and
Italy, whilst Estonia and Latvia are facing shortages in almost all healthcare professions.
Domestic or home careisalso seen asan areaof increasing need, particularly for the elderly. For
the EU-15 Member States, the current approach is to address present needs firstly through
promoting the healthcare profession to their nationals, and then recruiting from other Member
States, as well as EEA, followed by non-EU nationals. This is not, however, an inexhaustible
supply which will meet the growing future needs of all Member States. This is aso not an
approach which can be adopted by most EU-10 Member States.

One obviousway of addressing thissituation isto recruit more healthcare workersfrom outside
the EU, which then raisesinter alia theissue of "brain-drain”, particularly from those countries
already lacking in sufficient numbers of healthcare workers. Efforts to develop a clear policy
strategy at EU-level to promote the recruitment of such healthcare workersto not only best suit
the needs of particular Member States, but al so to the benefit of their countries of origin, resulting
ina"win-win" situation, might seem appropriate. Recently, the European Commission published
(in December 2005) a Communication on an "EU Strategy for Action on the Crisisin Human

Resources for Health in Developing Countries'*? which outlined the EU's coherent and co-

1 Available from http://www.archive2.official -documents.co.uk/document/cm64/6472/6472.pdf

12 COM(2005) 642final, available from http://europa.eu.int/eur-

lex/lex/Notice.do?checktexts=checkbox& val =418735%3A cs& pos=1& page=1& lang=en& pgs=10& nbl=1& list=418735%3A
cs%2C& action=GO& visu=%23texte
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ordinated response to the planned decade of action on human resources proposed by the 57
World Health Assembly. Among the actions proposed isto consider a European Code of Conduct
for Ethical Recruitment of Health Workers, elementsof which already existinlreland andinthe
public sector of the United Kingdom, in order to develop a more co-ordinated approach to the
recruitment of health workers from Africa in particular, which does not, for example, further

degrade healthcare in their country of origin.

Thus, initiatives exist to address the situation from the viewpoint of countries of origin, but not
yet in respect to determining whether there would be added value in devel oping a co-ordinated
EU approach to the recruitment of healthcare workersfrom outside the EU/EEA, which takesinto
account the different situation and needs of the Member States. Such an initiative could also
incorporate amore consistent EU approach to the recognition of qualifications obtained outside
the EU/EEA; theimpact of the movement of EU national s between Member States, in particul ar
from EU-10 to EU-15; and would also need to take into account the evolution (e.g. reforms,
changesin national policy) of such needs within aMember State(s). Another aspect to consider
could bein advance validation of qualifications, including of therequired linguistic requirements.
Of course, whether it is considered that such aninitiative would be appropriate would haveto be
addressed by policy-makers and indeed may be considered within the planned development of a
directive on highly-skilled workers, which is foreseen in the Policy Plan on Legal Migration™.

Another areaof potential added value concernsthetransfer of experiencesand best practice with
regard to intercultural competence in health care services, in order to facilitate the access of
resident migrants, as well as nationals of migrant background, to these services. Austria and
Belgium, for example, are developing policies targeting their migrant community, such as
promoting their employment in healthcare occupations, which not only would help to overcome

language barriers, but would also contribute to integration measures.

Finally, this study servesto demonstrate how the European Migration Network can bring together
information on the current situation/policy/practiceinthe Member States on aparticular topic, in
arelatively succinct manner, and, through this Synthesis Report, provide acomparative analysis.
In thisway, it demonstrates how it can provide support for policy- and decision-makers in the
EU.

13 COM(2005) 669final, available from http://eur-lex.europa.eu/L exUri Serv/site/en/com/2005/com2005_0669en0L.pdf.
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