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Summary

International doctor migration is traditionally considered a straightforward ‘drain’ on source
countries and advantageous only for destination countries, who essentially obtain labour at low
cost. Doctor migration places an additional strain on already fragile health systems in Low and
Middle Income Countries (LMICs) and hampers their ability to provide effective health care.
Migration studies in the past have tended to focus on nurses and less is known about the

migration of doctors.

Innovative thinking is required in order to develop strategies to mitigate the adverse effects of
doctor migration. The literature suggests that temporary migration is a ‘triple-win solution’ and
beneficial for all actors involved. Temporary migration provides the opportunity to earn foreign
income without the permanent loss of personnel and for the destination country it is a way to
address labour shortages without having to provide entitlements that are associated with
permanent settlers. Despite the recognition of the benefits that temporary migration could bring,

there is limited information about the dynamics under which it operates.

This thesis aimed to provide a better understanding of the dynamics of temporary doctor
migration as this had never been done before. This information is needed to help guide migration
policies. A key focus of this thesis was to explore what motivates a doctor to migrate on a
temporary basis. It was also important to understand whether temporary migration develops into

permanent migration.

In order to understand the process of temporary doctor migration a conceptual framework was
devised from a synthesis of the migration literature. This conceptual framework was then tested

for validity using the case study of South African doctors working in Ireland.

Ireland, once an exporter of doctors, is now heavily reliant on foreign-trained doctors. By 2010,
33% of doctors registered at the Irish Medical Council (IMC) were from outside the European
Union (EU). South African doctors comprised the largest number of non-Irish nationals
registered at the IMC. There was little information about where South African doctors work
within the Irish healthcare system: however, anecdotal evidence suggested that many locum
General Practitioners are from South Africa. Preliminary analysis of IMC data confirmed that
the majority of South African doctors who were registered in Ireland resided in South Africa.

The supposition was therefore made that these doctors migrated on a temporary basis to Ireland.

A single case study design was used to explore the hypotheses that were generated by the

conceptual framework. A mixed methods approach provided both a quantitative and qualitative
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perspective on the dynamics of temporary migration. There were four components to the
research and each one was designed to be mutually reinforcing. Component one ‘Exploring
migration patterns to Ireland’ analysed registration data from the IMC. Component two
‘Exploring the South African context’ re-analysed survey and interview data that were collected
as part of the Motivation Project activities in South Africa. Component three ‘Understanding
temporary doctor migration’ used a cross-sectional postal survey and in-depth interviews to
collect data from South African doctors who were registered at the IMC, but residing in South
Africa. Finally, Component four ‘Comparing permanent and temporary migration’ also used a
cross-sectional postal survey and in-depth interviews in order to collect data from South African

doctors who were registered at the IMC and residing in Ireland.

Analysis revealed that there are important conditions of temporary doctor migration. One of the
main incentives for doctors to migrate on a temporary basis was for financial gain. However, the
interviews revealed that while some doctors work in Ireland purely for financial reasons, others
do it as a working holiday, or for an adventure. These categories of migrants are closely related
and are noted in the literature as ‘neglected’ categories. This thesis confirms that it is a mistake
to neglect these categories as it would appear that desire for an adventure can be the final push

that leads to doctors migrating.

This thesis also highlights the complexities of migration patterns. When motivation for
migration changes then the type of migration that is undertaken will accordingly change.
Motivation cannot be regarded as static and will be influenced by conditions that migrants are
exposed to in the destination country. For instance, many of South African doctors who were
permanent settlers in Ireland had arrived with the intention of only staying for a fixed period.
However their personal circumstances had changed, many had put down roots, and therefore no

longer wished to return to South Africa.

There are personal costs and benefits to the migrant each time they migrate. Temporary
migration is shaped by the interplay between these two factors as the benefits (e.g. ability to earn
additional income) of being away from home have to outweigh the costs (e.g. time spent away
from family or long term employment). Intuition suggests that temporary migrants wish to
obtain the maximum number of benefits in the destination country. The time this takes has been
described in labour economics as the ‘optimal duration’. This thesis found that optimal duration
of migration in Ireland is 3-6 weeks. This is an important consideration, as proposals in the past
to facilitate temporary migration have suggested much longer periods overseas; up to 1-2 years. |
would argue that migration of this length can no longer be called temporary as it operates under

different dynamics than observed by migrants who spend a few weeks working overseas.
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1 Introduction and Rationale

This thesis seeks to determine what motivates a doctor to migrate on a temporary basis. To
understand how temporary migration differs from permanent migration this thesis will also draw
on the experiences of doctors who have made a permanent move. The case study of South
African doctor migration to Ireland was explored in order to gain a deeper understanding of
temporary doctor migration. Use of this example increases the evidence base of the phenomenon
in order to establish whether policies to manage such migration could, and should, be developed
to provide benefits for all the actors involved, i.e. the individual migrant, the source country' and

the destination country”.

This research is very timely, as management of doctor migration’ is firmly on the current
international policy agenda [1]. Additionally, whilst recommendations have been made to
encourage temporary rather than permanent movement of doctors in order to minimise the
negative consequences of permanent migration [i-4] there is sparse information about where
temporary migration occurs and how. Due to the disagreement over what extent mobility of
doctors represents a temporary or permanent phenomenon [2] this thesis will draw on the
literature which relates to international migration of doctors, irrespective of migration length.
Whilst Snowden (1990) would argue against this approach - stating this would be ‘comparing
apples with oranges’ 5], Bell & Ward (2000) argue that this approach is justified as questions
commonly asked in regard to permanent migration are equally pertinent in the context of
temporary moves [6]. Indeed, Martineau et al. (2002) suggest that a crude-benefit analysis is
done before any decision is made to migrate [7]. This analysis occurs irrespective of migration
duration and so infers that although temporary and permanent migrants have different
characteristics [1, 3, 4, 8, 9] they are exposed to the same factors within the source and
destination countries. It is therefore only by truly understanding what factors do not result in a
permanent change of usual residence that it is possible to understand the dynamics of temporary

migration.

Doctor migration is not a new phenomenon. Issues created by international health worker®
migration were documented in Mejia’s benchmark paper, which was published in the late

seventies [10]. The relevance of this analysis of 137 countries continues to be highlighted to the

' Source countries are also referred to in the literature as ‘sending’, ‘origin’ or ‘home’ countries. However
to ensure continuity of terms throughout this thesis the term source country will be used to describe
countries where migrants come from, as this is the most widely accepted.

? Destination countries are also referred to in the literature as ‘host’, ‘recipient’ or ‘receiving’ countries.
However, as before, in order to ensure continuity through this thesis, the term destination country will be
used to describe countries where migrants go to.

¥ Doctor migration can also be referred to as physician or medical migration. The term doctor migration
will be used in this thesis to describe the migration of doctors.

* The World Health Organisation defines health workers as “all people engaged in the promotion,
protection or improvement of the health of the population’.
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temporarily often leave jobs at home [34]. It is important, therefore, to consider who is doing the

migrant’s job whilst they are away.

1.2 Temporary migration

Migration data is at best incomplete and not compatible between countries [4]. It is widely
accepted that migration can be permanent or temporary [14, 35, 36], however, it is particularly
difficult to capture temporary flows [22]. This is due to incomplete data and inconsistent
migration terminology, both of which mean it is not possible to know the true extent of

temporary doctor migration [37].

Migratory terminology will be discussed further in section 2.4. For this thesis, the definition of a
temporary migrant is taken to be that provided by the International Organisation for Migration
(IOM): ‘skilled, semi-skilled or untrained workers who remain in the receiving country for
definite periods as determined in a work contract....."” [38]. Agunias & Newland (2007) further
inciude mention in their definition of temporary migration that it is *by their own volition’ [32],

enhancing the view that temporary migration is through choice.

Empirical evidence from outside the health sector, suggests that temporary migrants demonstrate
different behaviour than permanent migrants [39]. Non-medical temporary migrants have been
found to be motivated solely by economic gain [40]. Rogerson (2007) also observes in his study
of South African doctors that finance is the major catalyst for temporary migration, whereas
permanent migrants are more motivated by long-term prospects [9]. This difference in

motivation needs to be disentangled further.

There have been wide debates about the use of programs devised to facilitate temporary
migration (albeit for non-medical professionals) and their consequences are well documented
[41-43]. There are some examples of temporary nurse migration [44, 45], but there is limited
information about the dynamics of how it works, or whether it could exist as a managed program.
Although no known temporary migration program exists for doctors, it is useful to review
programs that have been used for other professions in order to gain a deeper understanding of
what elements of them were successful and what were not. This is explored further in section

3.4.



13 Thesis design, Aim and Objectives

The aim of this thesis was to provide a better understanding of the dynamics of temporary doctor
migration in order to guide future policies that are developed to manage migration. A key focus
was placed on exploring what motivates a doctor to migrate on a temporary basis. In order to
understand the process of temporary migration a conceptual framework was developed from a
synthesis of the literature on international doctor migration, and more specifically temporary

movement. This was done from an individual perspective (i.e. the doctor).

The conceptual framework forms the heart of this thesis. A conceptual framework allows for key
factors in a process to be presented together with the theorised relationships among them [46].
This consequently determines what data should be collected and analysed in order to test whether
the theoretical framework matches up with what occurs in practice. The conceptual framework
was tested for validity using the case study of South African doctors working in Ireland (the

rationale for this approach is discussed further in section 1.4.1).

The specific objectives of this thesis were to:

® Provide a contextual analysis of issues that are faced by doctors in Ireland and South
Africa.

¢ Identify and improve understanding of temporary and permanent doctor migration
patterns to Ireland.

e Determine the key motivation for temporary migration.

e Develop a conceptual framework to understand the dynamics of temporary doctor
migration.

e Test the conceptual framework using the case study of South African doctors working in
Ireland so as to examine whether these conditions occur in practice.

e Use the lessons learnt from the case study and conceptual framework in order to explore

whether it could be used as a model to develop strategies to manage doctor migration.

It is beyond the scope of this thesis to look in detail at how temporary migration fully affects the
health systems of the source and destination countries. However, the human resource situation
and health workforce planning practices will be reviewed in both. In the light of the limited
number of studies on doctors who migrate temporarily, this thesis will draw on the experiences of

other health workers such as nurses and other non-health workers.



1.4 Methods

A detailed methodological discussion is provided in Chapter 6. A single case study design was
chosen to test the validity of conceptual framework. In order to do this, it was first necessary to
identity an example of doctors migrating on a temporary basis from a LMIC to a high-income

country.

For many years Ireland has sourced locum General Practitioners (GPs), particularly those for the
‘red-eye shift”, from South Africa [47]. Preliminary analysis (carried out as part of this thesis)
confirmed that a large number of South African doctors were registered in Ireland, but still
resided in South Africa’.  This, together with informal personal communications with
Locumotion® led to the assumption that South African doctors are temporarily migrating to
Ireland to work as locums. There are also South Africa doctors who have migrated on a
permanent basis to Ireland and it is useful to compare the two groups of migrants (i.e. temporary
and permanent) in order to understand how they differ in characteristics. This instance of South
African doctors working in Ireland provides an invaluable opportunity with which it is possible

to explore the phenomenon of temporary doctor migration.

1.4.1  The justification for using case study methodology
This thesis required an extensive, in-depth description of a social phenomenon (in this case
temporary doctor migration) and therefore it is appropriate to use case study methodology. The
distinct advantage of a case study is when ‘a “how” or “why” question is being asked about a
contemporary set of events over which the investigator has little or no control’ [48]. Also, case
studies use several different sources of data to facilitate the conduct of multi-perspective analyses

[49].

There are four different applications for case study [48] research, namely to:
i.  Explain complex relationships in real-life interventions (an explanatory study).
ii. Describe the real life context in which the intervention took place (descriptive study).
iii. Illustrate topics within an intervention that has already occurred (evaluative study).
iv. Enlighten the instances when the intervention being evaluated has no clear set of

outcomes (exploratory study).

Case study research is not confined to one type of methodology and often mixed methods are

used to both quantify and qualify a particular occurrence. A mixed methods approach is defined

6 ¢ 5 : . . . s s
’ ‘Red-eye’ shifts are carried out between 1 1pm until 8am in order to provide GP out-of-hours services
) : g 5 3 .

Detailed results of this analysis are provided in Chapter 7

Locumotion are an Irish recruitment agency which specialises in placing locum GPs
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as ‘the class of research where the researcher mixes, or combines, quantitative and qualitative
research techniques, methods, approaches, concepts or language into a single study’ [50] and
this thesis uses this approach. The advantages of this are that it ensures comprehensiveness of
the data and it adds breadth and depth to the analysis [50]. Additionally, by using multiple
sources of data it is possible to triangulate the evidence which serves to corroborate data and

thereby increase its reliability [48].

Critics of case studies say that the results cannot be generalised [49]. Additionally, there can be
concerns about the lack of rigor to case study research. Yin (2009) argues that the goal of doing
a case study is to expand and generalise theories (analytic generalization), not to enumerate
frequencies (statistical generalisation). In this way, case studies, like experiments, can be
generalised to theoretical propositions and not to populations [48]. The concern about lack of
rigor is due to researchers not following systematic procedures, or by allowing biased views to
influence the direction of the findings. This thesis endeavours to avoid these pitfalls by

following systematic procedures for all data collection and analysis.

Theory development is an essential part of case studies and is irrespective of whether the purpose
of the case study is to develop or test theory. This provides strong guidance for determining what
data to collect and the strategies for analysing the data. It is good practice to develop a
theoretical framework, no matter whether the study is explanatory, descriptive or exploratory. As
discussed in section 1.3 this thesis follows such guidance for good practice by reviewing the
literature (Chapters 2 and 3) in order to develop a conceptual model (Chapter 5) which forms the

basis for the research and analysis.

1.5 The Motivation Project

In addition to primary data collection this thesis also draws on data obtained as part of the
Motivation Project, for which I was the Project Coordinator (2007-2010) at Trinity College
Dublin (TCD). The Motivation Project was funded by Irish Aid, and administered through the
Health Research Board. The Project was the result of collaboration between TCD (Ireland), the
University of the Witwatersrand, (South Africa) the College of Medicine (Malawi) and the

National Institute for Medical Research (Tanzania).

The primary focus of the Motivation Project was to strengthen the evidence base for effective
HRH strategies. It was conducted in order to improve understanding of health worker motivation
and retention in South Africa, Malawi and Tanzania. To this end, three mutually reinforcing

components were conducted to achieve the Project objectives. These were:



e Exploring Capacity and Context aimed to develop a better understanding of the critical
factors that affect HRH. A focus was placed on the motivation environment facing
health workers and the type of incentives that have been used to address this. This
component used existing data and literature.

e FEvaluation of Incentive Initiatives assessed the impact of incentive initiatives (both
national and local, financial and non-financial) that had been implemented in the three
Project countries to improve recruitment, motivation and retention of health workers.
Qualitative and quantitative data was collected to evaluate each initiative.

e Discrete Choice Experiment (DCE) aimed to improve understanding of the absolute and
relative power of motivational factors for different cadres of health workers within each

Project country.

1.5.1  The relationship between this thesis and the Motivation Project
As Project Coordinator, I worked as part of the Project team to review existing literature on
health worker motivation. The resulting systematic review [51]| was used to develop tools used
that were used to evaluated the incentive initiatives and for the DCE. The Motivation Project
collected quantitative and qualitative data from several different cadres of health workers in the
three countries, however for this thesis I only re-analysed data that related to South African
doctors. This provided some contextual information on the issues faced by South African doctors
and how these contribute to their desire to migrate. Nevertheless, such data contributed only a

small part of the data for the thesis and I collected the remaining data independently.

1.6  The structure of the thesis
In order to answer the research objectives outlined in section 1.3, the structure of the thesis is as
follows:

e Chapter 2 reviews the literature on doctor migration. Reasons for the global shortage are
presented, as well as current trends in doctor migration and the consequences of this
movement. An emphasis is placed on the motivational determinants of migration in
order to determine the reasons for migration. Theories on motivation and migration are
reviewed. Finally, policy responses to migration are discussed.

e Chapter 3 specifically reviews the literature on temporary migration and draws together
examples of where and how it occurs. Programs to manage temporary migration are

examined to understand how such programs operate.



e Chapter 4 provides the source and destination country context. The HRH situation in
both Ireland and South Africa is presented in order to determine the factors which
contribute to doctor migration.

e Chapter 5 presents the conceptual framework which was developed from the literature.
This Chapter also presents the hypotheses about temporary doctor migration that were
generated by the conceptual framework.

e Chapter 6 clarifies the methodology used for each Component of the thesis and the

justification for this. Methodological and ethical concerns are also raised.

The results are presented in four Chapters (7-10). Each Chapter ends with a number of summary

discussion points resulting from the analysis presented.

e Chapter 7 presents the analysis of the Irish Medical Council (IMC) register in order to
determine migration patterns to Ireland.

e Chapter 8 presents the re-analysed data from the Motivation Project. This provides
information on the general working environment faced by doctors in South Africa.
Efforts were made to determine factors that affect retention and more specifically,
predictor variables which influenced intention to emigrate.

e Chapter 9 focuses on South African doctors who are temporary migrants to Ireland. A
profile 1s developed of temporary migrants in order to determine their motivation for
migration. Additionally, experiences of living and working on a temporary basis in
Ireland are explored to determine satisfaction with migration. Finally, the future plans of
doctors are explored, i.e. whether they intend to migrate to Ireland on a permanent basis
or remain in South Africa. This was done in order to establish whether temporary
migration is a prelude to permanent movement.

e Chapter 10 focuses on South African doctors who are permanent migrants to Ireland.
Similarly to Chapter 9, a profile is developed of permanent migrants to determine their
motivation for migration. Their experiences of living and working in Ireland are
explored so as to determine satisfaction with migration. Finally, future plans are
explored, i.e. whether doctors intend to remain in Ireland, return to South Africa or
migrate onwards. This was done in order to further gain an understanding of migration
patterns.

e Chapter 11 looks at the limitations of the research and the implications for the results.

e Chapter 12 discusses the findings of all four components and draws together all the
evidence. The conceptual framework is revisited and by drawing together all the

evidence it is possible to determine its validity.



e Chapter 13 provides the final conclusions. This chapter also suggests future policy
recommendations for managing doctor migration, in addition to outlining suggestions for

further research.

1.7 Contributions to Academic Literature

Doctor migration has for too long been considered a one-way process [14]. Temporary migration
is an understudied area in the literature. This thesis will therefore contribute to a better
understanding of the nature, extent and causes of temporary doctor migration. A key part of this
is the development of a conceptual framework which outlines the causes and dynamics of
temporary doctor migration. By doing, it is possible to identify areas which could be targeted for

policy interventions.

The need for more precise and up-to-date statistics in order to present an accurate picture of
migration has been indicated [52]. This thesis documents the current statistics of South African
doctors who have migrated to Ireland and their motivation for doing so. This information will be
applicable to current geopolitical, demographic, economic and social realities both within South
Africa and Ireland. Although this data is confined to doctors from one country migrating to
another one, this information will contribute towards the evidence base of current migration

trends from LMICs to high-income countries.

This thesis presents the major issues and challenges that are associated with measuring the
phenomenon of doctor migration. This in turn has implications for policy makers. The
techniques that have been used to answer the research questions posed here will contribute to the
knowledge base about the methodology that can be used for studying international doctor
migration.  Additionally, by applying Yin’s (2009) [48] robust procedures for case study

research, this thesis also contributes to the academic literature on case study methodology.

The Global Code, developed by the World Health Organisation (WHO), has put doctor migration
firmly on the policy agenda by placing a prominence on the ethical implications that it can cause
[53]. Other multilateral agreements, such as the EU Green Paper on the Health Workforce [54]
and the General Agreement on Trade in Services (GATS) both focus on facilitating temporary
migration. There is no evidence that GATS is actually affecting, or even facilitating temporary
mobility of doctors. It appears to currently relate to the temporary movement of other
professionals, for instance businessmen [55]. Further information about the GATS, as well as
other bilateral and multilateral strategies will be presented in section 2.10.1. While it is positive
that there is a global commitment to the development and implementation of policies to manage

doctor migration, there are only a few examples of innovative strategies that have been
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implemented. This thesis provides an additional illustration of temporary doctor migration and
the conditions under which it operates. This will improve the evidence base that is available to
policy makers worldwide who are striving to determine effective ways to manage doctor

migration.
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2 Literature Review

2.1  Introduction

All professionals have the potential to migrate, however no other group receives as much
attention as health workers. It has been said that ‘no other category of worker is so essential to
the well-being of the population of every nation’ [56]. It can be argued that the basis of this
statement is fair, seeing that the ability to provide health care in a country crucially depends on
having the human resources with which to do it [23]. Throughout this literature review, unless
specifically indicated otherwise, the term ‘migration’ will be used to refer to international
movement. Any reference to mobility within the country will be referred to as ‘internal

migration’.

The worldwide shortage of health workers is currently estimated to be more than four million and
migration is said to be one of the three major factors exacerbating this situation [23]. While the
other two factors (a history of underinvestment in human resources and the AIDS epidemic) are
no less important, there has been increased research throughout the world into migration, in

conjunction with issues of motivation and performance in the workplace [12].

Although in recent years, research has been conducted into out-migration of doctors [19, 21, 27,
57, 58], there is little concrete evidence to determine how much of this is permanent movement
and how much is temporary [3, 14]. Different types of migration have different implications for
both the source and destination country [58]. The implications of permanent migration are well-

documented [20, 25, 27, 59]; however, detailed information on temporary migration is scarce.

A review of the existing literature was conducted to determine what knowledge exists on the
dynamics of temporary doctor migration. This review provides the basis for the conceptual
framework. By identifying the variables and their associated relationships, the conceptual

framework sets the stage for the hypotheses.

There are several sections of this literature review. The first section (2.2-2.3) provides a global
profile of doctors and gives an overview of current international doctor migration trends. The
consequences of migration are also discussed. The second section (2.4-2.5) explains general
migration terminology and clarifies terms that are used in relation to doctor migration. In
particular, theories and categories of temporary migration are reviewed in order to determine
exactly what the phenomenon entails. The third section (2.6-2.7) explores motivational theories.
It is important to understand whether motivational attributes differ for temporary and permanent

migrants. Temporary migration may be a prelude, or ‘stepping stone’, to permanent migration
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and it is important to disentangle this issue. The fourth section (2.10) examines current strategies

that are being used to manage doctor migration.

This Chapter focuses on doctor migration from sub-Saharan Africa, as this region is affected by
the greatest burden of disease, chronic underinvestment and severe shortages of doctors [12].
However, reference will also be made to HRH challenges in other LMICs, especially countries in

the Pacific and Asia [60].

This review draws on literature and information gathered through a targeted search of literature
databases (PubMed, Web of Science and Google Scholar) and other websites, including, but not

limited to: Human Resource for Health Global Resource Centre, (www.hrhresourcecenter.org),

the WHO (www.who.int), the International Organisation for Migration (www.iom.int) and the

Migration Information Source (www.migrationinformation.org).

The key words used to search for relevant material were: ‘migration’, ‘doctor migration’,
‘medical migration’, ‘temporary migration’, ‘temporary migration programs’, ‘circular
migration’, ‘return migration’, ‘doctor motivation’, ‘retention’ and ‘sub-Saharan Africa’. No
date limitations were applied to the search, but there were language limitations. Articles were
only considered if an abstract and full article existed in English. Additionally a snowball process,
whereby the reference list of all relevant articles was scanned to discover additional material was

used in order to assist in the identification of grey literature.

2.2 A global profile of doctors

The WHO recommends that a doctor to population ratio of 20 per 100,000 is needed just in order
to carry out the basic requirements of the Millennium Development Goals’ (MDGs) [61]. As can
be seen in Table I there are considerable differences between the densities of doctors throughout
the world. High-income countries such as Belgium have 449 doctors per 100,000 (well over the
WHO recommendation) and low income countries such as Liberia have just 2 doctors per

100,000 (10% of that recommended by the WHO).

9 . =
The MDGs are eight goals that all 191 UN member states have agreed to try to achieve by the year 2015.

The ecight goals focus on combating poverty, hunger, disease, illiteracy, environmental degradation, and

discrimination against women. (http://www.who.int/topics/millennium_development_goals/en/)
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Table 1: Global distribution of doctors, as of 2006

Country Density per 100,000 | Doctors in the
population country (n)
Countries with Cuba 591 66,567
highest density Belarus 455 45,027
per population Belgium 449 46,268
Estonia 448 6,118
Greece 438 47,944
Selected OECD Australia 247 47,875
countries USA 256 730,801
UK 230 133,641
Canada 214 66,583
Countries with Liberia 2 103
lowest density Malawi 2 266
per population Tanzania 2 822
Ethiopia 3 1,936
Niger 3 377

Developed from [12]

2.2.1 Reasons for the shortage of doctors
The HRH crisis is being experienced throughout the world and all countries, rich or poor are
affected by shortages in their workforce [62]. Shortages are defined as an imbalance between the
requirement of skills and the availability of workers [63]. This definition has been elaborated
further to reflect not just the lack of trained personnel; but also takes into account the shortage of
personnel who are willing to work within the health system in addition to the insufficient

employment opportunities for those who are willing to work [64].

Countries with less than 250 health workers per 100,000 population are defined as having
‘critical shortages’ and 63% of the 57 countries that fall into this category are in sub-Saharan
Africa [12]. Health worker shortages, particularly of doctors, in these countries is ‘crippling the
already fragile healthcare systems’ and having dire consequences for the provision of healthcare

services [25].

Growing populations and increased burdens of disease (chronic in high-income countries and

HIV/AIDS in LMICs) are contributing to the increased demand for health services and this in
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turn is driving the need for more health workers [64]. The WHO has recommended that new
health workers are trained in order to tackle shortages [53]; however there are limitations to using

this as a sole strategy [65].

Chronic worldwide underinvestment in medical training has indeed resulted in an insufficient
numbers of doctors being trained [13, 66]. Countries need to be able to train medical graduates
in order to develop their workforce. Whilst data regarding education establishments is limited,
WHO medical school data (see Table 2) suggests that there is an urgent need in some countries to
increase training capacity for doctors. For instance, Africa has 15% of the world’s population
and less than 4% of the world’s schools compared to the Americas which has a smaller

percentage of the world’s population (13%) but over a quarter (26%) of medical schools .

Table 2: Number of medical schools by WHO region

WHO region Number of Medical schools
Africa 66

Eastern Mediterranean 137

South-East Asia 295

Western Pacific 340

Europe 412

Americas 441

Total 1,691

Developed from [12]

If strategies are to be implemented to develop the health workforce through increased training
there need to be funds available with which to do this [64]. Furthermore, any training needs to be
done as part of a country’s health workforce development plan. Currently, both LMICs and high-
income countries are experiencing issues of poor workforce planning [13, 66]. Good workforce
planning is essential for ensuring a sustainable number of personnel to deliver effective
healthcare services [23]. Workforce planning must taken into consideration training, recruitment
and attrition [64]. Additional factors such as increased ageing and feminization of the workforce
also need to be considered [66]. Feminisation affects the workforce as women are more likely to
choose to be employed part-time and this reduces the number of full-time equivalent staff [67].
Women are also more likely than their male counterparts to work in primary care services and

this affects the number of doctors available to work in secondary or tertiary care settings [68].

Effective workforce planning would also allow for task-shifting to be used as strategy to optimise
the roles of less specialised health workers [64]. Whilst the limitations of this are that the health

workers providing the care may not have sufficient specialised knowledge and there may be
15



mixed patient attitudes [69], overall task-shifting is seen as an effective strategy to enhance

provision of essential services [69, 70].

The total number of doctors available to work within a country’s health system is the ‘stock’ and
this affected by both inward and outward flows [1]. Inflows (or entry routes) include new
graduates of national medical schools and qualified doctors coming from other countries (i.e.
immigration). Outflows (or exit routes) can be temporary or permanent [12]. Figure | depicts

both these flows.

Figure 1: Entry and Exits for the workforce (‘Stock-flow’ model)

£ - [ , & ;
INFLOWS: OUTFLOWS:

*Newly qualified doctors STOCK: *Migration (emigration)
eMigration (immigration) Health sector eRetirement
*Returners workforce e|liness/Death

eChange of occupation

\& 5/ \& Y, G 55/

Adapted from [ 1, 12]

As previously mentioned in the introduction to this Chapter (section 2.1) health worker
migration, especially of the highly skilled cadres, is cited as one of the major reasons for the
decline in the workforce [23]. Consequently, this exit route is a key focus for this thesis rather

than the other three exit routes outlined.

2.3 Doctor Migration

Doctor migration can be internal (from one region to another, rural to urban or public to private)
or international [12, 23]. Both affect the capacity of health systems to maintain adequate staffing
levels and this in turn affects coverage, access and utilisation of health services [20]. Migration
from LMICs to high-income countries has increased over recent years and this is leaving the
poorest countries worst affected [36]. While some countries, such as India and the Philippines
specifically train health workers for export to high-income countries, this is not the norm and
unplanned loss through migration can be extremely costly [60]. It is difficult to determine the
full extent and effect of migration in countries such as Africa, as data on both in and out-flows

tend to be very poor [14].

Buchan (2008) states that ‘any examination of the migration of health workers should be based

on an understanding of the magnitude of the issue’ [1]. However, despite a widespread
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recognition of the importance of migration statistics, these continue to be incomplete and
inadequate [52]. The reasons for this relate to the fact there is no standardised way that
international migration data are recorded; migration studies have previously used registration
data, country of qualification, nationality and immigration statistics [71]. There are limitations to
all of these types of data, in particular immigration statistics as they do not tend to allow for
country comparison as there are often differences in permit durations'’ across countries for the

same types of migration [52].

Furthermore, it is widely acknowledged that there is a lack of consistency in classification and
there is no common terminology for migrant doctors or their origins [1]. Terms used in the
literature to describe doctors who have migrated include: non-national [72], foreign-born [58]
foreign-trained [22], overseas doctors [73], migrant doctors [74] and international medical
graduates [75]. The term ‘foreign-trained’ [21] refers to a doctor practicing in a country where
they did not obtain their medical degree. Although this does not allow for identification of
medical students who migrate in order to undertake their primary medical degree [76] it is the
commonly used term used by the OECD and the WHO. It is therefore the most appropriate term

to be used in this thesis when referring to migrant doctors.

2.3.1  Current trends of doctor migration
It is important to consider why some destination countries are chosen over others. Buchan
(2008) identifies 6 key factors that determine and maintain migration linkages, namely: shared
language, shared/similar culture, shared/similar education curriculum, recognition of
qualifications, geographical proximity/ease of travel and pre-existence of a migrant community

[1].

Colonial ties are influential for migration [77] partly because of language and recognition of
professional credentials. A medical carousel has been described [78] which identified major
migration patterns. For example: from Malawi to Botswana; from Botswana to South Africa;
from South Africa to the UK, USA, Australia and Canada [79]. This also demonstrates that some
countries are both source and destination countries. For instance South Africa is a major source
of doctors and also attracts doctors from other Sub-Saharan countries [57]. Interestingly, it
would appear that the USA is the only net receiver of doctors and very often the final destination

for those who had worked in other countries [14].

10 . - @ . ¢ A . s e s
Data on permits is used as an indicator in OECD countries to determine levels of migration.
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24 Migration: A review of current understanding and key concepts

Migration can be temporary or permanent [1]. Dustmann (2000) suggests that the characteristics
of temporary migrants differ from those of permanent migrants [39]. It is important to
understand how characteristics differ as it is plausible that ditferent types of migration have

different drivers, effects and policy implications.

This is no easy task as there is a lack of consistency in the definition of what ‘temporary’
migration is and it can be from 9 months to 10 years [80]. Furthermore, the category of what
constitutes a temporary worker differs from one country to another [52]. This lack of consistency
presents difficulties in data comparison and furthermore in determining who actually qualifies as
a temporary migrant. Section 2.4.1 below will look at the different types of migration that can
occur and will specifically focus on the distinguishing features of each type of temporary

migration.

2.4.1 Types of migration
Lowell and Findlay (2001) distinguish between the different terms used for international mobility
of skilled workers as each different type of migration has different implications for policy and
workforce planning [36]. The terms that they defined are outlined below and are not specific to
doctors, but in each case an illustration has been provided to describe movement that doctors

undertake.

e Optimal brain drain is described as ‘the ‘right’ amount of skilled emigration’ whereby
migration raises educational levels and stimulates economic growth [36]. In the case of
doctor migration it is not clear what the ‘right amount’ is, particularly when there is such
a global shortage of doctors, no country can really afford to lose doctors through
migration. It could be argued that Cuba has achieved the ‘right’ amount of brain drain,
with 20,000 doctors working overseas generating revenue which goes directly to the
Ministry of Health’s budget [81] whilst at the same time maintaining good health
indicators, including the eradication of polio, diphtheria, whooping cough, rubella and

neonatal tetanus and a life expectancy of over 77 years [82].

e Brain waste whereby there is no employment for native born workers [36]. Lowell and
Findlay (2001) state that this type of emigration poses little economic threat [36].
However, documentation exists that migrant doctors work as taxi drivers in destination
countries, which means they are under-employed within that country [83]. Furthermore,
there are anecdotal reports that doctors from sub-Saharan Africa are working in Ireland

as security guards, whilst doctor shortages in this region are a significant rate limiting
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step in the provision of antiretroviral (ARV) drugs [84]. Lack of access to ARVs poses a
very real economic threat [85] and if the shortage of doctors is hindering provision, then
this contradicts Lowell and Findlay’s (2001) definition of brain waste when applied to

migrant doctors.

Brain exchange whereby a loss of native born workers is offset by an equivalent inflow
of highly skilled workers [36]. South Africa is a net importer and exporter of doctors
[57] and Cuban doctors in particular have been recruited to compensate for the loss of
native South African doctors [86]. However, the loss of a native doctor may not be
adequately offset by the arrival of a non-native doctor, particularly when there are

cultural and language differences [37].

Brain globalization refers to trade and skilled mobility and infers that some level of
migration is integral to trade; in particular multinational companies require international
mobility [36]. The GATS was designed to progressively liberalize trade in health
services and part of the agreement refers to the temporary movement of health workers
[87]. How GATS will affect doctor migration is an area that is under-researched,

however what information there is will be discussed in section 2.10.1.1.

Brain export whereby developing countries choose to educate and export workers,
either through bilateral contract programs or in free agent emigration [36]. The
Philippines in particular has been using this as an effective strategy to generate financial
gain, through remittances [88]. As already mentioned, Cuba is another country which

has turned to exporting doctors [81].

These definitions are useful for examining the different types of movement and while policy

makers may aim for ‘optimal brain drain’, it could be argued that ‘brain export’ is the most

effective strategy to implement. The consequences of countries choosing to train workers for

export will be further explored in section 2.9.2.

One drawback of the migration terminology outlined above is that each of the terms implies one

way movement and, migration is rarely thus [1, 14, 89]. There are counter-flows whereby

migrants may leave one country to work in a second, then return home or move to a third

country, or both, or may even live in one country and regularly travel to work in a another

country [1]. King (1986) acknowledges this, and identified 6 types of migration which illustrate

permanent and temporary movement [35].



Figure 2: Different types of migration
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Whilst King’s categories are far from the exhaustive migration typology, they highlight the
different types of movement that the literature often describes unanimously as temporary
migration. For instance, return migration and circular migration tend not to be differentiated
[90]. It is really important to do this, as each type of temporary migration is unique and has
different dynamics [38]. Whilst it is helpful to describe different migration categories in order to
understand the diverse forms of mobility, it is however worth noting that categories should not be

too rigid as one migration type can easily morph into another [14].

The International Organisation of Migration (IOM) has elaborated King’s definitions and each
sub-category of temporary migration is outlined below. These are the most current definitions

and therefore are the ones that will be used by this thesis.

e Return migration: ‘The process of a person returning to his/her country of origin or

habitual residence usually after spending at least one year in another country’ [38].
e Re-emigration: ‘The movement of a person who, after having returned to his/her country

of departure, again emigrates’ [38]. King further specifies that the migrant re-emigrates

(or returns) to the same destination country where they had initially emigrated to [35].
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e Circular migration ‘temporary movements of a repetitive character either formally or

informally across borders, usually for work, involving the same migrants’ [90].

e Transient migration: ‘Professional or skilled workers who move from one country to

another, often as employees of international and/or joint venture companies’ [38].

e Second time emigration is defined by King as when a migrant returns to their home
country and then at some point re-emigrates but to a different country than before [35].
This implies it is a form of onward migration (i.e. the migrant does not end up as a

permanent resident of their home country.

Dustmann (2000) draws attention to the fact that the term ‘temporary’ is used from the
destination country’s perspective — meaning that transient migrants are classified as temporary,

even if they have left their home country permanently [39].

Important distinctions between temporary migrations are that some are time dependent and some
are frequency dependent. Return migration is defined as being more than a year [38] and is
further used by Wickramasekara (2011) to refer to ‘one migration cycle’ [90], which means that
this migration occurs once for a defined period of time. Conversely, the key element of circular

migration is the frequency with which it occurs.

Circular migration is not a new phenomenon and was used by Hugo in 1977 when describing
internal movement within Indonesia [40]. Return and circular migration gain the most visibility
with regard to developing strategies to manage migration [8, 42, 43, 90]. This is due to the fact
that these types of migration facilitate movement between the source and destination country.
Although re-emigration also facilitates the same movement, policy recommendations have not
devoted much time to promoting it. This could be that re-emigration is not as predictable as
circular or return migration and therefore is harder to manage. Policies have not focussed on
facilitating transient migration or second time emigration as these still represent a loss to the

source country as the migrant does not return permanently.

Evidence suggests that circular migration is taking place on a much wider scale [91] and more
recently the term has been associated with temporary migration programs [32]. Temporary
migration programs are just one way to facilitate circularity and this will be discussed further in

section 3.4.



24.2 Temporary versus permanent migration: differences in motivation
Contextual issues within the source and destination country will be the same for people who
become temporary or permanent migrants. However, the motivation for migration may differ.
The literature suggests that financial gain motivates temporary migrants whilst permanent

migrants are motivated by long-term career prospects and family considerations [92].

Temporary migrants may also be constrained by contract duration, however Dustmann’s theory
(2000) states that ‘optimising behaviour’ is an important feature of temporary migration [39].
This implies that temporary migrants have decided that this type of movement maximises a
desired outcome. Although this outcome has not been specified it is likely to be that migrants
can obtain the benefits of migrating to the destination country, whilst maintaining the benefits of

remaining in their home country.

As will be seen through the discussion on temporary migration programs (in section 3.4.2) there
is a debate about whether temporary migration is a stepping stone towards permanent migration
[93]. It is said that the strongest bond a foreign worker has to their home country is their family.
Reunification in the destination country can reverse previous plans to return, thereby resulting in
permanent migration [93]. Certainly, permanent migration has been a feature of previous
programmes which had the intention of facilitating temporary migration [91, 93, 94]. However,
Hugo’s study (1977) in Indonesia found that circular migration was not being used by migrants to

‘test’ other environments and the majority (93%) intended to return to their homes [40].

2.4.3 Relevance of migration types for the conceptual framework
A key focus of this thesis is to explore what motivates a doctor to migrate on a temporary basis.
The above section has indicated that migration can be permanent or temporary and has also
shown that there are different types of temporary migration. At this stage, the conceptual
framework will only distinguish between temporary and permanent migration and it is hoped that
analysis of the results will reveal whether there are different types of temporary migration
occurring in the presented case study of South African doctors working in Ireland. The literature
implies that individuals evaluate which type of migration will yield the maximum benefits to
them. This concept will form the heart of the conceptual framework as it suggests that
motivation for migration will influence what type of migration will occur. Another theme that is
emerging is the importance of the length of time spent abroad and this needs to be further

understood.
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2.5  Migration theories

The different types of movement have been considered in the section above and now it is
important to gain an understanding of why people migrate. Migration is an extremely intricate
process, affected by individual motivations, socio-economic factors and cultural norms [77].
Different theories have been developed in order to explain migration; however it is understood to
be the results of a desire for a better life and livelihood [95]. Arango’s (2002) fascinating article
provides a description and critical evaluation of the major migration theories, starting with neo-
classical theory, which is often criticized as it disregards any migration that is not labour related
and down plays the non-economic factors that are influential in migration [77, 95]. The article
then goes on to outline more contemporary theories, namely: individual aspects, new economics
of migration, dual labour market, world systems theory and push-pull theory [77]. It is useful to

briefly define the theories that Arango (2002) highlights and this done below:

¢ Individual theory stems from neo-classical theory in that each migrant looks for a
destination that will offer the highest wages.

e Conversely, the new economics of migration states that migration is a family, or
household, strategy in order to minimize risks (e.g. unemployment, loss of income).

® Dual labour market suggests that migration is caused by a permanent need for foreign
labour in developed societies as local workers are often reluctant to occupy unattractive
jobs.

e World systems theory builds upon individual decision making and migrant networks by
inducing how goods and capital flow and fit together.

e Push and pull theory states that movement of a population is ‘pushed’, through
dissatisfaction with current conditions, and ‘pulled’ by perceived better conditions

elsewhere.

While each of these theories provides a valuable insight into why migration occurs, they all have
flaws and do not take into account the fact that migration is diverse and multifaceted. It would
appear that these complexities cannot be explained by a single theory. For instance, ‘individual
theory’ is solely labour related; the dynamics of ‘new economics of migration” mean that the
decision is not made by an individual migrant. ‘Dual labour market” assumes that migration is
demand based and while Sanders & Lloyd (2005) argue that brain drain of doctors is demand
driven by high-income countries (this is explained further in section 2.8) [96] and thereby
confirming this theory, it does not take into account ‘push’ factors, or different immigration rates.
Finally world systems theory is only applicable at the global level [77, 95]. Furthermore, no
theory captures the importance of social networks that link migrants (potential, current and
returned). These are hugely influential in explaining migration as they facilitate the flow of

information, thereby reducing any uncertainties [77].
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The most widely accepted theory used to understand the drivers for doctor migration, is that of
‘push’” and ‘pull’ factors [1]. Motivation to migrate is therefore based on an assessment of the
situation in the home country (‘push’ factors) and the perceived situation in the destination
country (‘pull’ factors) [37]. Pull factors in particular are powerful motivators, for instance the
lure of well maintained high-tech facilities has been found to be very attractive to physicians

[19].

Motivation to migrate will also depend on the country of origin. It is said that migrants from
LLMICs place more importance on economic and employment related factors than migrants from
high-income countries who are more motivated by lifestyle [97]. However, I suspect that it is not
as clear cut as this and that lifestyle will also play a large part in the decision to migrate from

LMICs and this will be investigated further.

The decision to migrate is essentially a personal one and therefore susceptible to changing
personal circumstances [80]. There is a need to understand the drivers of migration, or individual
motives, therefore the following section will look at motivational theories and how these apply to

decision to migrate.

2.5.1 Importance of migration theories for the conceptual framework
Migration is clearly a complex issue due to its fluidity. It may not be possible, or necessary to
attempt to theorise migration. However conceptualisation allows for comparisons to be made
and provides guidelines for predictability. The above section has highlighted the inadequacies of
migration theories, particularly when applied to the phenomenon of temporary migration. What
the theories do however highlight are the concepts, definitions, and propositions that are involved
in migration. Migration is a multifaceted process, involving many different forms, types,
processes, actors, motivations, socio-economic factors and cultural contexts. It will therefore be

important to build these issues into the conceptual framework.
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2.6 Motivation

‘Man is a perpetually wanting animal’ [98]

Motivation provides the stimulus to migrate and has been used for analyzing current migration
trends [99]. Indeed individual motives are attributed to the dynamics of international mobility
and migration [1]. It is therefore necessary to review the literature around motivational theories

in order to understand how motivation really influences migration.

Motivation is defined as the ‘the psychological processes that causes the arousal, direction and
persistence of voluntary action’ [100]. Motivation is inherently an individual phenomenon, as
each individual is unique and different people have different needs, expectations, values, attitudes
and goals [100]. In fact, a hierarchy of needs was proposed by Maslow, whereby each of the five
levels must be fulfilled in turn before the individual can focus their attention to the next level.
The first level is associated with physiological needs which must be met in order for the human
body to survive and the highest level is self actualization, whereby there is a desire to reach
personally set goals [98]. Maslow’s theory has been influential for exploring motivation and
behaviour and has been used as a model for understanding in business [101], for use of incentives

for health workers [62], as well as to explore migration decisions [102].

There are limitations to Maslow’s theory of needs, namely the assumption that once lower needs
have been met, human needs move onto a higher level and although this may make intuitive
sense, there is little evidence to support such a strict hierarchy [103]. Furthermore, the model
ignores the often-observed behaviour of individuals who tolerate low-pay for the promise of

future benefits [104].

Additionally, Maslow’s theory refers to the broad topic of human motivation and is not specific
to work motivation, which refers to the ‘psychological process that have direct implications for
individual behaviour in the context of work and in particular those processes that influence the
individual’s accomplishment of workplace goals and tasks’ [105]. Furthermore, study of worker
motivation typically focuses on how personality traits, values and organisational practices
influence employee actions that are critical for organisational success and thus motivation for
work is viewed as a result of the interaction between personal and organisational forces [105].
Worker motivation, crosses many disciplinary boundaries, including psychology. economics,

human resource management and sociology [106].

Herzberg’s two factor theory looks at employee motivation and identifies two categories that
influence job satisfaction (and motivation) and determines that these are distinct from factors that
lead to job satisfaction [107]. The first category, ‘motivators’ include achievement, recognition,
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the work itself, responsibility and growth/advancement, which are intrinsic to the job and the
primary cause of job satisfaction [107]. These factors (often referred to as ‘job content’) are a
group of needs, which if satisfied will encourage employees to worker harder [104]. Conversely,
‘hygiene’ factors are the primary cause of unhappiness in a job and include company policy,
supervision, interpersonal relationships, working conditions, salary, status and security [107].
These factors relate to ‘job context’ and dissatisfaction with any of these things can lead to
decreased motivation [104]. It is important to note that Herzberg states that the opposite of job
satisfaction is not job dissatisfaction, rather it is no job satisfaction [107]. Herzberg’s theory has
been used to identify key motivators amongst health workers in Vietnam [108] and Zimbabwe

[109].

While Herzberg’s theory is useful for advocating job enrichment as a way to motivate workers it
is criticized for being method bound, lacking reliability and precision in defining the factors and
furthermore ignores individual differences [104]. Certainly, while providing a useful tool with
which to explore motivation in the workplace the other critical factor that it ignores are personal
circumstance, which will in turn affect what an individual needs. Kanfer’s (1999) model goes
beyond the simple distinction of motivators and satisfiers by identifying two internal
motivational components, the origins of which are determined by the individual, the immediate
organisational work context and the cultural context [105]. *Will do’ relates to the extent to
which workers adopt organisational goals and ‘can do’, which is the extent to which workers

mobilize their personal resources to achieve joint goals [105].

Other popular motivational theories devised in the 1960s include ‘Expectancy Theory’, whereby
people are motivated by the expectation that their work will be instrumental in receiving a certain
valued outcome and Equity Theory, which is concerned with justice with people expecting a
balance between work efforts and the rewards that these efforts produce [104]. Both these
theories are concerned with rewards and there are issues around employees’ competencies, their

behaviour, the surrounding environment as well as the effects of overpayment [110].

Goal-setting theory has been researched for nearly four decades and defines motivation as the
intent of an employee to meet certain goals [111]. Individuals make a conscience decision about
which goals to pursue and this directs their behaviour. Once committed to a goal, an individual
will make more effort to achieve it [104]. Locke & Latham (2002) argue that because goals are
self-set, people with high self-efficacy set higher goals than people with lower self-efficacy
[111]. Additionally, people with high self-efficacy are more committed to assigned goals and
respond more positively to negative feedback [111]. Goals are also a theme highlighted by
Kanfer (1999), whose paper provides an invaluable insight into the two interrelated psychological

systems that are involved in worker motivation. These are goal choice and goal striving. Kanfer
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(1999) further provides a heuristic framework for motivational processes [105]. Although Franco
et al. (2002) state that individual goals are an important individual-level determinant of work
motivation [106], it would seem from the literature that the importance of goals is often
overlooked in studies of health worker motivation. For this thesis, the interesting thing about
Goal-setting theory is the specified time limit within which goals are to be achieved [111]. This

in turn influences the duration of migration.

All of the popular motivational theories have their flaws, but they do provide an insight into the
motivational environment faced by employees. Delivery of health care is very labour intensive.
Consequently service quality, efficacy and equity are all directly affected by health worker
motivation [106]. Motivational theories offer possibilities for designing effective workplace
strategies and are therefore appealing to policy makers. However, it is important to note that
while motivation is paramount to achieving higher productivity within the health system it is not
sufficient by itself to ensure effective healthcare provision. Infrastructure and other contextual

factors will also have an impact [62].

It is also recognized that individual motivation fluctuates over time, even in a stable work
environment [106]. Whilst most theories recognize these concepts, very few have attempted to
address other factors that influence human behaviour at work such as social, cultural and

economic contextual factors [104].

Health worker motivation has become an important area of HRH research [S1, 106, 112-114].
The widely accepted definition of motivation is ‘an individual’s degree of willingness to exert
and maintain an effort towards organizational goals’ [106]. Whilst motivation studies have been
conducted in relation to performance [104, 106, 113] and job satisfaction [115. 116], it has
become increasingly clear that motivation and retention are closely interlinked [S1]. Health
worker motivation has therefore become a topic of growing interest in order to develop a deeper

understanding of how ‘de-motivation’ contributes to the ‘brain drain’ [62].

2.6.1 Importance of motivation for the conceptual framework
Individual motivation will influence whether a doctor will consider migration. An important
aspect of this relates to what goals an individual doctor wants to achieve. The literature suggests
that if migration has taken place in order to achieve a specific goal the time it takes to achieve
this goal will influence the duration of migration. This concept of what goals have been set is an
important one to carry forward into the next sections. It is possible that temporary and permanent

migrants have different goals. This will be an important feature of the conceptual framework.

27



2.7 Doctor motivation and retention

This section seeks to draw together the evidence on how motivation affects retention, and
ultimately migration. There are two aspects to motivation. Although they are related, they are
often confused; namely, motivation to stay in a job and motivation to perform. The former
means that even though the worker is retained within post there is no guarantee that they will be
productive. However the latter, implies that the worker is productive [62]. This means that
motivation is not synonymous with performance, nor is performance univocally determined by

motivation [105].

Job satisfaction should not be equated with worker motivation [106]. The two concepts are
related however and dissatisfied and de-motivated staff are difficult to retain [117]. Whilst
retention relates to any losses from employment, it is how retention relates to loss from the

country (i.e. emigration) that is of interest for this thesis.

While economic factors play a large role in health worker motivation and retention, they are not
the sole reasons for migration [60]. Migration is a personal consideration, based on conditions in
the source and destination country. Many doctors who migrate are hoping to improve their
professional and financial situations [10]. As a study carried out of South African doctors found
‘It is not always a case of simply money, although some are keen to go for a short period and
make a lot of money. For those that emigrate there are considerations of their families, their

schooling and their prospects’ [92].

As indicated in section 2.5, the push and pull theory of migration is the one mostly commonly
used for describing health worker migration, particularly that of doctors. Dovlo (2003) describes
six gradients (income, job satisfaction, career opportunity, governance, protection and social
security) whereby the complex combination of both ‘push™ and ‘pull’ factors lead to a threshold
decision to migrate [118]. Push and pull factors interact and relate to one another and both need
to be present. It doesn’t matter how strong the pull factors are from the destination country, there
also need to be strong push factors from the source country [119]. In addition, where the relative
(or perceived) gap between factors in the two countries, e.g. income, is significant, the pull of

destination country will be very strong [1].

Low remuneration in LMICs is said to be one of the most influential factors in a doctor’s

decision to emigrate [20]. The public sector, in particular, is often associated with low

remuneration and doctors in Ethiopia reported that salaries in the private sector were three or four

times as much as that received by a government worker (the equivalent of US$118, of which

US$36 is tax) [120]. Remuneration varies widely, and monthly salaries listed for physicians in
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1999 ranged from US$50 in Sierra Leone to US$1,242 in South Africa [7]. While it is useful to
examine different wages within each country, it is difficult to directly compare remuneration as
standard of living is not taken into consideration. Vujicic et al. (2004) were able to convert
salaries into purchasing power parity to represent cost-of-living adjusted wages that could be
compared and found that there are large wage differentials between source and destination

countries [121]. This confirms that wage differentials are a strong incentive to migrate [122].

Common pull factors are often the opposite of push factors. They include: better pay, better
working conditions, safer work environment, increased opportunities for professional

development and better opportunities for their children [96].

Additionally it is said that one of the main ‘pull’ factors is the recruitment practices of high-
income countries [17, 96, 123]. For instance, shortages in countries such as the UK have led to

intense recruitment drives [ 123].

It is important to distinguish between active and passive recruitment. Active recruitment
specifically targets doctors through active campaigns [124]. These are done in a way that
‘entices’ doctors to come to a country, when previously they may not have considered relocation.
Passive recruitment is when an individual initiates the decision to migrate themselves [124].
What countries claim is active and passive recruitment can become unclear [66] and it will be
discussed further in section 2.8 if demand for doctors within high-income countries is driving

migration.

Padarath et al. (2003) categorise push and pull factors as either endogenous (factors within a
country’s health system e.g. remuneration, working conditions and career development) or
exogenous (factors that arise outside the health system e.g. quality of life, crime and political
stability) [119]. Table 3 shows the main push and pull factors involved in doctor migration, as

identified by Buchan (2008) [ 1], categorized as either endogenous or exogenous.



Table 3: The main push and pull factors associated with doctor migration
Push factors Pull factors
Low pay Higher pay
Few opportunities for increasing salary | More opportunities to increase salary
Endogenous | Poor working conditions Better working conditions

(within the

Lack of resources/equipment

Better resources/equipment

health Limited career opportunities Career opportunities

system) Limited educational opportunities Provision of further training
High HIV/AIDS prevalence Lower HIV/AIDS prevalence
Unstable/dangerous work environment | Safer work environment
Limited education for children Better schooling opportunities

Exogenous

(outside the
health

system)

Unstable political situation

Political stability

High crime rates

Lower crime rates

Poor quality of life

Better quality of life

Civil unrest/war/political repression

Free from civil and political unrest

As well as push and pull factors, Padarath et al. (2003) additionally highlight a second set of
factors, namely ‘stick’ and ‘stay’ factors, which must be overcome before an individual is willing
to migrate [119]. Stick factors keep people in their home countries. They include social values
(such as family and cultural ties) and the presence of barriers to migration, such as re-
qualification costs, language differences and immigration procedures [119]. Work factors, such

as being valued by society, may also serve as stick factors [14].

‘Stay’ factors operate in the destination country to prevent a migrant from leaving. They are
generally due to the development of new social and cultural bonds [119]. They relate to a
reluctance to disrupt family life and the view that the standard of living is higher in the

destination country [14].

Table 4 shows the typology of migrant health workers that has been developed. This was in
order to delineate between different push and pull factors, whilst considering individual
characteristics [4]. These typologies have been related to nurses [125], however no reference

was found in the literature that doctors have been categorised in this manner.
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Table 4: Typology of health worker migrants

Migrant type Motivation
Economic Solely attracted by the possibility of extra income
Qualify of life Interested in safety and well-being. Less motivated by

economic reasons

Career move Motivated by enhanced professional opportunities

Survival Trying to escape political oppression or conflict

Partner Migrated to follow their partners

Adventurer Motivated by having new experiences and visiting new places.

Travel can be for several years and across several countries.

Holiday worker Motivated by broadening personal horizon, but over a pre-

defined period of time

Student Attainment of qualifications for use in home country

Contract worker Works for fixed term, often to earn additional income or

improve job prospects in home country

Developed from [4, 14, 125]

Whilst Buchan (2006) and Kingma (2006) categorise ‘economic migrants’ as permanent migrants
[4, 125], Rogerson (2007) argues that wages are the major catalyst for temporary migration and
that permanent migrants are more motivated by long-term prospects [9]. It is inevitable that both
permanent and temporary migrants will be attracted by finance gain; however, what is unclear
from the literature is whether it is a more important driver for one migration type as opposed to

the other.

2.7.1  The implications of push and pull factors for the conceptual framework
Push and pull factors create the desire to migrate. Migrants also have to overcome stick factors
within the source country in order to migrate. For temporary migration to occur it could be that
‘stick” factors can be overcome, but that ‘stay’ factors are less influential. This means that there
are less powerful factors within the destination country that prevent the doctor from leaving. The
literature suggests that stay factors are only built up over a period of time. As temporary
migrants are only in the destination country for a short period, it is likely that stay factors do not
develop. This means in order to maintain temporary migration, the duration in the destination
country has to be shorter than the time it takes for stay factors to become significant. This
highlights again, that duration in the destination country is a key factor involved in the dynamics

of temporary migration.



2.8  Is demand within developed countries driving migration?
‘Because of incentives - often provided by donor nations - many African doctors and nurses

understandably go overseas’ (President Obama, 2009'")

Stilwell et al. (2004) argue that health worker migration is primary demand led. Furthermore,

this demand is being driven by workforce shortages in destination countries [80].

Mounting evidence shows that many OECD countries, in particular Ireland, have seen rapid
increases in the proportion of foreign-trained doctors working within their health systems [21].
Foreign-trained doctors, many of whom are from LMICs, make up between 23-28% of the doctor
workforces of the USA, UK, Canada and Australia [26]. The reliance of doctors from LMICs
does not stop destination countries from drawing on each other. Doctors from the UK constitute

the largest group of foreign-trained doctors in Canada and Australia [26].

The growing demand for doctors in high-income countries is caused by several factors. These
include demographic shifts (increased ageing and increased feminization of the workforce), poor
workforce planning and a chronic underinvestment in medical training [66]. Increased
urbanization also makes rural retention very hard. For instance, 20% of Americans live in rural
areas, but fewer than 9% of physicians live in these areas [61]. Additionally, the proliferation of
private health services in high-income countries has aggravated the demand for foreign-trained

doctors to work in public health facilities [126].

Severe staff shortages within high-income countries fuel a dependency on foreign-trained
workers [21].  Many high-income countries are now increasingly reliant on professional

recruitment agencies who source health workers internationally [12].

As stated in section 2.8 above, one of the main ‘pull’ factors is said to be the recruitment
practices of many countries. Table 5 illustrates selected OECD countries and the numbers of

foreign-trained doctors who are working there [12].

"' An extract from a speech made by President Obama in Ghana (11 July 2009). The full text of the speech
is available at http://www.huffingtonpost.com/2009/07/1 I /obama-ghana-speech-full-t_n_230009.huml
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Table 5: Foreign-doctors working in selected OECD countries (2006)

Foreign-trained doctors in | Comprise % total workforce
each country (n) in that country
New Zealand 2,832 34
UK 69,813 33
USA 213,331 27
Canada 13,620 23
Australia 11,122 21
France 11,269 6
Germany 17,318 6

As can be seen, by 2006 the USA had the largest number (n=213,331) of foreign-trained doctors.
However, the composition that foreign-trained doctors formed of the workforce was highest in

New Zealand, despite having smallest actual number (n=2,823).

There is keen competition within OECD countries to attract foreign-trained doctors [52]. The use
of active international recruitment has raised several ethical issues, and countries have been
accused of ‘poaching’ health workers from LMICs [19, 127]. Active recruitment of nurses is
well documented [ 14, 128]. The nature of these campaigns have been termed ‘aggressive’ at

times [ 129].

Active and passive recruitment were defined in section 2.7. To recap, active recruitment is
usually done within the source country and targets doctors in a way that ‘entices’ them to come to
a country when they may previously have not intended to relocate; passive recruitment is where
an individual initiates the decision to migrate themselves [124]. However, the difference
between the two practices can be ambiguous. For instance, Canada is not seen as actively
recruiting from LMICs, but there is ongoing advertising in southern Africa. This, in addition to
favourable immigration policies portray Canada as an attractive place for doctors to migrate to

[66].

Active recruitment is discouraged as part of the WHO Global Code (which will be discussed
further in section 2.10.1) which was adopted by member states in 2010 [53]. Despite agreeing to
the terms of the WHO Global Code, Ireland carried out an active recruitment campaign to recruit
230 junior doctors from India and Pakistan in 2011 [130]. These countries are not normally

considered as experiencing severe shortages of doctors [76]. However, it cannot be assumed that
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there are no effects of such active recruitment campaigns on the source countries’ health system.

Consequences of doctor migration are discussed further below in the next section.

2.9  The consequences of doctor migration

Ultimately the destination country is seen to be the ‘winner’ in doctor migration as they benefit
through a rapid increase in staff [131]. Source countries tend to be portrayed to be the ‘loser’. It
is evident that loss of personnel through doctor migration is constraining the ability of fragile
health systems in LMICs to function properly [12]. In addition to directly affecting provision of
health services, other financial and non-financial losses have been noted [28]. In order to explore
the positive and negative consequences of doctor migration, perspectives from the individual,

source and destination country need to be reviewed.

2.9.1 The consequences of doctor migration for the individual
Doctors migrate in order to overcome push factors within their countries so that they can improve
their livelihoods and lifestyle [10]. Hagopian et al. (2005) describe it as searching for ‘greener
pastures’ [19]. Migration offers an opportunity for doctors to earn higher income and learn new
skills [94]. To this end, positive consequences of migration for the doctor usually focus around
better working conditions, better pay, better training and more opportunities for their children
[20, 132]. The resourcefulness of doctors to improve their situation is illustrated in Rogerson’s
study (2007) ‘They (doctors) will always find other places to carve out a future if they are not

happy’ [9].

Despite the positive consequences of migration for doctors, there are also negative consequences.
Many relate to expectations of the destination country not being fulfilled. This is particularly the
case for non-EU doctors who have migrated to Ireland for postgraduate training and found that
there are limited opportunities afforded to them [133]. Racism is widely reported in the UK, with
foreign-trained doctors reporting that they are looked down on and do not receive equal treatment
[134]. Lack of skill recognition was also found to be major source of frustration: ‘I probably
performed between 100-200 C-sections over 15 years and they did not grant me C-section
privileges....you come with skills and they basically just say that because you haven't worked
within an academic centre you are not granted these privileges’ [135]. Finally, despite receiving
larger salaries, doctors reported that the cost of living in destination countries is extremely high

[136].



2.9.2  The consequences of doctor migration to the source country
Haour-Knipe & Davies (2008) state that global labour market forces are driving out-migration
and further report that many African and Asian countries are ‘unwilling exporters’ of doctors

[14].

Source countries often have low doctor to population ratios [1, 10, 12, 13, 80]. This means that
the loss of one doctor will have greater impact on the source country than the gaining of one

doctor will have on the destination country [95].

The negative consequences of migration on the source country are loss of investment (through
educational costs and potential taxed income) as well as the impact on health systems due to the
reduced workforce. In Kenya, the financial loss of an emigrating health worker to the country
was calculated to be USD 517,931 for a doctor and USD 338,868 for a nurse [28]. Medical
education in West Africa is estimated to cost between USD 2,000 and USD 10,000 per year, per
student and this figure does not include the student’s personal costs [19]. Non-financial losses

include loss of mentors for trainees, impaired referral systems and loss of role models [28].

There are benefits of migration to the source country. These, however, are often documented as
minimal, and losses more likely to be highlighted. Billions of dollars are generated each year in
remittances. In Egypt, remittances have been a major source of foreign currency and by the early
1990s represented 5-11% of the GDP [89]. Money sent home by migrants may be spent on
housing and family maintenance but in time investments result in increased social mobility, for
instance education [14]. Returning migrants can use their skills to develop businesses — for
instance, a returning doctor set up India’s first corporate hospital chain [137]. It is, however,
argued that remittances may not boost the economy if the costs of lost personnel and skill are

greater [95].

Some countries overproduce health workers for the purpose of export and it is claimed that there
are significant returns to this strategy. Filipino nurses working overseas report the benefits of
being able to send money home to their families, engage in further studies and travel [138]. Due
to the trade embargo, Cuba turned to trading in healthcare professionals and services in order to
earn US dollars. Currently over 20,000 Cuban doctors are working overseas, many of whom are

in Venezuela, but they also work in Africa [81].

This strategy is not however without drawbacks - Filipino nurses report that they would not
return to work within the Philippines due to poor working conditions [138], therefore their skills
have essentially been ‘lost” to the source country. In Zimbabwe, national doctors are de-
motivated by their government’s decision to use Cuban trained doctors to meet labour shortages
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rather than invest in developing domestic supply. Furthermore, it was felt that the economy will

suffer as a result of transfer of domestic currency into US dollars to pay the Cuban doctors [95]

2.9.3  The consequences of doctor migration for the destination country
In the UK each qualifying doctor costs £200,000-£250,000 and 5-6 years to train, so in
economic terms, every doctor arriving in the country is appropriating human capital at zero cost
to the UK health services [56]. Doctor migration therefore benefits the destination country by
filling vacant posts [122]. International recruitment of doctors has been described as a ‘quick fix’
to solving staff shortages in countries [14]. Additionally, foreign-trained doctors have been
found to work more unsociable hours, with twice as many working night shifts compared to

native doctors [58].

Employment of migrant doctors is however, not without challenges. Managers involved in
recruitment of foreign-trained doctors have reported differences in clinical and technical skills,

language and racism in the workplace as well as a negative reaction from patients [ 139].



Table 6:

The main consequences of doctor migration for source and destination countries and the individual migrant

Source country

Destination country

Individual

® Generation of remittances

® Ability to acquire new skills and

® Rapid increase in staff numbers

® Cheaper than training new doctors

® Financial gains (higher remuneration)

® Access to training

qualifications ® Career advancement
Advantages ® Improved work environment
® Improved living conditions
® Better education for children
® Work opportunities for spouse
® Exacerbates workforce shortages ¢ Differences in clinical abilities ® Disruption of family life (separation from
® Financial loss through educational costs ® Reliance on overseas workers reduces relatives)
and potential taxed income investment into training ® [anguage difficulties
® Rural areas are worse affected ® Differences in language ® Cultural differences
Disadvantages

® [_ow morale of staff who remain

® [ oss of mentors/role models for trainees

® Racism in the workplace/ negative

patient reaction

® Travel & setting up expenses
® Negative reaction from colleagues
® [oss of professional status

® Higher cost of living in destination country




2.10 Policy Responses to international doctor migration

Mejia (1978) recognised that measures to foster migration are more effective than measures to
curb it [10]. It is not possible to ban doctors from migrating as freedom of movement is a human
right [3]. This issue of human results is crucial when policy responses are being developed for
international doctor migration [12]. On the one hand, health workers should be able to leave
their country and seek a better life and on the other hand, the populations in the source countries
have a right to access to health care [79]. Indeed, other professionals can migrate freely and it
could be less people would enter the health workforce if they knew that their qualification

prohibited them from migration.

Many policy analysts focus not on whether skilled migration is good or bad, but rather note its
integral role within globalization and the conditions needed to benefit both the source and the
destination countries [36]. To this end, international and national policy makers have tried to
focus on ways to manage doctor migration so as to alleviate the negative impact to the source

country [79].

Doctor migration can be managed in different ways. As already noted some countries, such as
the Philippines and Cuba, intentionally train excess numbers of doctors, in order to export them
to other countries [61]. It could be argued that in these countries people embark on their medical
training with the purpose of emigrating [140], however a study found that only a minority of
doctors in India (a known exporter of doctors) consider emigration when starting their career
[73]. Section 2.10 will review some of the lessons learnt from these policy responses used to

manage migration.

There are several concepts that need to be looked at when exploring issues around migration,
particularly the challenges around motivation and retention of doctors. These issues need to be
understood in both source and destination countries. For instance, if issues around motivation
and retention were to be addressed in high-income countries it might reduce their dependency on

recruiting doctors from LMICs [62].

Highly-skilled workers are disproporiionately more likely to leave LMICs [97]. Some policies
responses that have been identified [36] in response to the emigration of highly-skilled workers

are as follows:

e Return of migrants to their source country
e Restriction of international mobility
e Recruitment of international migrants

e Compensation for loss of human capital
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e Retention through education policies

e Retention through economic development

Return of migrants to their own country, or encouragement of ‘return migration” comes under the

umbrella of temporary migration and so will be discussed in detail in section 3.3.

Some of the policies above have been used in response to the emigration of doctors. For
instance, there has been a renewed increase in using mid-level cadres in Africa due in part to the
reduced training time and also because their qualifications are not internationally recognised it

means they are less likely to migrate [141].

It has been suggested that high-income countries compensate source countries for the loss that
they incur when doctors migrate. What is adequate compensation is difficult to calculate and it is
suggested that it reflect training costs, lost tax revenue, increased mortality and morbidity in the
population aggravated by staff shortages and the recruitment of expatriate staff to fill vacant

posts [118].

In terms of education policies, early responses to the shortages of doctors in LMICs focused
mainly on issues of training capacity, but this does not address retention. It has become
increasingly clear that this is a more important issue, along with use of incentives and motivation
of those who remain [142]. Financial and non-financial incentives are important to attract, retain
and motivate health workers and thereby reducing the ‘push factors’ [S1]. Furthermore, it is has

been documented that high levels of morale improves retention of health workers [118].

Martineau et al. (2002) argue that source countries need to improve their retention strategies and
until this happens, the attraction strategies of destination countries will continue to draw doctors
[7]. Whilst it is acknowledged that retention strategies could be improved, particularly through
better implementation and management [143] one strategy in particular has been accredited with
success. The Global Health Workforce Alliance (GHWA) attributes Malawi’s six-year
Emergency Human Resources Programme (EHRP) with a decrease in nurse migration to the UK

[144].

Policy innovations to foster international cooperation to ethically manage the demand for doctors
globally are now being heralded as the way forward [54]. Due to the diverse nature of these
bilateral, regional and global policies, some examples of international agreements are outlined

below.



2.10.1 International agreements
Codes of Practice and Memorandums of Understanding (MOUs) have been developed in order to
achieve three main aims: maintaining migrant workers’ rights, supporting their effectiveness in
the workplace and protection against aggressive international recruitment within source countries
[145]. Both Codes of Practice and MOUs have been developed throughout the world and

promise mutual gain through migration [54].

MOUs are bilateral, often referring to specific groups of health workers which means they tend to
be more specific than Codes of Practice [145]. The National Health Service (NHS) in the UK is
a world leader in developing Codes of Practice for recruitment of health workers [79]. The Code
prohibited active recruitment of health workers from LMICs [79]. This was not mandatory and
schemes such as the International Fellowship, whereby highly qualified doctors were offered two
year consultant salaries, plus up to £62,000 to assist with relocation and housing in essence
contravened this Code of Practice. In addition, the Code only covered public sector posts, so
staff hired to work in the private sector were then able to leave their posts and work within the
NHS [146]. The NHS Code was revised in 2004 in order to include recruitment agencies and

private sector providers [145].

In 2003 South Africa and the UK signed an MOU in order to create opportunities for health
workers from one country to spend time, either in education or in practice, in the other country
[54]. The South African Minister of Health reported in 2005 that the MOU had been successful
in managing health worker migration [12], however the evidence to substantiate this claim is

extremely limited.

The Commonwealth Code of Practice for the International Recruitment of Health Workers
sought to support the rights of health workers to migrate, whilst applying the principles of
transparency, fairness and mutuality of benefits and working improve workforce planning within

destination countries [147].

The EU Green Paper on Health Workforce (2008) saw a commitment to the work being carried
out by the WHO on the ethical recruitment of health workers [54]. This commitment was then
expanded outside the EU, with all WHO member states adopting the Global Code of Practice on
the International Recruitment of Health Personnel at the 63 World Health Assembly [53]. In
addition to the discouragement of active recruitment from countries experiencing shortages, the
Code encourages Member States to ‘train and retain’ a sustainable workforce, as well as provide

statistics on migration [ 148].
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Figure 3: Emergence of international agreements to address health worker migration
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Bilateral agreements have been hailed as an innovative way of countries being able to manage
doctor migration [54], Connell and Buchan (2011) hold a more nuanced approach noting that
there are no incentives for countries to adhere to Codes [145]. Like all Codes, the WHO Global
Code is voluntary and cannot instantly redress health worker issues; however it is hoped that it

will provide a framework for developing policies to strengthen health systems worldwide.

Whilst these agreements focus mainly on addressing permanent migration and not specifically
temporary migration, it is useful to reflect on the international discussions on management of
doctor migration. A further international agreement, which does focus on temporary movement,
though is not specific to health care, is the General Agreement on Trade in Services (GATS).
Due to attention that this has received regarding temporary doctor migration [45, 96, 126] it is

discussed in detail below in section 2.10.1.1.

2.10.1.1 The General Agreement on Trade in Services (GATS) and health

services
The principles of the World Trade Organisation (WTO) are that trade should be without
discrimination, without barriers, more competitive and more beneficial for less developed
countries [149]. The General Agreement on Trade in Services (GATS) was developed in order to
provide legally enforcing conditions for trade in internally traded services (e.g. banking,
telecommunications and tourism) and all members of the WTO have ratified the Agreement

[150]. One of the expectations of GATS was that it would be the first step towards labour market
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liberalization, i.e. that professionals and semi-skilled workers from developing countries could

access employment opportunities in industrialised nations [29].

The GATS extends the traditional concept of cross-border trade by distinguishing four modes of

supply [150]. How these apply to health services is outlined below [149]:

e (Cross-border supply (Mode 1): Services supplied from one country to another (e.g.
telemedicine)

e Consumption abroad (Mode 2): Consumers making use of a service in another country
(e.g. health service delivery to foreign nationals)

¢ Commercial presence (Mode 3): Foreign company setting up subsidiaries or branches to
provide services in another country (e.g. private hospitals and clinics, private health
insurance companies)

® Presence of natural persons (Mode 4): Individuals travelling from their own country to

supply services in another (e.g. migrant doctors)

The GATS is viewed negatively where health systems are concerned [96]. Rather than see it as
an opportunity for reform that could improve efficiency, less than 40% of WTO members have
undertaken some form of commitment on health in comparison to 90% of members for tourism

services [150].

Table 7 shows the positive effects and the limitations that increased trade could have. Potential
benefits are that the increased foreign investment may help to create employment opportunities
and deter people from moving abroad, thereby reducing the brain drain [150]. Additionally, there
could be improved exchanges in clinical knowledge and improved standards of care through

promotion of international certification procedures for providers and facilities [151].

There are also limitations that an increase in trade in health services could bring. It is possible
that benefits are only reaped by selected organisations and certain health personnel, leaving the
economically poor disadvantaged [150]. The greatest concern however, is that it is not known
how the GATS will affect the international migration of health personnel [29, 96] and Sanders &
Lloyd (2005) argue that GATS ‘facilitates the erosion of restrictions placed on immigration,

entry visas, works permits’ and will thereby aggravate the medical brain drain [96].
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Table 7 Limitations and benefits that could be brought around through trade in
health services
Mode Limitations The benefits that could be brought
from trade health services
Mode 1: Due to the technology needed Improved exchanges in clinical

Cross-border

supply

‘telemedicine’ may not yet be

feasible in all countries

knowledge

Mode 2:

Consumption

Non-portability of insurance

entitlements may restrict people

Foreigners coming for treatment could

be charged special taxes or charges.

abroad going abroad to access health These proceeds could be used to
services enhance the domestic services
Mode 3: Countries are reserving right to Increased foreign investment and

Commercial

restrict incorporation of foreign

creation domestic employment

presence companies so as to protect of opportunities
domestic ones
Mode 4: Non-recognition of foreign Increased remittances, skill acquisition
g g q

Movement of | qualifications and ceilings on and transfer of knowledge

people numbers of foreign workers.

Adapted from [150, 152]

Despite the modest role of GATS Mode 4 to date, many organisations aim for it to remain at the
top of the agenda. The Global Commission on International Migration (GCIM) for instance has
called for increased dialogue between experts dealing with international trade and international
migration [29]. More specifically to healthcare the WHO has established closer ties with the

WTO in order to ensure that public health remains present on the trade agenda [151].

2.11

Push and pull factors create a desire to migrate. Different types of migration have been identified

Summary of the literature review

and each has different implications for policy. Mobility is a basic human right, however, it clear
that LMICs are worse affected by migration and this has led to the need to develop policies to

mitigate these negative effects.

As outlined in the sections above, promotion of return and circular migration are one of the
strategies that have been suggested could manage migration. The review of migration
terminology found that these are both a type of temporary migration. Temporary migration

forms the focus of this thesis, so the next Chapter will be dedicated to reviewing in more detail
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the current understanding and key concepts of temporary migration. It is important to understand
what makes a migrant temporary and what makes a migrant permanent when they are faced with
the same context (i.e. push and pull factors). It is assumed that the decision making process of
temporary and permanent migrants differs. This information is important for the derivation of

the conceptual framework.

The next Chapter focuses on the dynamics of temporary migration in more detail and in
particular examines whether migration type is dependent on personal motivations and goals. It
has been highlighted that there is limited information about temporary doctor migration;
therefore the experiences of other unskilled and skilled temporary migrants will be drawn upon in

order to aid understanding of the phenomenon.
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3 Temporary migration

v % | Introduction
‘People migrate in order to improve their lives. Emigrants want to improve their lives abroad
when they think they cannot achieve this by staying at home......workers however, by temporarily

working abroad and saving money there, intend to improve their lives at home’ [93].

This Chapter looks specifically at temporary migration and strategies that have been used to
facilitate it. Temporary migration is not a new phenomenon. A study carried out in 1973
demonstrated the importance of circular migration within Indonesia [40]. Temporary migration
has become progressively more visible in destination countries, for instance by 2004 there were
over 15% more temporary migrants in Australia than permanent migrants [32]. The OECD
Annual Report for 2004 states that there has been an increase in temporary migration despite the

fluctuating economic climate [52].

Temporary migration has been promoted as a strategy that could be used to mitigate the negative
effects of the brain drain [95]. High rates of return migration after temporary stays abroad may
be the best of all in order to achieve ‘optimal brain drain’ [33]. Indeed, Winters (2002) estimates
that ‘an increase in developed countries’ quotas on the inward movements of both skilled and
unskilled temporary workers equivalent to 3% of their workforces would generate an estimated
increase in world welfare of US$150 billion per annum’ [153]. In addition, policy makers
consider temporary migration a more attractive option as it permits a greater flexibility in the

labour market and is perceived to be less ‘threatening’ than permanent migration [154].

As discussed in section 2.4, there are many types of temporary migration and terms are often
used interchangeably in the literature. Although migration patterns are fluid and one type of
migration can become another, there needs to be a clear distinction of what type of temporary
migration is being facilitated when developing policy responses. Strategies for return migration
need to focus on incentives to encourage people back. Whereas strategies for circular migration
need to focus on facilitating ease of movement on a repeated basis and this distinct feature often

earns it the terms ‘shuttle migration” or ‘commuter migration’ [14].

There are also cases of permanent migrants who return to their home country on a temporary
basis (a study of Silicon Valley found that many Chinese and Indian immigrants regularly return
to their native countries for business purposes) [155]. However, for this thesis the focus is on

those who migrate temporarily from their native (i.e. the source) country. Such migrants are



defined as: ‘workers under a temporary labour scheme or who by their own volition, stay

temporarily’ [33].

This Chapter will firstly look at the features of temporary migration. It will then look at
strategies, such as return migration and temporary migration programs that are being used to
manage temporary migration. Most of the temporary migration programs documented in the
literature relate to management of unskilled labour. These will be reviewed in order to
understand under what circumstances they have been successful and how they could be relevant
for facilitating temporary doctor migration. Although doctor migration relates to skilled rather
than unskilled migration, it has been found that there are clear parallels between skilled and

unskilled migration [134].

Finally, this Chapter will explore whether temporary migration is a prelude to permanent
migration. Hugo (2003) argues that due to modern transport and communication migrants are
able to earn in a high-income country and then return to their low cost origins [91]. However, a
major criticism of past initiatives to facilitate temporary migration is that migrants settle in the
destination country, thereby becoming permanent migrants [33, 156]. In fact, the literature
suggests that those stay in the destination country for more than four years are more likely to
become permanent migrants [119, 157]. It will therefore be important to examine the literature

further to determine how much of a spill over there is from temporary to permanent migration.

3.2 Features of temporary migration
Venturini (2008) states that an important feature of temporary migration is that workers must be
able to obtain a leave of absence from their employment within their home country and that their

job must be guaranteed on return [158].

It has been suggested that temporary migration could be promoted first as a working holiday and
second as a study tour where migrants gain new skills for use in their home country [95]. While
temporary migration may be a good opportunity to learn skills abroad, Wickramasekara (2011)
argues that skills acquired abroad may not be relevant to local labour conditions [90]. Also,
despite skill acquisition in the destination country being a feature of Dustmann’s (2000) model
for both contract and return migration [39] it has been found that the main motivation for circular

migration is to enhance income, and not skill development [40].

It appears that temporary migration is only likely to continue until such time that the migrant has
achieved, or obtained whatever it was they wanted. Indeed, Agunias & Newland (2007) outline
three conditions that are needed if temporary migration is going to be beneficial for development.
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These are: 1) socio-economic conditions in the source country have improved or are strongly
expected to, ii) the return is voluntary and iii) the returnees have gained skills and savings whilst

abroad [32].

A study of Caribbean nurses working in the United States and Canada found that once economic
commitments had been met and savings put aside, nurses would no longer work for repeated
periods of time overseas. Instead, they would return to work in the Caribbean, often for a lower
wage [159]. This illustration emphasises the concept raised in section 2.4.3 that temporary

migration is a result of ‘optimising behaviour’.

Table 8 outlines the main advantages and disadvantages for temporary doctor migration for
source and destination countries. These have been identified from the literature. In comparison
to Table 6, (found on page 37) which outlines the advantages and disadvantages for general
migration, Table 8 shows that there are more advantages than disadvantages associated with
temporary migration. Indeed, for some the advantages of temporary migration are so great that it
has become their permanent way of life and migrants have developed ‘transnational lifestyles’
[14]. The main disadvantages of temporary migration are similar to that of permanent migration
and relate to how temporary workers are treated in the workplace and whether their skills set

matches the work that they are doing in the destination country.
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Table 8:

individual migrant

Summary of the main advantages and disadvantages of temporary doctor migration for source and destination countries and for the

Source Country

Destination Country

Individual

Advantages Alleviate the adverse effects of the brain drain Rapid increase in staff numbers e Financial gains (higher remuneration)
Shortages cannot be solved merely by Cheaper than training new doctors ® Access (o training
restricting migration Can assist with the selection and screening | e Career advancement
Permanent migrants have less incentive to of migrants
remit, whereas temporary migrants take More willing to accept higher numbers of
earnings home with them migrants if they knew it was temporary
Provides an opportunity to acquire new skills Less  ‘threatening”  than  permanent
and transfer these to others on return migration
Disadvantages Conditions  associated ~ with  temporary Differences in clinical abilities ¢ Disruption of family life
migration can include lack of basic labour Reliance on overseas workers reduces | ® Language & cultural difficulties
rights investment into training e Travel & setting up expenses
Differences in language ® Negative reaction from colleagues
Racism in the workplace ® Loss of professional status
Negative patient reaction e Mobility could be restricted
Increased competition for labour .

No provision to become a permanent migrant
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Dustmann’s (2000) economic assimilation model for return migration shows that ‘return time is
determined by equalizing the benefits” of remaining a further unit of time abroad and the costs'"
[39]. This means that the benefits of the migration have to outweigh the costs and when the
benefits decrease in value, the costs increase and therefore the migrant returns home. Defining
what costs and benefits are likely to be dependent on the individual, this needs to be explored

further.

Temporary migration has been suggested as a policy measure that developed countries could
implement in order to facilitate international movement, and yet encourage economic growth in
developing countries [36]. Economic models, such as the Global Migration Model have
illustrated the economic gains that can be made through migration of skilled and unskilled labour
[160], however the policy tools to manage this process are less well documented.
Wickramasekara (2011) argues that temporary migration is only appropriate for middle income
countries and provides the illustration of Mauritius and India, both of whom are willing to enter
into short-term partnerships to facilitate temporary movement [90]. Strategies to manage
temporary migration include promotion of return migration and temporary migration

programmes, both of which will be explored in more detail in section 3.3 and 3.4 below.

3.3  Return migration

As seen in section 2.4.1 return migration is a type of temporary migration and it is a distinct
category as it is defined by time (return is defined by the IOM as after having spent at least a year
in another country [38]). Interestingly, returnees seem to be divided into those who come back

happy. having met their goals and those who have had more negative experiences [ 14].

Facilitation of return migration tends to be through the use of incentives and this can lead to
resentment amongst those who had not migrated in first place (i.e. they had stayed behind) [125].
Incentives may not be the only draw to return home, Haour-Knipe & Davies (2008) note that
there has to be an impetus to return through improved lessening of push factors in the source

country that instigated migration in the first place [14].

Until recently most of the literature has focussed on return migration of unskilled labour [89,
161].  The literature on highly skilled temporary movement is starting to accumulate, but

information specific to return of health workers is limited [14] and the bulk of information

' Benefits are defined as the difference in wealth accumulation when residing at home or abroad, i.e. relate
to wage differentials

" Costs are defined as the differences in services obtained from consuming in source or destination
country, i.e. relate to consumer costs
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focuses on a few countries in East and South Asia [33]. To this end, examples of return

migration of other professions (both skilled and unskilled) will be discussed below.

Returning migrants have the potential to facilitate the transfer critical financial and human capital
that the developing world needs and several studies have highlighted that returnees are key actors
in development [33]. In the case of Egypt, where 20% of the labour force have worked overseas,
returnees create on average 1.5 more jobs per establishment compared to those who have not
migrated [89]. Several studies have indicated that overseas savings have a positive significance
on both the probability of investing in a project or choosing self-employment on return [89, 161,

162].

Decision to return home involves a mixture of professional and personal motivations in both the
source and destination country [14]. In particular there is a notion that some migrants are not
particularly attracted to the lifestyle in the destination country and so eventually they are drawn

back to their own country [163].

Agunias and Newland (2007) note that in general, migrants intend to return to their home
countries [32]. A study of skilled professionals from South Africa suggests that a large
proportion, perhaps half, of educated emigrant outflow will ultimately return [36]. However, it is
important to know who is returning and what they will do when they get home. The same study
notes that the least qualified migrants return to Bulgaria and contribute little; furthermore large

numbers of returnees to Jamaica come back only to retire [36].

Martin (2003) highlights the importance of Diaspora'* networks in facilitating return migration
[164]. For instance, The South African Network of Skills Abroad (SANSA) currently has at least
22,000 graduates from five major South African universities who reside abroad. The aim of the
network is to share knowledge and resources as well as to transfer technology back to South
Africa [165]. The Migration for Development in Africa initiative has facilitated the transfer of
Diaspora skills and knowledge through temporary return of health workers to Ghana [14]. Whilst
it seems that returnees are making a valuable contribution to the development of Ghana, it could
be argued that they are only returning temporarily and therefore still represent a ‘loss’ to the

country.

The examples illustrated above highlight the transfer of skills, or ‘human capital transfer’.
However, the evidence is not all positive [33]. There are examples (e.g. Turkish guest workers

returning from Germany and recent research from Thailand) which indicate that no, or limited

" “Diaspora’ literally means ‘the dispersion or spread of any people from their original homeland” and
refers to organisations/networks of migrants that develop within a country.
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skills are acquired. Furthermore, it is often the case that temporary migrants are not entitled to
social benefits. This means there is a strong incentive to work in the informal sector of the

economy where wages are not subject to such deductions [29].

The UK House of Commons International Development Committee report ‘Migration and
Development How to Make Migration Work for Poverty Reduction’ rationalises this by staying

that:

‘We may have to accept that temporary migrants prioritise earning as much money as possible
before going home, rather than being keen to invest their time in learning new skills. And as far
as the host country and its employers are concerned, the priority is always likely to be using

migrants’ labour rather than providing migrants with transferable skills’ [166].

There is some documentation about return migration of doctors. Aly & Tai (2008) found that
Pakistani doctors who migrate to the USA for postgraduate training often return home and ‘prove
to be leaders in their area of expertise and help to build better functioning health care systems’
[167]. In addition, it has been found that returnees promote an environment conducive to
research and repatriated graduates from the Aga Khan University, Karachi have won grants from
major international agencies [167]. This contributes to development within the country.
Ganguly’s study (2003) of Indian doctors (cited in [14]) also found that on return, doctors use

their savings and skills in order to establish hospitals that provide affordable treatment.

3.4  Facilitation of circular migration

The re-intreduction, or expansion, of temporary migration programs is an emerging trend for
encouraging circular migration [33]. These have been criticised in the past for being both
unfeasible and leading to the non-return and settlement of many guest workers [41]. It was
reported in 2004 that every year 100,000 "temporary" guest workers get permanent residency
(green cards) in the USA [168]. The two most common policy measures to encourage circular

migration are incentives and strict measures to prevent overstaying [32].



3.4.1 Temporary Migration Programs
‘States and the private sector should consider the option of introducing carefully designed
temporary migration programmes as a means of addressing the economic needs of both countries

of origin and destination’ [29].

There are several terms used to describe programs which manage temporary labour migration.
These include: ‘temporary migration programs’, ‘guest worker programs’ [93], and ‘temporary
foreign worker program’ [41]. The term ‘guest worker’ is the generic term for migrants who
have no right to settle permanently [8]. For this thesis, programs which manage the temporary
movement of workers will be referred to as temporary migration programs (TMPs) as this is the

term most commonly used in recent literature (8, 42, 43].

There has been a call to strengthen TMPs as an avenue to encourage circularity [169]. The
GCIM has called for a focus on designing effective TMPs and advocates that they should not be
dismissed because of previous difficulties with implementation [29]. TMPs have previously been
in response to labour needs in a destination country [166]. It is argued that if TMPs were tailored
to serve development needs they would be more beneficial to both the source and destination

countries [33].

TMPs are usually bound to time-limited, non-renewable contracts, with limited or non-existent
pathways to permanent status [32]. Most programs relate to unskilled labour [94, 154, 170].
Recent TMPs include the temporary Green Card status in Germany, the EU Blue Card [93] and
the Canadian Seasonal Agricultural Workers Program (SAWP). The SAWP is portrayed as the
‘best practice’ model for managing temporary migration [154]. Its key features will therefore be

described in section 3.5.1.

The role of TMPs for highly-skilled labour is a continued source of debate [8, 169]. In particular
there are suggestions that restrictions of stay and employment associated with unskilled TMPs

may not be suitable for recruiting highly-skilled workers [42].

In order to understand what can be done to make TMPs work there is a need to examine the
evidence to learn what previous difficulties there have been with implementation. To this end,
the remainder of this Chapter will review and evaluate TMPs, both historic and present day, in
order to determine under what circumstances they work, or don’t work, and what can be learnt
from them. In particular, this Chapter seeks to explore whether TMPs could be used in the

present discussions about managing doctor migration.
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3.4.2 Features of Temporary Migration Programs (TMP)
The key feature of a TMP is that ‘residence and employment on the basis of a temporary work
permit alone does not create an entitlement to stay permanently in the host country’ [42]. The
term ‘temporary’ or ‘guest’ worker therefore emphasises the ‘rotation principle at the heart of
such programs’ [156], namely that migrants should work for a short period of time and then

return to their country of origin.

The GCIM have strongly endorsed TMPs, but note the danger that they could create a ‘second-
class category of workers’ [29]. The benefits of TMPs include a steady supply of workers for the

destination countries and inflow of investments and skills for the source countries [33].

Ruhs (2005) outlines the ways in which TMPs can vary [42], namely through:

a) The process by which migrants are admitted, in particular whether there are bilateral
agreements with the source country.

b) The policies for selecting migrants with regard to skill level and sector of
employment.

¢) The employment conditions within the destination country and the rights of the
migrant.

d) The primary policy objectives of the program, for instance whether it is to alleviate

labour shortage, reduce illegal immigration or to promote cultural ties.

343 Unskilled Vs Skilled labour
TMPs have tended to focus on unskilled labour, particularly for seasonal workers [154],
however, such programs could exist for skilled labour. Martin (2003) reports that most countries
have temporary worker programs for high and low skilled workers, including health care workers
[156]. however, there is no clear evidence of temporary worker programs being used in practice

for skilled labour.

Agunias (2006) argues that skilled migrants in temporary schemes are less likely to return home
once their contracts are finished and the destination countries are less like to encourage them to
go back [33]. Ruhs (2005) also argues that TMPs may not be suitable for recruiting highly
skilled workers and that permanent residence needs to be offered for the effective recruitment of
skilled workers [42]. It is possible however, that one way to ensure that the stay is temporary is
to have shorter stays. It is suggested that most skilled migrants receive the maximum benefit
from their work experience, new skills acquisition and career development in the first few

months, not years, of a foreign work placement [36].
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3.44 A review of past and current TMPs
Table 9 below reviews past and current TMPs in order to identify the positive and negative

aspects for the source country/worker and for the destination country.

As seen in Table 9 the positive aspects of TMPs are that they provide extra income for the
workers/source country and provide essential labour within the destination country. Negative
aspects for the source country/workers include lack of integration within the destination country
and lack of social benefits. In particular, for the Swiss guest worker program many migrants did
not have adequate unemployment insurance and so had to leave the country when made
redundant [171]. The main negative aspect of TMPs for the destination country was overstaying
of migrants. In some cases there were reduced employment opportunities for native workers and

increased racial tensions.
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Table 9: A review of current and past Temporary Migration Programs
Program and its key When Positive aspects Negative aspects
features Source country Destination country Source country Destination country
Bracero Program [93] 1942- Money earned was important 4.5 million workers were None detailed Increased illegal immigration.
Mexican agricultural 1964 source of foreign income. legally contracted to work Wages were reduced and there
workers to the US on US farms. was reduced employment of US

farm labourers.

German Guest worker 1955- Source country thought that Provision of cheap labour. Millions of workers did In many cases employers opted
(Gastarbeiter) program 1973 guest workers would act as Employers were able to not return and their for cheap labour over investment
[93. 166] agents for development and give guest workers short families moved to them, in new and technologically
Labourers (all sectors) from modernization when they contracts which they were | thereby increasing the flow | advanced machinery. Lack of
Mediterranean countries, returned. Workers were able to | not obligate to renew. of emigration. Less than integration of guest workers,
especially Turkey and other earn more money and improve 10% of workers received which created ethnic tensions.
Baltic countries. their lives at home. any training.
Moldovia-Slovenia temp 1990s Workers were paid at Slovene Some workers went back to | No negative consequences were documented. The scheme was

labour scheme [172]
‘Blue collar workers™ work

for 6 months in Slovenia

rates (five times normal
amount). They also acquired

industrial/technical skills.

Slovenia on several

occasions.

said to be successful for all involved

i
D




Swiss guest worker Post Increased wages for workers. Switzerland is very No social benefits for Increased asylum seeker
program [171] WWII- dependent on foreign guest workers. Swiss applications. Increased tensions
Semi-skilled workers were present labour to fill shortages. increased the residency with regard to integration.
entitled to stay for one year. | day period that was required

for obtaining a permanent

residence permit.
Canadian SAWP [154] 1966- Workers earn extra income. Canada has a stable Mobility of guest workers | None detailed.
Mexican agricultural present numbers of workers for is restricted. Employers
labourers work in Canada on | day seasonal work. Guest have control over current

a seasonal basis

workers expand local
employment opportunities
through supply and

processing sectors.

and future contracts.
Those who assert their
rights may be deported or
blacklisted. Social and
psychological costs
(loneliness) have been
reported. No provision to

settle permanently




3.5 Emerging issues from TMPs

‘There is nothing more permanent than temporary workers’ [156]

Past programs are said to have ‘failed’ in a sense that they caused intended effects such as
permanent and illegal migration, as was the case for the Bracero Program [93]. The unexpected
effects of the Bracero Program have had long lasting effects [156]. Recent debates, some forty
years after the program was abolished, still include references which document the history and
abuse of the program [173]. The premise of TMPs was that migrants would leave when contracts

were terminated and indeed many did, but many also stayed [43].

Martin (2003) attributes failures to two phenomena: distortion and dependence. Distortion refers
to the assumption made by employers that there is a permanent influx of migrant workers and
dependence refers to migrant workers becoming reliant on foreign jobs and wages [156]. It is
argued that migrant workers do not necessarily have a long-term desire to settle in host countries,
but that highly restrictive policies and barriers to entry push them into settlement [91]. Indeed,

the Canadian SAWP has a negligible overstay rate [ 154].

Successful programs are likely to be associated with minimal illegal migration, economic
mechanisms that align migrant and employer incentives and a path to legal status for migrants
who have developed roots [156]. If temporary migrants were able to access such benefits in their
country of origin, they would be well placed to return home and enjoy a decent standard of living

[29].

A report by the GCIM suggests that it would be beneficial to draw on the experiences of the
Philippines as they provide large numbers of temporary migrants to the global labour market
[29]. However, Agunias (2008) shows that the Philippines’ model for managing migration has
imperfections, particularly with regard to ensuring welfare of migrants [174]. Furthermore, a
study conducted by Humphries et al. (2008) found that although Filipino nurses send remittances
back home (i.e. a positive consequence of migration) none of them had any intention of returning
to the Philippines to work [175]. This suggests that no scheme to manage migration is infallible.
However, lessons learnt from past programs could be developed into a framework for ‘best

practice’, which could provide guidance for developing policies and legislation.

In fact, despite the unpredicted social impacts brought about by previous TMPs, European
employers and governments are reconsidering temporary labour migration [43]. It has been
suggested that the negative consequences of TMP could be avoided through appropriate program
design and strong enforcement of worker rights [29]. Ruhs (2005) maps out the measures that

would be needed in order for TMPs to be beneficial for all the actors involved [42]. Based on
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these recommendations the Global Commission on International Migration (GCIM) recommends

that:

‘States and the private sectors should consider the option of introducing carefully
designed temporary migration programs as a means of addressing the economic needs of

both countries of origin and destination’ [29].

3.5.1 The Canadian Seasonal Agricultural Workers Program (SAWP)
The Canadian Seasonal Agricultural Workers Program (SAWP) deserves to be highlighted. The
program began over 40 years ago in response to labour shortages. While there are no statistics
available on the economic benefits of the program, it is argued that the program provides stable
and predictable levels of workers. By filling farm labour positions, temporary migrants are, at
the same time, supporting the creation of jobs in the food processing industry and supply

industry, which employs predominantly Canadian workers.

The SAWP is portrayed as the ‘best practice’ model for managing temporary migration [154]. Its
success is attributed to the way which the program is implemented and managed. A key strength
to the program is the formal structure which ensures that all key players are engaged and that
worker’s rights are clearly understood, outlined and enforced through Agreements [154]. The

key players and the process by which the program operates are outlined in Figure 4.
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Figure 4: The operational process of the Canadian Seasonal Agricultural Workers

Program (SAWP)
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3.5.2 Recommendations for effective TMPs
Wickramasekara (2011) argues that there has been little progress overall in developing circular
migration programmes with the predicted triple-win results [90]. Meanwhile the intention of the
GCIM is to replace the previously exploitative TMPs with a mutually beneficial system of
voluntary circularly migration and with this comes responsibilities for both the source and

destination countries [29].

There is recognition that there needs to be ways to ensure that temporary migrants do return.
Aguinas (2006) made recommendations to achieve this through the use of incentives (or

‘carrots’) to return and penalties (or ‘sticks’) for remaining [33]. These are outlined in Table 10

below:
Table 10: Proposed ‘Carrots’ and ‘Sticks’ to ensure temporary migration
Longer contracts Contracts need to be of sufficient length to generate net financial
gains necessary to make the migration worthwhile.
Financial return Transfer of worker’s pension back to their home country.
incentives Preferential interest rates on savings lodged in home countries.
Carrots
Options of re-entry Multiple re-entry visas so that migrants have the confidence to
return.
Quota system Incentives for source country based on a quota of how many
migrants return.
Financial security Mandatory purchase of a financial security bond. Should the
bond worker decide to overstay the bond is confiscated by the
destination country.
Sticks Mandatory savings Migrants pay a proportion of their earnings to a fund redeemable
schemes only upon return.
Strict enforcement of | Including fines for violations of immigration acts.
the law

Adapted from [33]

Proposals were made in 2007 for a bilateral agreement between the Caribbean and Canada, which
would use a system of carrots and sticks in order to manage nurse migration [45]. However, no
information has been found on what constituted the proposed incentives for nurses to return to

the Caribbean or the disincentives to overstay in Canada.

The use of carrots and sticks provides a creative solution, however, patterns of repeated and
circulatory migration are becoming increasingly common [43]. It could be more effective for
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policy makers to encourage this movement, rather focus on formalised TMPs. Recruitment
agencies could be instrumental to this process. Their role has been highlighted in facilitating the

Canadian SAWP [154] and for managing migration in the Philippines [ 174].

There are important issues to consider with regards to working conditions, in particular around
social security benefits as it is reported that less than 25% of international migrants work in
countries with bilateral social security agreements [29]. This situation has a number of negative
consequences, with temporary migrant workers unable to benefit from such schemes once they
have returned to their home countries [29]. There are several different components that have

emerged that are instrumental to TMPs and these are illustrated in Figure 5 below:

Figure 5: Component parts of a successful TMP
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TMPs should essentially provide channels that allow for migrants to work in other countries on a
temporary basis, thereby facilitating movement, which may otherwise have not been possible.
Castles (2006) states that “effectively, there is already free movement for the highly skilled’ [43].
This suggests that there is no need to develop TMPs to facilitate migration of certain
professionals, such as accountants, whose qualifications are internationally recognised.
However, while doctors are able to move freely, their ability to practice (and therefore work) in
countries is regulated by their need to fulfil the registration requirements of the Medical Council
in relevant countries [58]. For instance in Ireland, doctors who qualified in non-EU countries
have to pass both an English test and pass, or be exempt from, the Pre-Registration Examination

System (PRES) before they can register at the Irish Medical Council [176]. Interestingly, the
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major barrier for Caribbean nurses hoping to work in Canada and the USA was not work permits,

but recognition of their foreign credentials [ 159].

3.6 Does a TMP exist in a health care setting?
Although not a formalised TMP as such, it has been noted that some Jamaican nurses regularly
work in Miami for two weeks per month and then return to work in Jamaica for the rest of the

month [45].

Despite Brown’s recommendation in 1999 that TMPs be developed for nurses [163], to date there
is no clear evidence that a formalised TMP exists for any health worker category [177]. The
Commonwealth Secretariat, in collaboration with COMESA'> commissioned a report into the
feasibility of TMP for nurses from Africa to Europe [178]. This report was not made public.
However, Record and Mohiddin (2006) do comment on the proposed program. They argued that
while some program aspects were valid, others were not. These included non-renewal of work
permits and the fact that potential migrants were chosen as part of a government programme,

meant that the scheme would be unlikely to succeed [179].

Is it then that there is no scope for a TMP for doctors? Indeed, it seems that the negative
connotations of TMPs are hard to escape, with foreign-doctors in the NHS reporting that they are

used as ‘cheap labour’ or ‘professional guest-workers’ [134].

There could be a potential for well-thought out TMPs to facilitate international doctor migration
[42]. The experiences of South African doctors in Ireland presented in this thesis could provide
new evidence to this debate. Certainly, temporary migration of nurses [45] and doctors [9, 180]
is occurring. Section 3.6.1 below looks at locum work (a form of temporary employment) and

explores whether this could be replicated in an international context.

3.6.1 Locum work carried out by doctors
Doctors have the opportunity to do temporary work, through taking locum posts. A locum doctor
(or locum tenens) is one ‘who stands in for an absent doctor, or temporarily covers a vacancy, in
an established post’ [181]. Locum tenens have an important place in healthcare services by
providing care whilst doctors are on leave and also introduce locum doctors to new areas of

treatment [182].

' COMESA stands for the Common Markets for Eastern and Southern Africa
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Locum work can be both within country and internationally. Recruitment agencies, such as
Global Medical Staffing'® specialise in assignments overseas for locums. Maniscalco’s (2003)
review found limited literature on locum tenens other than it is a largely private and highly

competitive billion-dollar industry, in which information is not readily shared [182].

Rogerson (2007) identified the dominance of UK based recruitment agencies (e.g. Global
Medics) in South African Medical Journals, with advertisements offering ‘fantastic opportunities’
and ‘great rates’ [9]. A recruiter interviewed as part of Rogerson’s study, suggested that some

doctors are suited to the type of temporary work that is afforded to locums.

Motivation to work as a locum doctor seems to differ from that of a permanent employee. A
study carried out by McKevitt et al. (1999) identified that there were four main reasons for
working as a locum GP. These were: a short-term option while between posts, to gain experience
of different practices before commitment to one practice, to balance work and family
commitments or to continue part-time work after retirement [183]|. The advantages of locum
work are that it provides the opportunity to ‘meet interesting patients, learn about local culture,
see how practices are organised, learn adaptability and broaden clinical skills’ [182].
Furthermore, there is a category of ‘career locums’ who carry out locum work on a long-term

basis, the major attraction of this being the flexibility that this type of employment affords [183].

The University of New Mexico developed a successful locum program in 1993 to provide
medical services to rural/underserved communities [184]. Although this model was confined to
selected communities, it could be adapted for programs in different national and international

contexts.

3.7 Summary of temporary migration and the implications for the conceptual
framework

This Chapter has discussed the features of temporary migration. Limited examples were found of

temporary doctor migration. Nevertheless, by looking at other skilled and unskilled temporary

migration it has been possible to draw out some themes around the conditions under which

successful programs might operate.

Temporary migration has been portrayed as a ‘win-win’ situation. Policy makers have therefore
tried to develop strategies to facilitate temporary movement. Facilitation of return and circular

migration are the two main strategies that have been proposed for use. Circular migration

16
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suggests repeated short migrations between two countries, which essentially means that the
migrant contributes to the workforce in both source and destination country. Return migration
focuses on encouraging the migrant back to the source country after they have been away for
some time. Although this means that the migrant returns to work in the source country, thereby
balancing losses there, it means that they no longer form part of the workforce in the destination

country.

Circular migration seems to be the most beneficial for meeting both the labour needs of the
source and destination country. Despite the success of the Canadian SAWP at overcoming the
negative consequences of previous TMPs, no program has been developed for health workers.
This might suggest that such a formalized process may not be feasible, or economically attractive

in this instance.

There is a real possibility that temporary migration of doctors could be facilitated through the
promotion of locum work in other countries. One of the key features of the Canadian SAWP is
the role that recruitment agencies played. It will be important to determine what role, if any,
recruitment agencies play in the case study being used in this thesis. Recruitment agencies will

therefore clearly need to be represented in the conceptual framework.

Duration of migration seems to be the key. Dustmann’s (2000) model [39] shows that the length
of migration is determined by equalizing the benefits and the costs. This information provides a

vital contribution to the conceptual framework.
The next Chapter will provide the final contribution to the conceptual framework by reviewing

the context in the source country (i.e. South Africa) and destination country (i.e. Ireland). The

situation in each will be explored in order to understand how the desire to migrate is created.
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4 The South African and Irish Context

4.1  Introduction

The previous Chapters have reviewed the causes and effects of migration. They have also
provided illustrations of where migration occurs. As indicated in section 2.5 the desire to migrate
arises through a combination of push factors from the source country and pull factors to the
destination country. South African doctors working in Ireland provide the case study for this
thesis. Therefore it is necessary to explore issues that contribute to the desire to migrate in both
these countries. This contextual information forms the foundation on which the conceptual

framework sits.

[reland, as the destination country in this case study (i.e. migrant doctors are coming here), will
generate the pull factors. Language may be one of the major reasons why South African doctors
consider migrating to Ireland. In turn, because medical training in South Africa is modelled on
that of Europe [135], Ireland may prefer to attract South African trained doctors. As well as pull
factors it is important to understand why Ireland has a need to attract foreign-doctors into its

workforce.

South Africa, as the source country in this case study (i.e. migrant doctors are coming from here
to Ireland) will generate the push factors. It was found that push factors in the 1980s from South
Africa related to objection to apartheid [185] and to avoid compulsory military service [135].
Despite attempts at reform the legacy of apartheid is still felt [186]. It is reported that push
factors play a much greater role in the decision to leave South Africa than pull factors to the

source country [132]. This will be explored further in section 4.6.1.

Due to the limited information about temporary doctor migration both from South Africa and to
Ireland, it will not be possible to provide a breakdown of how push and pull factors vary for
temporary and permanent migrants. The conceptual framework will therefore assume that these
factors are present regardless of migration type; however, the perceived severity of the factors

may differ.

4.2 The Irish Context

Demand for health care services is shaped by demographic profile. Today (2011), Ireland’s
population is approximately 4.6 million [187]. By 2025 it is expected to be 4.9 million and

increase further to almost 5.5 million by 2050 [188].
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In comparison to other EU countries, the Irish population is relatively young which has meant
decreasing mortality rates [180]. However, there are a high prevalence of risk factors and this is
resulting in an increase in chronic illness. Over a quarter (36%) of the population smoke, over a
third (36%) are overweight, 22% are physically inactive and 14% are ciinicaily obese [189].
Additionally the consumption of alcohol in Ireland is the highest in Europe [188]. Currently,
chronic illness accounts for 80% of GP consultations and 60% of hospital bed days, as well as

two thirds of emergency hospital admissions [190].

The burden of chronic illness is further set to increase through the ageing of the population. By
2020 15% of the population will be aged 65 or over. Taking into consideration these
demographic changes it is estimated that by 2020 the number of people with high blood pressure
will have risen by 40% (an additional 341,000 adults) and the number with coronary heart
disease will have risen by 50% (an additional 65,000 adults) [191]. These increases will create
demand for specific categories of health workers and will pose challenges for the Irish health care

system [180].

It was reported in 2005 that Ireland had the second lowest doctor per 100,000 population in the
EU [192]. For Ireland to meet the EU average of 326 doctors per 100,000 population it was
estimated that an increase of 41% (n=3,754) in the number of doctors employed would be needed
[192]. Shortages were found to be particularly evident in some specialities. Ireland has 52 GPs
per 100,000 population, whereas Germany, France and Austria have more than double this [193].
In order to meet the EU average GP population ratio it was estimated Ireland would face a

shortfall of 1,800 GPs by 2021 if there was no expansion of the existing GP supply [67].

In Ireland junior hospital doctors are termed non-consultant hospital doctors (NCHDs) and
comprise all interns, Senior House Officers (SHOs), Registrars and Specialist Registrars. They
provide the majority of medical care in hospitals and work long hours. Although they are

officially doctors in training, they often have limited access to formal training [ 194].

Forecasters have also highlighted that ageing and feminisation'” of the workforce will affect the
number of doctors {67]. Further shortages were also anticipated through the advent of the
European Time Working Directive (ETWD) which came into force in August 2004 in order to
restrict the number of hours doctors can work. It was estimated that 2,500 additional NCHDs
would be needed in order to fulfil the requirements of the Directive [194]. Ireland has been
unable to achieve full compliance with the ETWD and one of the reasons cited for this is failure
to fill posts [195]. Indeed, vacancy rates for NCHDs reached critical levels by February 2011
[196].

17 = s o . e ; s
The effects of ageing and feminisation of the workforce were explained in section 2.2.1
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The current shortages seen in the Irish health system suggests that the country is unable to supply
(train and retain) sufficient doctors to meet demand [76]. As seen in section 2.2.1 supply of
doctors is generated through new graduates and qualified doctors arriving from other countries
[1]. Ireland experiences both of these inflows. A 2006 report found that Ireland trains sufficient
medical students to meet the demands of the Irish health system [197]. In addition, favourable
migration policies in the 2000s stimulated the inflow of health workers [180] to the extent that by
2008 Ireland had the second highest proportion of foreign-trained doctors in the OECD [21].
Both these inflows should generate enough doctors to staff the Irish health system, however
shortages persist [196, 198]. In order to understand this anomaly it is necessary to explore the

unique structure of the Irish health system. This is done below in section 4.2.1.

4.2.1  The Irish health system
Since the late 1990s, the Irish health system has been reviewed constantly and major changes
have been implemented; the largest being the creation of the Health Service Executive (HSE) in
2004 [199]. The HSE is the body responsible for provision of public health care and personal
social services throughout Ireland [199]. It is the largest employer in Ireland with more than
65,000 staff in direct employment and a further 35,000 are employed by agencies funded by the
HSE [199]. The HSE reports to the Department of Health and Children (DOHC) whose role is to
focus on strategic policy issues and it also has the ultimate responsibility for health service

delivery [200].

The HSE’s expenditure in 2011 was €13,588 billion [187]. It is predominately funded through
general taxation. The remaining compenents come from private sources, either from individuals
paying directly or through private insurance [199]. Colombo and Tapay (2004) report that the
advantage of this hybrid system is that hospitals generate private income and this reduces the
costs in the public system [201]. However, it has created a two tier system of hospital care,
which discriminates between public and private patients [202, 203]. There are strong financial
incentives for consultants to prioritise private work over public duty [202]. Private patients can
be treated in a public hospital [203] and until November 2011 the Government paid a subsidy for

private medical treatment carried out in public hospitals [204].

Provision of health care in Ireland is set to undergo radical change, as in 2011 the government
committed to the adoption of Universal Health Insurance (UHI) as part of its Programme for
Government [205]. UHI pledges to end the two-tier system of health care and promises that free

GP care will be available to the whole population by 2016 [205]. Much of the plan is dependent
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on new contracts for GPs who would be paid per capita'® and as this is likely to result in salary
cuts it is thought negotiations will be ‘hard won’ [206]. The Irish Medical Organisation has
already argued that ‘Capitation is an overly simplistic method of deciding on payment’ [207] and
so it will be interesting to see how the process evolves, particularly as past attempts to introduce

free health care met with fierce opposition from the Irish Medical Association'” [203].

4.2.2  Factors affecting supply of doctors
It is not yet known exactly how the UHI will affect medical staffing [206]. However, free
services will increase demand for care and this must be met with an appropriate response to
ensure that there is a sufficient supply of doctors [205]. Therefore the factors that have shaped
the current supply of doctors will be the focus of the remaining sections. This will be done by
initially reviewing the two main inflows into the Irish health system, namely new graduates and
in-migration. Subsequently outflows from the Irish health system will be discussed, in relation to

how these affect the supply of doctors.

4.2.2.1Supply of medical graduates
It was estimated that an annual intake of between 700-740 medical students is required to achieve
self sufficiency within the Irish health system, if they were all retained [208]. Although Ireland
trains enough medical students to meet the needs of the Irish health system, over 60% of the
annual student intake are non-EU nationals most of whom leave Ireland on graduation [208].
This is a unique situation to Ireland, as non-nationals in most other high-income countries only
account for 10% of the total medical school student body [208]. The proportion of non-EU
medical students is though higher at the Royal College of Surgeons in Ireland (RCSI) whereby in
2007 they had 39% of all non-EU medical students in Ireland and the remaining 61% were
spread across the four other medical schools™. This is likely to be due to the fact that whilst the
other medical schools receive state funding, RCSI does not, and operates as a private institution

and means they are more likely to source non-EU students who pay higher fees for their training.

The high proportion of non-EU nationals attending Irish medical schools has been a feature in
[reland since 1978 when the Department of Education introduced a cap on the number of EU

students that a medical school was allowed to admit [208]. This was originally intended to be a

' Per capita payment means that GPs are paid a rate per patient on their books, rather than being paid
through fees for each visit (which is the current system)
" The Irish Medical Association was incorporated into the Irish Medical Organisation in 1984
* Data on medical student numbers was obtained by personal request to the Health Education Authority
(HEA) in 2009.

68



short term measure in order to address economic issues” [194]. It proved to be a successful
strategy to raise income and a report in 2005 found that over half of the income received by the
state-funded medical schools was generated from non-EU fees [209]. Although the number of
EU medical students that could be admitted in a year was limited to 305, there was no limit for
the number of non-EU students that could be admitted [208]. Indeed, of the 3,505 medical
students enrolled in 1998/99 43.5% were non-EU (n=1525) and four years later this had
increased to 49.5% (n=1962) [209].

As a result of the Fottrell report (2006) a national policy was developed and implemented in
order to increase the Irish/EU student intake from the previous cap of 305 a year [210]. The aim
is to increase the numbers of Irish/EU students to 725 by 2013 [211]. This is to be achieved
through both undergraduate and graduate entry programs. It is anticipated this increase will

provide sufficient Irish doctors to address the current shortages [208].

4.2.2.2 Supply of immigrant doctors
Ireland has traditionally been an exporter of doctors [212]. Over the last decade, however,
Ireland has relied heavily on immigration to fill shortages within its health system [213]. Many
high-income countries have seen increased doctor immigration, but what makes Ireland distinct is
the rapid rate of increase [21]. By 2010 a third of doctors (33.4%) registered at the IMC were
foreign-trained [76]. In an international context, this is the second highest proportion in the

OECD [21].

As seen in section 2.8, importing health workers rather than training sufficient numbers to meet
demand has been termed the ‘free rider phenomenon’ [131] as it involves the free transfer of

skills from one country to another.

The importance of migratory flows for Irish workforce planning has been recognised [198, 214]
and it is clear that foreign-trained doctors have had an increasing role to play within the Irish
healthcare system. Indeed, Thomas and Layte (2009) noted that the government could ‘facilitate
the market entry of additional numbers of qualified GPs from other countries’ in order to

increase the supply of GPs in Ireland [67].

Very little is known about where foreign-trained doctors work within the Irish healthcare system
[76]. However, it appears that they are working as junior doctors, or NCHDs. By 2008, non-

Irish nationals made up 55% of the 4,639 NCHDs employed in the public sector. This was an

*' Non-EU medical school fees are considerably higher than the fees that Irish or EU students pay.
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increase from 15% in 1984 [215]. Figure 6 presents the number of NCHDs, classified as

nationals and non-nationals for the period 1984-2008.

Figure 6: Numbers (2008) of national and non-national NCHDs
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As can be seen below in Figure 7, in 2008 non-nationals represent 38% of interns, 56% of SHOs,
76% of Registrars and 26% of Specialist Registrars [215]. Some specialities have even higher
levels of non-nationals, for instance non-nationals comprise 75% or more of all registrars

specialising in anaesthetics, obstetrics/gynaecology, paediatrics, radiology and surgery [215].
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Figure 7: Number (2008) of NCHDs by grade and by nationality
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The 2008 data was not broken down by nationality, NCHDs were only categorised as national
(i.e. Irish) or non-national (all other nationalities). It is therefore not possible to determine which
countries the non-nationals are from. However, an audit of NCHDs carried out in 2007 found
that 38% of SHOs™ and 54% of Registrars™ were non-EU nationals, with highest numbers from

Pakistan, followed by Sudan [216].

The favourable economic climate during the Celtic Tiger period (1997-2007) together with the
expectation that doctors would be able to access training to further their careers all served to
make Ireland an attractive destination [180]. It would appear, therefore, that during this period
most doctor migration was through passive recruitment™ [76]. Some active recruitment was
conducted, but this was confined to anaesthetists, locum GPs (many from South Africa). More
recently (July 2011), a campaign was conducted in India and Pakistan in order to attract NHCDs

to fill the critical shortages mentioned in section 4.2.

The economic downturn in 2008 created spending restrictions within the healthcare system which
resulted in salary reductions, loss of training grants and reduced overtime payments [217]. This,
together with a recruitment moratorium [180], changes in immigration procedures, and
frustrations at the length of time for naturalisation [218], have all served to make Ireland a less
attractive destination [76]. Not surprisingly therefore, a clear reduction in the number of foreign-

trained doctors entering the IMC has been seen post-2008 [76].

> The nationality of 11% of SHOs was not known

23 . . ~ N .

= The nationality of 9% of Registrars was not known

2 . . . ~ . .

* Passive and active recruitment were defined in section 2.8
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In order to address critical shortages of NCHDs, Ireland conducted an active international
campaign in India and Pakistan in July 2011 in order to attract doctors [196]. Such a reactive
approach to workforce planning raises issues of sustainability and ability to compete in a global
market [68]. However, it appears that until issues of retention are addressed, Ireland will

continue to rely heavily on foreign-trained doctors [76].

4.2.3  Outflow of doctors from Ireland
Ireland faces issues of retention [213], and it is the European country with the highest percentage
of nationally trained doctors practicing abroad [219]. This trend shows little sign of slowing
down with a survey conducted in 2011 finding that 80% of NCHDs were considering emigration
[220]. A further audit of interns conducted in the same year found ‘clear evidence that around

half of the doctors who completed internship in Ireland in mid 2011 have left the country’ [221].

The major source of dissatisfaction amongst doctors and one of the key reasons behind their
decision to leave Ireland is the limited number of consultant posts [133, 180, 217, 220]. Indeed,
in some specialities there are only consultant posts for less than 40% of NCHDs who complete

their training [217].

A review of medical staffing in 2003 (the ‘Hanly Report’) recommended a major reduction in the
number of NCHDs and an increase in the numbers of consultants (with the aim of reforming the
Irish health system from a consultant-led™ to a consultant-provided service’)[194]. However, as
can be seen in Figure 8, although the numbers of consultant posts did increase post-2003, no
major reduction in the number of NCHD posts has been seen and this trend is contradictory to

recommendations that were made for effective medical workforce planning [208].

¥ Consultant-led service is defined as ‘a service supervised by consultants who lead and advise teams of
doctors in training and other staff in the delivery of care to their patients’

o Consultant-provided service is defined as ‘a service delivered by teams of consultants, where the
consultants have a substantial and direct involvement in the diagnosis, delivery of care and overall
management of patients’
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In order to understand this issue, some understanding of medical career paths is needed.

Specialist training takes place in two stages 1) initial specialist training and i1) higher specialist

training, which leads to the award of Certificate of Satisfactory Completion of Specialist

Training, which allows them to be employed at consultant level [211].

outlined in Figure 9.

This training path is

Figure 9: Overview of medical training in Ireland
Duration Training Level Employment grade
4-6 years Medical student n/a
!
| year Intern Intern
!
2-4 years Initial specialist training SHO, Registrar
4-6 years Higher Specialist training Registrar, Specialist Registrar
! I l 1
Public Consultant General Other Consultant
Health Practitioner
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While this is the typical training path, the number of training posts does not match the number of
NCHDs. For instance, in 2011 there were 3,620 training posts [222], but in the same year there
were 4,660 NCHDs employed [217]. This means that there were over 1,000 NCHDs in non-
training posts. It is widely believed [133, 180, 217, 223] that most of the doctors in posts of

limited training value are foreign-trained doctors.

Foreign-trained doctors feel particularly disadvantaged with regards to accessing consultant posts
in Ireland [180]. A non-EU doctor working in Ireland captured this feeling by recently stating */
don’t think I have any career prospects — that is why I am planning to move’ [133]. This
suggests that foreign-trained doctors, as well as Irish doctors, are not being retained in Ireland

which is also compounding to the existing shortages.

It is not possible to quantify the numbers of doctors leaving Ireland [213, 219]. The Buttimer
Report (2006) highlighted the need to retain Irish doctors [224]; but despite reforms and policy
recommendations as outlined above (and summarised below in Table 11) issues of retention
continue to be paramount [76, 217]. Until the rate of emigration of Irish-doctors has decreased

[213, 219], it is likely that there will be a continued need for foreign-trained doctors.

Table 11: Summary of the key events, reports and milestones that have shaped the

current Irish health system

Key events

1978 Cap introduced on the number of EU students that could be admitted to Irish

medical schools

2003 ‘Hanly’ Report: recommended reduction in the number of NCHDs
2004 HSE was established

European Working Time Directive (EWTD) first came into force

2006 ‘Fottrell’ Report: called for an immediate review on the cap of EU medical students
‘Buttimer’ Report: a review of medical training in Ireland highlighted the need to

retain Irish trained doctors

2008 End of the ‘Celtic-tiger’ and start of economic downturn
Ireland reported to have the 2" highest proportion of foreign-trained doctors in the
OECD

2009 NCHD shortages reported to be ‘critical’

2011 Active recruitment campaign in Pakistan and India to fill 450 vacancies

Government’s commitment to introducing Universal Health Insurance
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4.3  The South African Context

South Africa has a higher number of doctors (67 per 100,000 population) than its immediate
neighbours (e.g. Botswana is 40 per 100,000 and Namibia is 30 per 100,000). However, the
South African ratio is low compared to other middle income countries (where the average is 180
per 100,000) [225]. This section will look at the South African context in order to understand

why South African doctors migrate.

South Africa has been described as a ‘country of sharp contrasts, combining a third world and
first world economy’ and it has one of the most highly skewed income distributions in the world
[86]. It is also unique in being both an attractive destination country for health workers within
Africa, whilst at the same time experiencing high rates of emigration [57]. It is widely accepted
that the Department of Home Affairs and Statistics in South Africa underestimates the numbers
of people leaving South Africa because records only take into account people who declare

themselves as an emigrant when they cross the border [226, 227].

Until 1983 net immigration to South Africa accounted for 4% of annual population growth.
However, tougher migration laws and worsening employment conditions since then have resulted
in a decline in immigration and an increase in emigration [57]. Doctors have been part of this
increase in emigration and it was reported that the proportion of doctors who intended to work

overseas after completing their intern year increased from 34% in 1999 to 43% in 2001 [228].

Overall, over 22,000 doctors are thought to have left South Africa over the six year period 2003-
2009 [229]. Emigration of doctors from South Africa is such that health workforce data provided
in the World Report 2006 showed that it is the African country with the highest number of
doctors abroad, totalling 12,136 (equivalent to one third of its total doctor workforce at home)
[12]. The extent of doctor emigration from South Africa has been likened to ‘global raiding by
several developed countries’ [9], a term similar to that of ‘poaching’ or ‘snatching’ {25, 230] and

the implications of this have been described in section 2.9 of the literature review.

4.3.1 Human resource situation in South Africa
Since the end of apartheid in 1994, South Africa has aimed to develop a democratic and just
society and the healthcare sector has been at the forefront of the government’s reforms [231].
1994 saw the introduction of free healthcare, first by removing user fees for pregnant women and
children, and by 1996 this included everybody accessing public primary care [232]. This resulted
in a very rapid uptake of service, particularly in rural areas and exacerbated health worker

shortages [57].

75



It was argued in 1995 that many of the current problems are a legacy of the apartheid era and that
‘human resources for health care have developed in an ad hoc and fragmented manner. The
ideology of apartheid not only compounded the inherent inequality in the provision of health care
along race, gender and class lines but also entrenched the development of human resources
along these lines’ [186]. However, critics of the new democratic government argued that there
was a failure to advertise rural posts and this created the need in 1996 to recruit doctors from

Cuba to fill shortages [233].

One of the main HRH issues in South Africa is the mal-distribution of personnel [20, 57].
Geographic mal-distribution has been documented, particularly between urban and rural areas
[234]. For example more urbanized provinces, such as Western Cape and Gauteng have 180
doctors per 100,000 compared to the more rural Northern Province and Eastern Cape where there

are just 21-34 per 100,000 [57].

Imbalances also exist between tertiary and primary levels of care, but the largest imbalance is
between private and public sectors [234]. In the South African public sector, salaries are often
low, facilities are under-staffed and there are often no opportunities for further education or
career development [235]. Private health services, however, have flourished in recent years, and
there is a drain of public sector professionals into the private sector [236]. It was found in 2003
that 38% of registered doctors were employed in the public system, which catered for 84% of the
population [237]. However, many doctors work across both sectors so it is not easy to measure

precisely how many work in only the private or public sector [225].

By 2004, issues around HRH were identified as a key priority for the South African health sector
[238]. The key HRH problems within the public sector related to inadequate training, inequitable
personnel distribution, migration, low staff morale and poor attitudes to patients, all of which is
compounded by the challenges associated with HIV/AIDS [232]. The brain drain is cause for
concern for South Africa as it comes with associated racial issues. It has been found that white
professionals are more inclined to migrate [226] than other ethnic groups. Migration will be
discussed further in section 4.6. Ditlopo et al. (2011) outlined the key HRH events which have

occurred since 1994 [239] and Table 12 outlines how these policies relate to doctors.
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Table 12: Key effects with regard to in South African HRH Policy for doctors
HRH Policy Context and Key Milestones

1994 Rural allowance was introduced for doctors and dentists

1996 First Cuban doctors arrived to work in rural areas of South Africa

1998 Introduction of community service

2004 Rural allowance was revised with the aim of attracting and retaining certain health

workers in rural facilities

Introduction of the scarce skills allowance in order to attract and retain scarce

categories of health workers in the public health sector.

Development of a policy on the recruitment and employment of foreign health
workers in South Africa was developed

Finalisation of a bilateral agreement allowing Iranian doctors to work in South

African rural health facilities

2006 A National Human Resources for Health Framework to address the critical

shortage of health workers was developed and released.

2007 National strike of nurses lead to the development of occupational specific
dispensation (OSD)
Agreement signed allowing recruitment of Tunisian doctors to work on a

temporary basis in rural areas of South Africa

2008 OSD for nurses was implemented in September. OSD for doctors was delayed

2009 Strikes held by doctors due to delays in OSD implementation

August: resolution signed for OSD implementation for doctors

4.3.2  Numbers of doctors working in South Africa
By 2012 there were 38,236 doctors and a further 3,502 interns registered at the Health
Professions Council of South Africa (HPSCA)”” and therefore eligible to practice in South Africa
[240]. As in the Irish context registration data does not distinguish between doctors who are
actually practicing and those who are not [225]. Although males comprised 70% of the
workforce in 2006 there has been an increased feminisation of the workforce with an annual

growth rate for females of 5.6% compared to 1.5% for males [225].

Approximately 300 doctors were trained per year in South Africa during the period 1993-2000
[20]. Annual supply of medical graduates was projected to increase from 1,265 in 2001 to 1,637

by 2011 and Hall & Erasmus (2004) calculated that this would generate sufficient graduates to

" The HPSCA was established under the Health Professionals Act No56 and coordinates the bodies for all
healthcare practitioners
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maintain the doctor/population ratio [237]. However, Hall & Erasmus (2004) do note that no
account was made for loss through emigration, imbalances in the distribution of doctors within
the country or the impact of HIV/AIDS [237]. Also, it is important to note that the
doctor/population ratio that the author’s proposed to maintain was 65 per 100,000. Although this
ratio is higher than that needed to carry out the minimal requirements of the MDGs [61] it is

lower than ratios found in Latin America (e.g. 127 per 100,000 in Brazil) [57].

44 HRH policies and interventions
The South African government recognises that there is a shortage of doctors [225]. In order to
address HRH issues within the public sector a variety of short and long term initiatives have been

implemented [231].

A one-year compulsory community service for doctors™ was first implemented in South Africa
in 1998 [228]. The aim of the strategy was to improve provision of health services throughout
the country by providing an equitable distribution of newly qualified doctors and it was also
hoped that they would then be attracted to work in rural areas longer term [241]. However, it has
been found that while community service provides short-term recruitment to rural areas, it is not
an effective retention strategy [242]. Reid (2002) reported that only 20% of doctors who had

completed their community service considered working in rural areas afterwards [228].

The Motivation Project evaluated the effectiveness of three initiatives that have been
implemented to attract and retain health workers [231]. The three initiatives that were chosen for
evaluation were: the Rural and Scarce Skills Allowance, Occupational Specific Dispensation
(OSD), and the Hospital Revitalisation Programme. As discussed in section 1.4, data from the
Motivation Project is being used for this thesis to provide a deeper understanding of workforce
issues experienced by South African doctors. Some of the results presented in section 8.6 will
therefore refer to attitudes to and satisfaction with these initiatives in order to see whether they
have improved motivation and retention. Some awareness is therefore needed on the formulation

and implementation of the initiatives and this is provided below.

4.4.1 Rural and Scarce Skills Allowance
A Rural Allowance was implemented in 2004 as a national incentive targeting certain categories
of health workers working in rural facilities (as identified by the provincial Departments of

Health) [243]. The incentive was designed to both attract and retain health workers to rural areas

* Community service was rolled out to dentists and pharmacists in 2000 and then to a further 7
professional groups, including physiotherapists in 2003
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and also to address the imbalances in the distribution across the private and public sector [231].
The allowance ranged from between 8-22% of annual salary, depending on occupation and area

and was to be reviewed every year [244].

The Scarce Skills Allowance came with the recognition that as well as geographic imbalances in
the health workforce there were also shortages of certain cadres of health workers within the
public sector [243]. The allowance was due to be implemented on 1 July 2003 [245], however it
was not implemented until March 2004 [231]. The Scarce Skills Allowance ranges from 10-15%
of annual salary payable to personnel in the following occupational groups: medical officers,
dentists, medical and dental specialists, pharmacists, radiographers and some professional nurses
[245]. It was designed to target 62,000 health workers in these specified categories regardless of

the geographical location where they worked [243].

4.4.1.1 Satisfaction with the Rural and Scarce Skills Allowance
Health workers are unhappy that neither the Rural or Scarce Skills Allowance is pensionable and
doctors suggested they would rather have the money included in their basic salary ‘We believe a
consolidated package that does away with commuted overtime, and rural and scarce skills would

be better’ [246].

Both the Rural and Scarce Skills Allowance were designed to address critical shortages that were
faced in 2004. However, in order to ensure continuity, at the time of implementation R750
million — R1 billion was built into the health budget to cover these allowances for the subsequent

two years [244].

It is not clear what evidence was used to inform the development of the Rural Allowance,
particularly with relation to which categories of health workers were entitled to the allowance
and the differences in the amount that they received [239]. The Scarce Skills Allowance was due
to be re-negotiated every three years from the date of implementation in 2004 [245], however by

2010 this had not been done [231].

4.5  Occupation Specific Dispensation (OSD)
A recommendation of the Personal Expenditure Review conducted in 2006 was the development
of an Occupational Specific Dispensation (OSD) for targeted occupations [247]. The main
objectives of OSD were to attract and retain skilled staff to the public sector and to eliminate
interprovincial variations by providing clear grading structures which lead to salary progression
based on experience and performance [247].

79



It is illegal for nurses in South Africa to strike [248], however nurses were among the 1 million
public sector workers who went on strike” over pay during the ‘winter of discontent” in 2007
[249]. As part of the deal to end strike action, it was agreed that OSD would be implemented
with immediate effect for public sector nurses and that they would receive a salary increment of
20-80% [250]. As nurses were the first occupational group to be considered for OSD they felt
their work was being recognised by the government. Additionally OSD was found to exert
pressure in the private sector to review its salaries [231]. OSD was not intended to be ‘an across-
the-board salary increase, but to provide differentiated salary structures that cater for proper

career pathing opportunities’ [247].

By December 2008 30% of nurses had still not received the full amount of OSD that they had
been promised [231]. It appears that one of the reasons for this is that there had been a lack of
proper costing before implementation of OSD and indeed, it was noted in 2009 that: ‘early
during implementation (of OSD for nurses) there were indications that the projected amount for

the dispensation was insufficient due to implementation challenges’ |247].

Proposals to roll-out OSD to other health workers, including doctors, were developed in 2008
However, these could not be implemented due to ‘inadequate funding for the 2008/09 budget
cycle’ [247]. The root cause of the strike action by doctors in April 2009 was the delay in the
implementation of OSD [251]. A resolution was signed in August 2009 in order to introduce
OSD for doctors (as well as some other categories of health workers). The allowance was to be
based on grade and years of experience, however to date (August 2012) OSD for doctors has yet

to be implemented [247].

The scaling up of salaries through payment of OSD has had a significant effect on the health
budget, and due to OSD expenditure on health personnel doubled from R28,240m in 2006/7 to
R58.,919m in 2010/11 [252]. In one province alone OSD has created an overspend of R1.33
billion (or by 21% of the approved budget) for the year 2010/11 [253]. The over-expenditure

was such that there was a recruitment moratorium in 2009 resulting in high vacancy rates [254].

4.5.1.1 Satisfaction with OSD
The OSD was ‘ambiguously annotated’ which meant there was discretion amongst the provinces

when applying the new benefits [252]. Furthermore, the implementation of OSD was

29 z . . . o . . .

Due to the illegal nature of strike action for nurses in South Africa many were issued letters of dismissal
for having taken part in the 2007 strike, however after union negotiations disciplinary action was largely
restricted to warnings.
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characterised by poor planning, lack of coordination and rushed implementation with the result
that there have been unintended consequences such as anger and increased tensions amongst

health workers [231].

4.5.2  Hospital Revitalisation Program
A national facilities audit carried out in 1996 found that one third of facilities needed major
repairs, and it was estimated that R27.2 billion would be needed in order to address hospital

deficiencies [255].

With a budget of approximately R1 million per year, the Hospital Revitalisation Program (HRP)
aims to regenerate 30 hospitals over an initial 15-20 year period, followed by the remainder of
the country’s 405 hospitals at a later date [256]. Specifically the HRP plans to ‘Provide strategic
funding to enable provinces to plan, manage, modernise, rationalise and transform the
infrastructure, health technology, organizational management and development and monitoring
and evaluation of hospitals in line with national policy objectives’ [257]. By improving working
conditions within hospitals it was envisaged that this would increase health worker motivation

and retention for all those employed there.

4.6  Migration: Where South African doctors migrate to

The migration of doctors from South Africa has emerged as a major policy issue [9]. The UK
[226] and Australia [95] have been major destination countries for many years and are likely to
remain so for some time. Additionally Canada is a popular destination. This is illustrated by the
fact that by 2008 South Africa was one of the top two source countries for newly registered

doctors at the Medical Council of Canada [258].

4.6.1 Reasons for migration
[t is important to understand what push and pull factors are identified in the literature in order to
find out whether they correlate with those that were identified as part of data collection for this

thesis.

In the past, military service was cited as a prime reason why doctors wished to emigrate [259].
Today, endogenous push factors relate to lack of job satisfaction, lack of further education and
career development, in addition to poor working conditions [95]. Additionally, the HIV
prevalence in 2010 was estimated to be 10.5% of the population [258]. The stresses related to

treating patients with HIV/AIDS are therefore extremely high [235].
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Exogenous push factors include political insecurity, affirmative action, the deteriorating state of
public education, uncertainty for the future and the perceived fragility of the South African
economy [57]. With crime rates soaring personal safety is a concern to many, as one doctor
stated ‘I have had both experience of theft at home and car-jacking, it sure is a scary situation’

[95].

Although pull factors including transferability of qualifications, competition for skills and the
activities of recruitment agencies [57] all serve to make destination countries appealing, it has
been found that push factors play a much greater role than pull factors in the South African

instance [95, 132].

Oberoi and Lin’s study (2006) found that reason for migration determined which destination
country doctors went to. Doctors who were motivated by economic gain went to the Middle East
or Europe and those motivated by other push factors, such as the HIV and crime rates migrated to

Australia [95].

Table 13 shows the push and pull factors that have been identified in studies relating to migration
of doctors from South Africa [20, 57, 95, 132]. Although both the push and pull factors are
similar to those outlined in Table 3 (page 34). the push factors that have more of an influence in

the South Africa context relate to insecurity and crime and high rates of infectious illnesses.
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Table 13: Push and pull factors that are specific to South Africa
Push factors from South Africa Pull factors to other countries
® [ow salary Higher rates of pay
® Increased workload Perceived smaller workloads
® Deteriorating conditions in the The transferability of SA
public sector qualifications in OECD member
A — ® Uneven distribution of resources countries
—— between private & public sectors Global competition for doctors
® Uneven distribution of resources Active foreign recruitment
between urban & rural areas
® Exposure to HIV and other
infections e.g. TB
® [ack of suitable equipment
® [nsecurity and crime Low crime rates
® Deteriorating public education Improved education system
Exogenous ® Uncertainties about the future, Improved opportunities for
factors especially for children children
® Perceived fragility of the South ® More stable economies
African economy

Developed from [225]

4.6.2  Recruitment of South African doctors to work overseas
Medical recruitment for specific positions in specific countries, as well as general recruitment by
international agencies is widespread in South Africa. Between 2000 and 2004 a total of 2,522
advertisements were placed in the South African Medical Journal (SAMJ), many of which
repeated over a period of several months [92]. The UK had the largest number of adverts (36%),
followed by New Zealand (22%), Australia (16%) and Canada (12%) [92]. Interestingly, despite
being a major destination for South African medical personnel the USA only had a small number
of adverts in the SAMJ [92]. It may well be therefore that job opportunities in the USA are heard

of through different channels.

South African doctors are highly regarded [9]. It is argued that the conditions in the South
African private sector support ‘the export of health services’ and NetCare™ won several major

tenders to provide staff and services to the NHS in the UK [260].

30 ~ . . ~ ~ .
NetCare are a group of hospitals in South Africa
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4.6.3 How Recruitment Agencies facilitate employment of South African
doctors

The employment process of South African doctors to work overseas is dominated by recruitment

agencies mostly based outside of South Africa. In addition to advertising overseas positions,

they also assist in administrative issues such as immigration procedures and opening bank

accounts [9].

Two channels of recruitment have been identified: younger medical graduates seeking short term
locum work in the UK and older doctors moving permanently to Australia, New Zealand or
Canada [9]. The major ‘catalyst’ for temporary migration from South Africa was found to be
financial ‘locum work is a lifeline for many doctors...they can earn some extra money’, as
opposed to permanent migrants who were motivated by long-term prospects [9]. As discussed in
(section 2.5 on page 23) of this thesis, ‘stick’ or ‘stay’ factors are important at influencing
migration patterns. Stick factors, such as children in schools, establishment of career paths,
development of friendships and a general satisfaction of life in Australia have been found to play

an important role in influencing that migration was permanent [95].

Conscious of the global market for medical personnel, recruiters seek to offer comparative
benchmarks for potential recruitment, with one advertisement reading: ‘forget the hassle with the
GMC for registration — hop on a plane to Oz where your South African qualifications and
experience will be appreciated. Forget the rain and fog of the United Kingdom — go in leaps and

bounds to the sunshine’ [92].

There appears to be conflicting information about whether doctors wish to migrate permanently
from South Africa. It was found that nearly three quarters (70%) of doctors who intended to
work overseas after their community service wanted to return to South Africa [228]. Watanabe
et al.’s (2008) study found that 50.5% of South African doctors return home after practicing in
Canada [75]. Bezuidenhout et al.’s study (2009) further found that 53.6% of South African

doctors practicing overseas wanted to return permanently to South Africa [132].

Neither study provides data on how long the doctors have been overseas, or whether doctors
planned to practice medicine when they returned to South Africa. However, it alludes to the fact
the migration is not always permanent and that South Africa has pull factors which draw doctors
back to the country at some point. Further evidence suggests that the trend for permanent
migration has slowed and has been replaced by temporary overseas appointments: ‘We have lots
of South Africans on the database but it doesr’t necessarily mean that they will all be going out

of the country. After their locum posting most of them will return’ [9]. Overwhelmingly, the
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evidence of migration patterns of South African doctors highlights the difficulties of trying to

categorize migrants as temporary, permanent and return.

4.7  The link between Ireland and South Africa

This Chapter highlights the Irish and South African contexts. This is needed for the conceptual
framework in order to understand the range of push and pull factors within the source and
destination country. It was important to understand the link between the two countries to see

why there is a flow of doctors from South Africa to Ireland.

As seen in section 4.2.2, Ireland is experiencing a shortage of doctors, particularly in certain
specialities such as General Practice and there is a reliance on foreign-trained doctors to fill
shortages [76]. Historical issues of not training sufficient numbers of medical graduates are
being addressed [210, 211]. However, issues of retention persist [180, 217]. In particular, the
lack of specialist training posts in Ireland has resulted in many medical graduates leaving Ireland

to take up such opportunities abroad, many of whom never return [208].

By 2006. South Africa was one of the main source countries for nurses who are registered in
Ireland [128]. Statistics accessed from the IMC website”' in January 2009 revealed that this was
also the case for doctors. Large numbers of South African medical graduates™ registered at the
IMC for the period 2006-2009. By January 2009, there were a total of 1,746 South African
medical graduates registered at the IMC. In fact, South Africans represented the largest numbers

of non-Irish medical graduates registered at the IMC.

In terms of migration type, the literature on pro-active recruitment practices suggests that South
African doctors work in Ireland on a temporary basis [9]. Irish based medical recruitment
agencies, such as Locumlink highlight their strong South African-Irish links and advertise
‘euaranteed minimum number of hours to work each month. You'll have a potential to earn
approximately 160,000 ZAR™ per month® [261]. During the Celtic Tiger, Ireland was portrayed
as an attractive destination by having a strong euro [180]. Indeed, Locumotion™ had offices in
South Africa and tried ‘to “sell” Ireland as a place’, offering lucrative salaries and other
incentives such as covering the costs of work permits [262]. Both agencies also advertise that
they will meet doctors arriving from South Africa at Dublin airport and organise initial

accommodation [261, 262].

i htp://www.medicalcouncil.ie/Registration/Statistics/

* Tt is important to note that the registration statistics published on the IMC website (referenced in footnote
19) categorise doctors by country of qualification and not nationality. For information on how migrant
doctors are classified refer to section 2.3

* Equivalent (0 €15,362.90 (€1 = 10.4 ZAR) on 21 June 2012 (www.oanda.com)

* Locumotion (like the previously mentioned Locumlink) is an Irish based medical recruitment agency
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Until 2011, the IMC automatically recognized South African medical qualifications [263]. Ease
of registration is attractive to doctors. Rogerson (2007) noted that South African doctors who
wish to work in the UK must sit registration exams and this has created a barrier for them going
there, particularly in the case of older doctors who were reported as saying that they ‘won’t go
back to school’ [9]. Ease of registration in Ireland is therefore likely to attract doctors to go there

as opposed to other countries.

Data from the IMC suggests that large numbers of South African doctors migrate to Ireland and
the literature insinuates that this is on a temporary basis. A critical first stage to this thesis was
therefore to verify whether this was in fact the case. This was in order to determine whether this

was an appropriate case study with which to explore the dynamics of temporary migration.

The first research component of this thesis was an analysis of the IMC register. This analysis
confirmed that there were large numbers of South African doctors registered at the IMC, but had
not permanently migrated to Ireland. This analysis not only confirmed that South African
doctors registered in Ireland was an appropriate case study to use, but also provided the sampling
frame for components three and four. The methods for component one are outlined in full in
section 6.3 and the results are presented in Chapter 7. The next Chapter presents the conceptual

framework which has been developed out of the literature review.
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5 The Conceptual Framework

- | Introduction

As seen in the literature review (Chapter 2), motivation for migration differs; it could be for
economic reasons, career development, to escape instability, or it could just be for an adventure.
Whatever the reason for migration, it is clear that the basic potential for migration exists if push

and pull factors are present in two countries [34].

This Chapter presents the conceptual framework which was devised from the literature in order
to present the theorised relationships that occur in temporary doctor migration. More
specifically, this encapsulates the theorised relationships that are thought to occur in the case of
South African doctors migrating to Ireland. As outlined in section 1.4.1, the justification for
using a conceptual framework is that it consequently determines what data should be collected
and analysed. This allows the theoretical framework to be validated against what actually occurs

in practice.

Conceptual frameworks use ‘bins’ to contain information on events and/or behaviours [46]. Each
‘bin’ is given a descriptive name and laid out according to their inter-relationships [46]. The
framework presented here uses both an exploratory and confirmatory design [46]. This is
because some of the outcomes are hypothesised (e.g. the primary motivation for temporary
migration is economic gain), and some are not hypothesised, they are evidence based (e.g. the
creation of push and pull factors from conditions in the source and destination country). This
means that the level of specificity in each ‘bin’” and the direction of influence between them is
less pre-determined than would be seen in a confirmatory design. However, it is more inferential
than would be seen in an exploratory design. This combination of design allows for some

structure, whilst allowing for reflexivity.

Following presentation of the conceptual framework in Figure 10, this Chapter then discusses the
elements which will form the ‘bins’ and justifies why they have been included. Finally the
Chapter presents the hypotheses that were generated by the theorised conceptual framework. By
confirming or refuting these hypotheses it is possible to determine the validity of the framework
in practice, and thereby understand what motivates a South African doctor to migrate to Ireland
on a temporary basis. Furthermore, once the framework has been found to be helpful, it will be
possible to explore whether it could be adapted outside the South African context in order to
describe generic temporary doctor migration. Such a tool could provide crucial information on
how to ensure that temporary migration remains beneficial. It is important to emphasise that the

framework theorises the dynamics of temporary migration from the perspective of the migrant.
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By determining these factors in practice it will be possible to explore whether this framework
accurately describes the phenomenon could be managed in order to produce beneficial results for

all actors involved in the migration process.

Figure 10: Conceptual framework indicating the theorised dynamics of temporary

migration of South African doctors to Ireland
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5.2 Key elements of the conceptual framework

The situation in the source and the destination country and the associated push and pull factors
provide important contextual information. It is important to consider this context, as it
influences decision to migrate. This thesis is looking at migration from a LMIC (South Africa) to
a high-income country (Ireland). The literature suggests that possible push factors from South
Africa could include factors such as low wages, poor infrastructure, poor working conditions,
lack of training opportunities, or political instability. Pull factors to Ireland (i.e. the destination
country) could include higher wages and greater training opportunities. How influential these

push and pull factors are will depend on the doctor’s individual circumstances and motivation.
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The conceptual framework considers the individual characteristics of doctors in the source
country. These include personal characteristics (age, gender, marital status, number of dependent
children), social characteristics (ethnicity and location of residence. i.e. urban or rural) and job

characteristics (speciality, stage of career and job satisfaction).

Individual motivation is at the heart of the desire to migrate. It is useful to briefly revisit the
definition of motivation™ as ‘the psychological processes that causes the arousal, direction and
persistence of voluntary action’ [100]. Motivation is inherently an individual phenomenon, as
each individual is unique. Different people have different needs, expectations, values, attitudes
and goals [100]. Motivation is a fluid factor and as it is dependent on personal circumstances it
will change over time, for instance when there are changes in marital status, age and number of

dependent children.

Individual motivation coupled with the desire for a better life/livelihood will determine the
primary motivation for intending to migrate. Migration occurs because the individual believes
that they will benefit by doing so. The conceptual framework suggests that if the primary
motivation for migrating is for career development, or to escape political instability within South
Africa then the most likely outcome will be permanent migration. This doctor is unlikely to

return to their source country after a period abroad.

If the primary motivation for migration is for economic gain, migration is likely to be temporary.
Although the literature provided evidence to show that there are different types of temporary
migration, as discussed in section 2.4.3, it is not possible at this stage to distinguish between
which types of temporary migration are occurring. It is anticipated that analysis of the results

will provide more information on this.

Conditions of overseas employment are crucial. Working conditions in Ireland need to be
favourable and enticing to South African doctors. This is in terms of contracts and types of
positions that are available. Contracts need to not only be financially rewarding, but also need to
be flexible in terms of length. As no clear definition of ‘temporary’ employment was found in
the literature it is likely that doctors will vary in their ability and willingness to work Ireland for
different lengths of time. The duration of employment is therefore critical and needs to appeal to

the doctor.

In addition to employment length, there also need to be no (or only minor) logistical barriers for
doctors being able to work in Ireland. For instance visas/work permits are undoubtedly a major

barrier to the ability to work in some countries.

35 . P ~ : :
* This was originally defined in section 2.6
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Finally it is important that the doctor is able to take the time off to work overseas without having
to permanently leave their current post in their home country (whether this is taken as the
doctor’s holiday, or a sabbatical). This means that they are able to return to their current post,

once they have completed their temporary employment overseas.

As for the Canadian SAWP [154], the conceptual framework presented here indicates that
recruitment agencies play a vital part in facilitating migration. For recruitment of doctors it is
probably more beneficial to have the recruitment agency in the destination country, rather than in
the source country (as in the case of the Canadian SAWP). The reasons for this are that it means
that it is possible to have a closer liaison between the employers in the destination country (e.g. in
the Irish case, organisations such as the HSE and the out-of-hours cooperatives) so that they are
able to inform the recruitment agencies of the positions that they need filling. Also, when the
recruitment agency is based in the destination country it means they are able to provide assistance
with administrative issues such as obtaining visas and with registration at the relevant medical

regulating body.

The conceptual framework presents a dashed arrow from the doctor returning home, back to the
start of ‘desire to migrate’. It is likely that once the doctor returns home s/he is faced by the same
push and pull factors as before, and this may once again create a desire to migrate. Whether this
move is temporary or permanent will, as in previous migrations, depend on what the primary

motivation for migration is.

It is important to consider loss to permanent migration. The literature suggests that some
migrants who originally intended to stay permanently change their mind, and vice versa [34].
There is clearly a balance that needs to be maintained for migration to be temporary and that is
that the lure of the conditions in the destination country are offset by the fact that the doctor
wants to benefit from some of the pull factors, but that the push factors are not so extreme that
they want to permanently leave. In this manner, temporary migration is a delicate balancing act
whereby the doctor wants to return to their source country. If this balance is upset, in any way,
for example if the effect of the pull factors is greater than the advantages of staying in the source
country then the doctor will not migrate temporarily and will instead choose to either migrate

permanently, or not at all.

As highlighted before, time is an important factor in determining temporary migration.
Dustman’s (2000) return migration model has shown that duration abroad is determined by
equalising the benefits and costs of migration [39]. The benefits of temporary migration to

Ireland include additional income and work experience. The costs associated with temporary
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migration include any travel and accommodation costs that are incurred as well as personal costs

such as time apart from families, or from employment in South Africa.

When the doctor arrives in Ireland the benefits of migration (additional income) outweigh the
costs. However, as time progresses the personal costs start to be more influential and these start
to outweigh the benefits. When this occurs the doctor will return to South Africa. The
conceptual framework therefore indicates that as time increases, the benefits of migration
diminish and the motivation to return increase. It is important to consider the duration spent in
Ireland as this is felt to be crucial to maintaining temporary mobility as opposed to permanent
migrants who often have less pre-determined ideas about how long they are planning to remain

within a country for.

2 Hypotheses raised by the conceptual framework
The conceptual framework has shown the theorised dynamics of temporary doctor migration.
From these theorised dynamics it was possible to generate a number of hypotheses, in order to

guide data analysis that was subsequently carried out.

The hypotheses are as follows:

1) Doctors who migrate temporarily are primarily motivated by financial gains.

2) Doctors who migrate permanently are primarily motivated either by career development
or to escape political instability within their own country.

3) Employment contracts need to be attractive to the doctor in terms of length, financial
remuneration and fitting their skill set.

4) Overseas employment has to be promoted. This is done through the promoticn activities
of a medical recruitment agency.

5) Overseas employment has to be facilitated by the ability of doctors to work overseas and
for it not to affect their employment circumstances at home.

6) Doctors will reap the maximum benefits of migration within a few weeks. After this
time the costs of their migration will outweigh the benefits and they will return to South
Africa.

7) Desire to migrate is a cyclical process. After the migrant has returned to their home

country the desire to migrate will start to build up again.

Whilst these hypotheses may seem logical, what is unclear from the literature is how influential
these variables are in ensuring that migration remains temporary instead of becoming permanent.
The next Chapter presents the methods that were used to test these hypotheses that have been
raised.
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6 Methods

6.1  Introduction and Aims

The aim of this thesis was to provide a better understanding of the dynamics of temporary doctor
migration. In order to achieve this aim, case study methodology was used to assemble and
triangulate data from a number of sources. This allowed identification of the key features of

temporary doctor, in particular the motivation behind this phenomenon.

This Chapter outlines the methods that were used to test the hypotheses generated by the
conceptual model (depicted in Figure 10). There are four components of data collection and
analysis namely: 1) Exploring migration patterns to Ireland, 2) Exploring the South African
context, 3) Understanding temporary doctor migration and 4) Comparing permanent and
temporary migration. This Chapter describes the methods that were used for each of the four
components. Indication is also given as to which part of the conceptual framework that each
component sought to answer. Finally, there is a discussion on the limitations of the methods that

were used.

6.2  Justification for the data collection strategies used

As indicated above, case study methodology was used in order to collect data. There are four
types of case study design, and a ‘single case design’ was used because the aim of this thesis was
to critically test a well-formulated theory. A single case is useful as it can confirm, challenge or
extend the theory [48]. Multiple case designs may be preferred over single case designs as there
is the possibility of direct replication [48], however, this would require identification of further
examples of temporary migration. This would require more resources for investigation and is
therefore out of the scope of this thesis. Case studies use either an inductive approach (whereby
the research question is informed through existing theory) or a deductive approach (whereby a
hypothesis is deduced on the basis of ideas and then tested) [264]. Due to the limited evidence

base on temporary doctor migration a deductive approach has been used in this thesis.

The four components ensure that there is breadth and depth to the analysis and findings. The
precise methods differ for the four components and different types of data were collected and
analysed. However, each component was designed to provide as much information as possible

with which to test the validity of the conceptual framework.
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Consistent terminology is important to describe the different components of the thesis,
particularly as they themselves are composed of a number of elements. Each component and its

aim, is outlined below:

e Component One: Exploring migration patterns to lIreland provides a better
understanding of the numbers of doctors who have migrated to Ireland.

e Component Two: Exploring the South African context provides vital background
information on the motivation and retention environment faced by South African doctors.

e Component Three: Understanding temporary doctor migration focuses on South African
doctors who are registered at the IMC, but report a residential address in South Africa.
As indicated in section 7.3 the assumption was made that these are temporary migrants.
Analysis performed in this component provides key information about what motivates a
doctor to migrate on a temporary basis. This component further provides information on
the dynamics of this migration.

e Component Four: Comparing permanent and temporary migration focuses on South
African doctors who are registered at the IMC, but report a residential address in Ireland.
It was assumed that these were permanent migrants. This provides information on what
motivates a doctor to migrate on a permanent basis in order to allow comparisons
between these doctors and those identified in component three as temporary migrants.
This component also sought to answer whether doctors had migrated on a temporary

basis prior to a permanent move.

6.3 Component One Methodology

Prior to this thesis the IMC registration data had not been analysed™. Component one used very
distinct methodology compared to components 2-4 and so will be considered separately.
Component one analysed registration data obtained from the IMC for two purposes. Firstly, to
provide a better understanding of migration patterns to Ireland and secondly to provide the basis
for the sampling frame which was used for the temporary and permanent migrants in components

three and four.

Doctors wishing to work in Ireland must first register with the IMC. Registration procedures are
outlined below in section 6.4. This information is provided before presenting the results of IMC

registration data.

% Subsequently (2012) a detailed analysis of a decade (2000-2010) of IMC registration data has been
conducted [68].
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6.4 Registration procedures at the IMC

Firstly, it is important to understand the registration procedures at the IMC, particularly as these
changed during the time which this thesis was written. Until March 2009 the IMC held two
registers under the 1978 Medical Practitioner Act: the General Register of Medical Practitioners,
which was mandatory for all doctors practicing in Ireland and the Register of Medical Specialists,

which was voluntary for specialists [263].

Within the mandatory General Register there were three categories of registration: full
registration, internship registration and temporary registration [263]. Country of qualification
determined the registration category doctors were eligible to apply for. Non-EU qualified
doctors initially held temporary registration and if the IMC were satisfied with their training,
were eligible to apply for full registration after two years; however they could remain on the

temporary register for an aggregated period up to five years [263].

Not all non-EU qualified doctors had to hold temporary registration first. Under reciprocal
agreements, doctors who had obtained their primary medical degree from a university in South
Africa, New Zealand, the Canadian province of Saskatchewan, or the Australian states of New
South Wales, South Australia, Victoria and Western Australia, or the University of Queensland
were able to apply directly for full registration, provided they held full registration with the

authorities in the country where they qualified [265].

New registration rules under the Medical Practitioners Act 2007 came into effect on 16 March
2009 and established one register comprising four divisions: Trainee Specialist (comprising
interns and doctors holding recognised training posts), Specialist (those who have completed
specialist training), General (doctors who have not completed specialist training and do not hold
a recognised training post) and Visiting EEA Practitioners (for EU/EEA citizens wishing to
practice on an occasional basis) [266]. Eligibility for each division depends on the stage of
medical education and training and doctors can move from one division to the next [176]. The
Supervised Division was added in 2011 specifically to accommodate doctors who were recruited
as part of an active overseas recruitment drive in India and Pakistan [130]. However as this
occurred after the registration data was obtained for this thesis, none of the doctors registered

referred to in the results are in this Division.

6.5 Registration data

Registration data from the IMC was needed for three main reasons:

- To determine the number of doctors on the register, disaggregated by nationality
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- To extract the South African doctors who were registered in order to provide the basis for
the sampling frame for temporary and permanent migrants
- To explore whether temporary doctor migration to Ireland is occurring from other
countries.
The IMC register contains information about all the doctors who are registered. The register is
publicly available on request. To this end a request was made to the IMC to obtain a copy of the
database and this was received in April 2009. Due to data protection, not all the information held
for each doctor was obtained; however, it was possible to get the following data for each doctor

who was registered:

e Registration number (this is a unique identifier)
e Name

e Postal address (including country of residence)
e Gender

e Nationality

¢ Date that they first joined the register

The database (which the IMC provided in the form of an Excel spreadsheet) was first analysed by

nationality in order to obtain the numbers of registered doctors by nationality.

6.5.1  Analysis of registered doctors by nationality
It is important to emphasise that the statistics provided on the IMC website, referred to in section
4.7, categorise doctors by country of qualification. However, the database that I obtained on 3"
April 2009 did not have any information regarding what qualifications doctors had obtained, or
where they had obtained them from. Information was instead provided for nationality of doctors.
The results presented below, which relate to the April 2009 database (as used in this thesis)

reflect this.

Analysis of the IMC register took place April-May 2009. All analysis was done in Excel,
whereby a separate sheet within the workbook was created for each of the key nationalities.
Doctors were first categorised by EU status. They were then further disaggregated by nationality

in order to determine the key source countries.

As will be shown in section 7.2 (page 123), the largest number of non-Irish doctors who were
registered in Ireland were South African (n=1,632). Non-Irish doctors were then analysed by

country of residence.



6.5.2  Analysis of registered doctors by country of residence
The listed postal address (which indicated country) given for each doctor was used in order to
determine country of residence. The assumption was made that doctors were residing at the
address which they reported to the IMC. This meant that by identifying the country of residence
it was possible to determine whether the doctors were in Ireland or in another country. Doctors
were therefore divided into those who held an address in Ireland and those who did not. A
further assumption was made that as registration details are updated yearly and any change in
personal details are supposed to be recorded (this can be done at any time) the number of doctors

who are in Ireland but have not updated their address are minimal.

Based on the assumptions outlined above three tentative suppositions were made, namely:

- Doctors who are registered at the IMC, but residing in the country of their
nationality migrate to work in Ireland on a temporary basis.

- Doctors who are registered at the IMC and residing in Ireland have migrated to
work in Ireland on a permanent basis.

- Doctors who are registered at the IMC, but residing in a country other than
Ireland, or their country of nationality have migrated on from Ireland (i.e. are

- 37
onward migrants)” .

Using the listed postal addresses, all non-Irish nationalities (n=7,236) were categorised by their
country of residence in order to determine their migratory category. The results of this analysis
are shown in section 7.3 (page 124). The most important finding, and one which provides
essential information for components three and four is that of the 1,632 South African doctors

who were registered at the IMC, 206 reside in Ireland and 1,330 reside in South Africa.

Based on the three suppositions made above, this analysis of the IMC register suggests that South
African doctors are migrating to Ireland on both a temporary and a permanent basis. This means
that by collecting data from South African doctors registered in Ireland it is possible to
understand what motivates a doctor to migrate temporarily (and permanently). This natural case
study can therefore by used to test the validity of the conceptual framework which was presented

in Chapter 5.

*7 This supposition may not be correct, but unfortunately it is outside the scope of this thesis to confirm this

further. Confirmation (or rejection) of this theory would be an interesting area of further research
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6.6  Overview of the methods used for Components Two, Three and Four
All three components used a mixed methods approach to obtain primary data. Mixed methods
are not inherently superior to single method research used [267]. However, in this instance

mixed methods allow for a deeper understanding of temporary doctor migration.

Quantitative research provides numerical measurements of a phenomenon and the methods can
be easily replicated, but it does not provide richness to the data, nor describe any features which
make the study population unique. To this end it was important to have a qualitative component
as this provided rich descriptions and explanations of processes that were occurring in local
contexts [46]. Qualitative data allows direct quotes to be used as well as paraphrasing to provide
this context. It was not appropriate to solely use qualitative methods as this is a ‘investigative
process’ and this thesis sought to statistically test the hypotheses that were generated. By being
able to combine qualitative and quantitative methods it was possible to interweave the different

elements in order to fully explain the relationships outlined in the conceptual framework.

There was a major difference for the population studied in component two, compared to
components three and four. For component two there were no criteria that doctors were
registered at the IMC, nor indeed any other country. This means that doctors in this component
cannot be classified as future temporary or permanent migrants, though they have the potential to

be either.

Although component two was distinct from components three and four, similar strategies were
used in terms of the data that were collected and the way that the data were analysed. All data
collection tools were piloted before main data collection was conducted and revised where

necessary. An overview of data collection methods used is outlined below.

6.6.1 Overview of the quantitative methods used for Components Two, Three
and Four

Cross-sectional surveys were conducted in each component to provide a ‘snap shot’ of the

situation faced by doctors [268]. Although the questionnaires used for each component varied,

all were self-administered (i.e. filled in by the participants themselves).

A certain level of literacy is assumed when using self-administered questionnaires. This meant
it was an appropriate tool to use in the case of doctors. Self-administered questionnaires are a
cost-effective way to conduct questionnaires and provide privacy to the participant. Their
disadvantages are however that although they eliminate the interviewer effect, they may result in

missing data due to uncertainty about the questions being asked [269].
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The questionnaires were structured and for all three components contained both open and closed
ended questions. Structured questionnaires involve the use of fixed questions which are
presented to the respondents in the same way. The advantages of this approach are that it is
possible to collect data for quantitative analysis [270]. The disadvantage of structured
questionnaires is that the response choices may not be sufficiently comprehensive and so
participants are ‘forced’ to choose an answer that may not fully represent their views [270]. The
use of some open-ended questions enabled participants to have some flexibility with their

responses.

There are two sampling techniques that can be used for quantitative data collection namely, non-
probability and probability [268]. The sampling procedures used for each survey is explained in

the detailed methods for each component.

6.6.2 Overview of the qualitative methods used for Components Two, Three

and Four
Qualitative data were obtained in order to add depth to the study of temporary migration. In
particular, a focus was placed on the decision making process that occurs before and during the

migration process.

In-depth interviews were the method chosen to obtain this insight [271]. Interviews provide one
of the important sources of information for case studies [48] as they provide ‘rich sources of data
on people’s experiences, opinions, aspirations and feelings’ [272]. In-depth interviews were
used as opposed to semi-structured interviews because they allow respondents to tell their own

stories and this enabled extended data collection [270].

Interviews were chosen as opposed to other qualitative methods such as focus group discussions
(FGDs). FGDs are advantageous in that they generate large amounts of data, are relatively cost-
effective and also allow participants to build on each other’s experiences [273]. However, as
FGDs involve a gathering of 7-10 people [274] it was not appropriate to use this as a method of
data collection. FDGs were not possible for component two due to the shortages of doctors in
each hospital. For components three and four FDGs were not possible due to the dispersed
nature of the potential participants. It would have been costly, both in terms of travel and time, to

get a number of doctors to a central location at the same time.

Interviews were conducted face-to-face (bar two in component four; one of which was conducted

on the telephone, the other on Skype). Although face-to-face interviews are an expensive method
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of conducting interviews, the advantage is that it allows for rapport to be built up between the

interviewer and the participants, allowing them to talk more freely at ease [270].

In terms of recruitment for the interviews it was appropriate to use non-random sampling as the
aim was to understand a complex phenomenon [270]. Careful judgement is needed to ensure that
the correct type of non-sampling is used and the main sampling types and their advantages and

disadvantages are outlined in Appendix 1.

Practicality is an important issue to consider when accessing potential participants for qualitative
research as there can be time and other logistical constraints [46]. For this reason convenience
sampling was chosen to recruit doctors for the in-depth interviews in all three components. This
is because it allowed for recruitment to be carried out in a practical manner. This was
particularly necessary for component two where data collection took place in South African
public hospitals and there were few doctors available to participate and those who were available
faced severe time constraints. Convenience sampling was also necessary for components three

and four due to the large geographical distances involved in both South Africa and Ireland.

The above sections have outlined the rationale behind the methods. The following sections will
provide detailed information on the methods that are specific to each component. Due to the
overlapping features that were used for data analysis, for both the quantitative and qualitative

methods, these will be discussed for all three components in section 6.10.

6.7 Component Two (Exploring the South African context): detailed
methoedology
Component two provides the source country context and involved a re-analysis of the Motivation

Project data obtained from South Africa.

As outlined in section 1.5 the aim of the Motivation Project was to improve understanding of
health worker motivation and retention in South Africa, Tanzania and Malawi. As part of the
Project activities initiatives that were being implemented to address HRH issues were evaluated.
The Motivation Project data included all cadres of health workers. However, for this thesis |

extracted the data which related only to South African doctors.

Re-analysis of this data sought to answer the following questions:
1) What is the motivational environment faced by South African doctors in public
health facilities?
i) What is the satisfaction with working conditions?
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iii) What factors affect retention?
iv) Are incentives effective at increasing retention and thereby reducing the ‘push’

factors?

6.7.1 Component Two: Overview of the methods
A multiple descriptive case study design was used to collect data on the impact of HRH
interventions in selected South African hospitals. The three HRH incentive initiatives that were
evaluated were: 1) Rural and Scarce Skills Allowance, 2) Occupational Specific Dispensation
(OSD) of Nurses and 3) Hospital Revitalisation Program. The background to these interventions

and their implementation was described in full in section 4.4.

A survey and in-depth interviews were used to collect data. Data collection took place between
2009 and 2010. Although different cadres of health workers were included in these mixed

methods, this thesis only reports the methods and data that relates to doctors.

6.7.2  The Motivation Project study sites
Two provinces, one urban (Gauteng) and one rural (North West) were purposively selected as
study sites in order to make comparisons between urban and rural settings. The aim was to
include five hospitals in each province. As hospital revitalisation was one of the human resource
interventions that were being evaluated as part of the Motivation Project, it was important to

ensure that hospitals which had been revitalised were included to participate in the study [231].

Hospitals that were revitalised were therefore purposively selected to participate in the study. In
North West province three revitalised hospitals were chosen and in Gauteng one was chosen (this
was the only one at the time of data collection that had been revitalised). The non-revitalised
hospitals (two in North West and four in Gauteng) were randomly selected. Table 14 outlines the

characteristics of the hospitals that participated in the study.
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Table 14: Characteristics of hospitals that participated in the study [231]

Province Hospital name Type of hospital
Revitalised Provincial/District

North West Taung Yes District
Swaartruggens Yes District
Ganyesa Yes District
Job Shimankana Tabane | No District
Ventersdorp No Provincial

Gauteng Tembisa Yes Regional
Mamelodi No District
Pretoria West No District
Natalspruit No Provincial
Germiston No District

6.7.3  The Motivation Project: Quantitative phase
As indicated in section 6.7, a quantitative phase was conducted in order to evaluate incentive
initiatives that have been implemented in order to determine their impact on motivation and
retention. Specifically, data was gathered to quantify satisfaction with the initiatives, in addition

to motivation levels and retention.

The aim was to select doctors at random in each hospital. However, given the shortage of
doctors, especially in the district hospitals, it was not possible to follow this planned sampling
method. Convenience sampling was therefore used to recruit doctors, whereby they were
approached during their free time and given information about participating in the research. A

total of 40 doctors were willing to participate in the survey and completed a questionnaire.

The self administered semi-structured questionnaire obtained information on:
e Demographics
e Job satisfaction
e Organisational commitment
® [ntention to quit (retention)
* [ntention to emigrate
e Extent of absenteeism of health care professionals
® Level of satisfaction with the selected HRH interventions
e Perceptions on the effectiveness of the selected HRH interventions in their recruitment,

motivation and retention.
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Job satisfaction was using the abridged Job in General (AJIG) scale developed by Bowling Green
University. This scale has been demonstrated as being both reliable and valid [231]. For the
purpose of this thesis it is important to note that each index was scaled with a minimum score of
0 and a maximum satisfaction score of 15. For each scale, a mid-point was taken of 7.5 as a cut
off, indicating that a score below this indicated dissatisfaction and a score above this indicated
satisfaction. Cronbach’s alpha was calculated for each satisfaction score to determine reliability.

In general anything over 0.7 is considered an acceptable score [275].

Whilst analysis conducted as part of the Motivation Project focussed on how the incentive
initiatives affected recruitment, motivation and retention of health workers as a whole and then
made comparisons between cadres, re-analysis conducted for this thesis looked at factors which
could lead to the desire to migrate. These were to determine factors that were involved with
dissatisfaction, both in the workplace and outside as these could generate into push factors.
Additionally, analysis was conducted in order to determine whether there were any significant

associations between intention to quit their current post and intention to migrate internationally.

6.7.4  Motivation Project Qualitative phase
In-depth interviews were conducted with doctors in the different hospitals that participated in the
study. As for the survey, convenience sampling was also used for the interviews, whereby the
research team approached doctors during their breaks to explain the study to them to determine
whether they would be willing to take part in the interview. A total of 6 doctors agreed to take

part in the interviews. Consent was given by all doctors to audio-record the interview.

The in-depth interviews collected information on:
e Demographics
® Human resource challenges/problems experienced within their facilities
e Factors that attracted them to work in their current facility
e Their motivation and future plans (retention)
e Opinions on the effectiveness of the selected human resource interventions in their
recruitment, motivation and retention
e Recommendations on how best to improve the implementation of the selected human

resource interventions as well as to motivate and retain them.

As for the quantitative data, the qualitative data were re-analysed as part of this thesis to draw out

themes that could contribute towards the desire to migrate.
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6.8 Component Three (Understanding temporary migration): Methodology

Component three aimed to understand the factors that are associated with temporary migration.
It was important to determine the reasons for migrating on a temporary basis as well as to explore
experiences of working in Ireland, i.e. to determine whether their perceptions pre-migration

matched up to the reality of the experience.

Component three used a survey and in-depth interviews to collect primary quantitative and

qualitative data in order to establish the following:

- Develop a profile of South African doctors residing in South Africa
e  What was the decision-making process behind registering at the IMC
e (Confirmation that these doctors are temporary migrants or if not, what were the
other reasons for registration
e Reasons for choosing to register in Ireland as opposed to other countries
e Establishing area of speciality

e Exploring experiences of working in South Africa

- Experiences of working and living in Ireland
e Are they satisfied with work in Ireland?
e How does it compare to their work in South Africa?
e [f they are working in Ireland on a temporary basis, how often do they go? How
long for?

e s temporary work a ‘stepping stone’ to permanent migration?

All data collection was conducted in South Africa. Quantitative data collection took place

between July-August 2009 and the interviews were conducted April-May 2010.

This component tests the conceptual framework by looking at the dynamics of temporary

migration as a whole process. Data analysis provided answers to three main issues namely:

1) What are the primary motivating factors for temporary migration?
11) What are conditions that ensure that the doctor reaps the maximum benefits from
temporary migration? Are temporary doctor migrants planning to become permanent

doctor migrants?



6.8.1 Component Three: Overview of methods
As indicated in section 6.5.2 above, analysis of the IMC register revealed that 1,330 South
African doctors who are registered at the IMC reside in South Africa. The assumption was made

that these doctors were temporary migrants.

For some mixed methods studies, the qualitative research often facilitates the quantitative
research through providing hypotheses and aiding measurement [267]. However, for components
three and four it was more appropriate for the quantitative research to facilitate the qualitative
research. This is because it served as a means to measure the extent of the phenomena (i.e.
temporary or permanent migration), identify doctors to be interviewed, and develop the

hypotheses that were generated in the quantitative research.

6.8.2 Component Three: Quantitative phase
A survey was conducted in order to quantify, in a representative sample of South African doctors,
their motivations for registering at the IMC, their experiences of working in Ireland and any

future migration intentions. The justification for this approach was explained in section 6.6.1.

6.8.2.1 Component Three: Quantitative data collection tool
Self-administered questionnaires were used to obtain quantitative data. The questionnaire was
carefully designed in order to obtain data on background information, facts, descriptions,
opinions and attitudes. A variety of questions were used for this, namely: numerical (e.g. number
of times been to Ireland), categorical (e.g. male/female), nominal (e.g. job type), ordinal (e.g. job

satisfaction using the Likert scale 1-5) and text (for open-ended questions).

The questionnaire was structured to obtain the following information:
e Demographics
e Reasons for registering at the IMC
e [ength of time and number of times worked in Ireland
e Opinion of the working conditions in Ireland and South Africa
e General motivational context

e Future plans

For components three and four questionnaires were sent to participants in the post. Postal
questionnaires are widely used when the population is dispersed [269] and are a frequently used
method of data collection in health services research [276]. It was appropriate to use a postal

survey in this instance as the postal address was the only contact detail that was held for the
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doctors. Non response is a major disadvantage of postal questionnaires and this can introduce
bias into the results [269]. It was therefore essential to use methods to increase the response rate
as much as possible in order to improve the quality of the research. The methods used are
outlined in section 6.11.1. One such method was to give the doctors the option of completing the

questionnaire online at www.surveymonkey.com.

Doctors who had been selected to take part in the study were sent a copy of the questionnaire,
together with an invitation letter which explained the purpose of the research and with
information about how doctors could volunteer to take part in the subsequent interviews. A pre-
paid envelope was enclosed to facilitate the return of questionnaires. The invitation letter and

questionnaire can be found in Appendix 2 and 3 respectively.

6.8.2.2 Component Three: Quantitative sampling
Participants were selected at random so as to ensure that every doctor has a specified chance of
being selected. This form of sampling (probability sampling) reduces bias [277]. However, in
such a large country it was not feasible to include all of the doctors as part of the sampling frame
for this thesis. In order to make generalizations about the temporary migrants it was therefore
necessary to sample from the total number of doctors registered at the IMC, but residing in South

Africa.

Systematic sampling involves sampling from a list that has been ordered in some way [267].
This approach was taken as it was known which province doctors resided in and they were
organised accordingly. For logistical reasons, three provinces which are adjacent to each other
were purposively selected, one urban (Gauteng) and two rural (Limpeopo & Mpumalanga). The
total number of doctors who are registered in these three provinces is 469 (Gauteng 388,

Limpopo 30 and Mpumalanga 51).

6.8.2.3 Component Three: Sampling stages
The key variable used to calculate sample size was intention to migrate to Ireland on a temporary
basis. Based on the finite population size outlined above (n=469) a sample size of 138 doctors
was calculated. This enabled a 95% confidence level and a +/- 7% margin of error”®. The
response rate to the survey was predicted to be 40%, as this is in line with previous postal surveys
[276]. To this end, 345 doctors were selected at random and invited to participate in the postal

survey.

38 o : :
Sample size was calculated using http://surveysystem.com/sscale.htm
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A total number of 325" questionnaires were initially sent. Of these, 88 were returned completed
and 15 were returned as undeliverable. Efforts were made (as outlined in the section 6.11.1 ) to
increase participation, however, further review of the literature revealed several barriers to
doctors participating in postal questionnaires [278] and in line with other postal surveys for

migrants [279] it was decided that a 30% response rate would have been more appropriate.

The sample size was therefore re-calculated to reflect a response rate of 30%, which meant that
460 questionnaires would have been needed in total. As 325 had already been sent an additional
135 were sent in order to achieve the total number needed for a revised 30% response rate. To
this end, 107" additional questionnaires were sent. Of these, 42 were returned completed and 10

were returned as undeliverable.

Overall a total of 130 questionnaires were returned, indicating a response rate of 30.1%, but 2
questionnaires were later excluded as these participants had only filled in the first page (gender,
age, marital status, country of birth and nationality) and this information was not sufficient to be
used for analysis. This means that the total sample obtained for the doctors residing in South

Africa was 128. The implications of this will be discussed in the limitations (Chapter 11).

* Due to logistical constraints at the time, 20 fewer questionnaires were sent out than the required number
of 345.
“ Due 1o logistical constraints at the time, 28 fewer questionnaires were sent out than the required number
of 135
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Table 15: Sampling stages for doctors residing in South Africa

Figures

The number of SA doctors on the IMC register (April 2009) 1,632
Number living in SA 1,332
Of those in SA, the number in the target regions (Gauteng: 388, 469
Mpumalanga: 30, Limpopo: 51)
Sample size calculation (95% Confidence interval +/- 7% margin of error) 138
Number of questionnaires needed for Response Rate of 40% 345
Actual number of questionnaires sent out 325
Number returned 88
Number returned undeliverable 15
Number of questionnaires needed for a Response Rate of 30% (for target 460
sample size of 138)
Extra number of questionnaires needed to be sent out (based on 325 135
already sent)
Additional questionnaires sent 107
Number returned (of additional 107 sent) 42
Number returned undeliverable (of additional 107 sent) 10

Total questionnaires sent 432

Total number returned 130

Total Response rate 30.1%
Total number entered (2 were excluded) 128

6.8.3  Component Three: Qualitative phase
As discussed in section 6.8.3, in-depth interviews were used in order to obtain a deeper insight

into the experiences that doctors had of temporary migration.

6.8.3.1 Component Three: Qualitative data collection tool
Although in-depth interviews are not based on a formal schedule, it is important to have an
interview guide (or theme sheet) in order to maintain a focus to the interview. This ensures that
all the important areas are covered. Accordingly, a theme was developed which contained a

series of cues to facilitate the doctor’s reflection on temporary migration.

The theme sheet for the interviews for South African doctors residing in South Africa (Appendix

4) was designed to collect information on the following:
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® Demographics

e Reasons for registering at the IMC

e Experiences of working and living in Ireland

e Experiences of working and living in South Africa

e Future plans

All of the interviews were all conducted in-person by me in a place of convenience for the
participant.  To ensure the confidentiality of information revealed during the interview,
respondents were assigned a unique study number. Any identifying information was altered to
protect the identity of the respondents and pseudonyms were assigned when quoting in the results
section what doctors had said. Where informed consent was given, interviews were audio

recorded.

6.8.3.2 Component Three: Qualitative sampling
Due to the disbursed nature of the sample population and the fact that the first point of contact
was through the postal questionnaire, convenience sampling was used for the qualitative phase.
For those who participated in the survey, the last question requested an indication of willingness
to take part in the in-depth interviews. If doctors were willing to take part they were asked to
provide their telephone number and/or email address so that they could be contacted easily in

order to discuss in further detail what participating in the interview would involve.

The disadvantages of this approach is that does not ensure that the sample is representative of the
wider population; however it is a fast way to document a particular phenomenon [270]. For this
reason it was an appropriate method to use. Due to the nature of their work, doctors do not have
much free time and so by volunteering to take part it indicated that they were able and willing, to

spend the necessary time that the interview would take.

6.8.3.3 Component Three: Qualitative Recruitment
From the 128 completed questionnaires that were returned, 46 doctors indicated that they would

be happy to take part in the in-depth interviews.

The interviews for component three took place in South Africa in April-May 2010. Doctors who
had indicated that they willing to part in the interviews were contacted by email or telephone,

depending on what contact details they had provided in the postal questionnaire. Some doctors
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who were contacted said that although they were still willing to take part in the interviews they

were not in South Africa at the time when the interviews were being conducted

The email/telephone call was made by me in order to give doctors information about what the
interview would involve. The email/telephone call clearly explained that participation was
voluntary and that if the doctor no longer wanted to, or no longer had the time to take part, then
they did not have to. Emphasis was also placed on the fact that the results were anonymous and
that doctors could not be identified from what they had said. If doctors were still interested in
taking part they were emailed an information sheet (Appendix 5) outlining the study objectives
and procedures. The potential interviewee was then given seven days to reflect on what
participating in the study will involve. After this time doctors were telephoned to ask whether
they were willing to take part in the study and to determine their availability. Upon meeting, the
participants were given the opportunity to ask any questions about the research. If doctors were
still willing to continue, they were asked to sign a consent form (Appendix 6) which indicated
that the interview would be audio-recorded. Doctors were also asked at this point whether they
wished to see a copy of their transcript before it was used for analysis. None of the doctors in
this component requested this and all gave their permission for the transcript to be used without

them seeing it beforehand.

Qualitative data should reflect the views of a population. It is important to get a range of
perspectives rather than the average view [280]. It is therefore not possible to calculate a
definitive sample size that is needed for qualitative data collection. Rather, data collection
should continue until an interviewee does not add any new information to the understanding of a
phenomenon. The point at which no new themes emerge is ‘data saturation” and this is defined
as ‘when emerging concepts have been fully explored and no new insights are being generated’
or ‘data saturation’ [267]. For component three, data saturation was reached after interviewing

17 doctors.

6.9 Component Four (Comparing permanent and temporary migration):
Methodology

Component four aimed to compare permanent and temporary migration. It was important to

determine the motivation behind permanent migration. It was also important to explore

migrants’ future intentions, i.e. whether they planned to stay in Ireland, or return to South Africa,

or even migrate on to another country.

The methods for data collection and the tools were used for this component were similar to that

outlined in component three above for temporary migrants. This component used primary data
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collection in the form of a quantitative survey followed by qualitative, in-depth interviews in

order to determine the following:

- Develop a profile of South African doctors residing in Ireland
e Reasons for registering at the IMC
e Reasons for choosing Ireland as opposed to other countries
® Any prior migration, either on a temporary or permanent basis

e Exploring individual motivation

- Experiences of living and working in Ireland
e Satisfaction with working in Ireland
e How it compares to working in South Africa

e Future plans

All data collection was conducted in Ireland. Quantitative data collection took place between

September-October 2010 and the interviews were conducted March-May 2011.

This component tests the conceptual framework by exploring whether and how the dynamics of
temporary migration are different from the dynamics of permanent migration. There is no doubt
that due to the fluidity of the migration process, there will always be some temporary migrants
who become permanent migrants, however, the literature indicates that temporary migration is
not an automatic prelude to permanent migration. Explicitly, this component will provide

answers to two main issues, namely:

1) Whether the primary motivating factors for permanent migrant are different to those
of temporary migrants

i) Whether permanent migrants were originally temporary migrants

6.9.1 Component Four: Overview of the methods
The target population for this component was South African doctors who are registered at the
IMC and residing in Ireland. As indicated in section 6.5.2 above, analysis of the IMC register
revealed that 206 South African doctors are registered at the IMC and reside in Ireland. As for
component three, the quantitative research was conducted first in order to facilitate the qualitative

research.
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6.9.2 Component Four: Quantitative phase
As for component three, a survey was done in order to quantify, in a representative sample of
South African doctors residing in Ireland motivations for migrating to Ireland, experiences of
working in Ireland and their future migration intentions. A postal questionnaire was used in

order to collect this quantitative data.

6.9.2.1 Component Four: Quantitative data collection
As for component three, an invitation letter (Appendix 7) outlining the purposes of the study was
sent to selected participants as well as the questionnaire (Appendix 8). Also, as before
information was provided about the interviews which would take place. Doctors who were
interested in taking part were given space to indicate this at the end of the questionnaire. A pre-

paid envelope was enclosed to facilitate the return of questionnaires.

The justification for using a questionnaire is given in section 6.8.2.1 and the questions were

structured so as to obtain information on the following:

* Demographics

e Reasons for registering at the IMC

¢ Length of ime worked in Ireland

e Experience of working and living in Ireland
e General motivational context

e Future plans

6.9.2.2 Component Four: Quantitative sampling
The total doctor population in Ireland was 206. However, 10 were excluded as their address was
found to be c/o Locumotion (a recruitment agency) and a further 10 were excluded as their

addresses were incomplete. Therefore, the total sampling frame was 186.

Because of the smaller sampling frame of doctors residing in Ireland, it was not necessary to
organise the doctors by which province they lived in within Ireland in order to sample from
within this. However, this was done in section 7.4 just in order to determine the distribution of

where the doctors were residing in Ireland.

The key variable used to calculate sample size was whether doctors had worked in Ireland on a

temporary basis prior to permanent migration. Based on the finite population size outlined above
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(n=186) a sample size of 96 doctors was calculated. This enabled a 95% confidence level and a

+/- 7% margin of error.

Predicting a response rate of approximately 30% which was that found in component three, it
would have been necessary to invite 320 doctors to take part in the study. There were not this
many doctors in the sampling frame to achieve this and so all 186 doctors were invited to take

part and were sent the questionnaire in the post.

Table 16 shows the sampling stages for component four. Of the 186 questionnaires that were
sent, 56 were returned completed and 8 were returned as undeliverable. Efforts were made (as
outlined in the Methods chapter) to increase participation. Due to the number in the sampling
frame it was not possible to send out more questionnaires to increase the sample size. The
overall response rate was 30.1%. One doctor was later excluded as the information provided on

the questionnaire was not sufficient for analysis and so the final sample size was 55.

Table 16: Sampling stages for Component Four - doctors residing in Ireland
Figures
The number (April 2009) of SA doctors on the IMC register 1,632
Number with an address in Ireland 206
Sampling frame 186
Sample size calculation (95% Confidence interval +/- 7% margin of error) 96
Response Rate of 30% 320
Actual number of questionnaires sent out 186
Number returned 56
Number returned undeliverable 8
Total Response rate 30.1%
Total sample size for analysis (1 was excluded) 55

6.9.3 Component Four: Qualitative phase
As discussed in section 6.8.3, in-depth interviews were used in order to elicit qualitative data

from the doctors in order to gain a deeper insight into their experiences of permanent migration.

6.9.3.1 Component Four: Qualitative sampling
As for component three, convenience sampling was used in this component to recruit doctors for

the qualitative phase. The rationale behind this approach is given in section 6.6.2. As before, the
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intention was to interviewee doctors until no new themes or insights arose (i.e. data saturation

was reached).

6.9.3.2 Component Four: Qualitative data collection tools
As for component three a theme sheet was developed in order to ensure that the interviews
remained focussed, yet flexible. The theme sheet for the interviews for South African doctors

residing in Ireland (Appendix 9) was designed to collect information on the following:

e Demographics

e Reasons for registering at the IMC

e Experiences of working and living in Ireland

e Previous migration

e Experiences of working and living in South Africa

e Future plans

All of the interviews were all conducted in-person by me, in a place of convenience for the
participant.  To ensure the confidentiality of information revealed during the interview,
respondents were assigned a unique and random study number. Any identifying information was
altered to protect the identity of the respondents and pseudonyms were assigned when quoting in
the results section what doctors had said. Where informed consent was given, interviews were

audio recorded.

6.9.3.3 Component Four: Qualitative recruitment
The same methods were used for recruitment of the interviews as those used for component three
and outlined in section 6.8.3.3. The interviews for doctors took place in Ireland in September-
October 2010, As for component three, doctors who had volunteered to take part were contacted
and if they were still interested were sent an information sheet outlining what taking part in the
study would involve (Appendix 10). Doctors who given an opportunity to reflect whether they
did want to take part and then a time was arranged to meet them. Doctors were asked to provide

their written consent (Appendix 11) before the interview began.

From the 55 completed questionnaires that were returned, 24 doctors indicated that they would be
happy to take part in the in-depth interviews. Doctors were chosen at random to take part in the
interviews; however, 6 doctors who were contacted had moved back to South Africa and so were

unable to take part. A further 4 doctors who were contacted said that they would be willing to
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take part but they were temporarily not in Ireland. In total 11 doctors were interviewed until data

saturation was reached.

6.10 Data Analysis

This section will provide the methods that were used for analyzing the quantitative and the
qualitative data which was obtained for components two, three and four. As similar data
collection tools were used for all three components the methods for data analysis were similar.
General methods that were applied will be presented together. Specific information will be
provided were necessary. This section starts with the quantitative data analysis and then will

proceed to the methods used in the qualitative analysis.

6.10.1 Quantitative data analysis
All quantitative data obtained was entered into Excel. Separate excel databases were used for
each Component. Variables were classified as either interval, ordinal, nominal or dichotomous

[267].

All analysis was done using STATA (version 10). The advantage of using STATA is that a
variety of descriptive and tests for significance can be used. Univariate analysis yielded the
descriptive statistics and included frequencies, percentages, means and standard deviations.
These are displayed in tables and diagrams. Bivariate analysis was done in order to determine
relationships between two variables and multivariate analysis to determine simultaneous analysis
of three or more variables. Tests of significance were used and in accordance to good practice,

the p value of significance was <0.05 [267].

Due to the range of data that was collected several tests of significance were used. Chi-squared
(x’) was used for categorical data to compare the prevalence in 2 or more groups. Chi-squared
was only used when the expected frequencies in each cell was greater than 5. Fisher’s exact test
was used when frequencies were less than 5. T-tests compared means for numeric data of 2
groups. Analysis of variance (ANOVA) was used to compare means of more than 2 groups. As
this only shows whether there is a difference between the means, post-hoc tests were then
conducted, when appropriate, to determine which group was different. Regression analysis was
used to determine the association between variables. For numerical outcomes, simple linear
regression were used for two variables and multiple linear regression were used when there were
more than one predictor variable. Logistic regression was used when there was a categorical
outcome. The coefficient is presented for the regression models as this shows the measure of

effect that the predictor variable has. It is important to note that a negative coefficient shows that
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there is a negative relationship between the predictor and the outcome variable. Conversely a

positive coefficient shows that there is a positive relationship between the predictor and the

outcome variable. In some cases odds ratios were used to look at the strength of the associations.

6.10.1.1 Component Two: specific quantitative methods for analysis

As outlined in section 6.2 , I extracted doctors from the Motivation Project data set and analysed

these.

The same statistical techniques were used as outlined in section 6.10.1 in order to:

Quantify the motivational environment

Predict whether demographic variables affected job satisfaction, organisational
commitment and retention

Determine the effectiveness of the HRH interventions to motivate, recruit and retain
doctors

Make comparisons across the two provinces

The predictor variables were:

Personal characteristics: Age, Gender, Marital status, Number of dependent children
Job characteristics: Speciality, Stage of career, Job satisfaction

Social characteristics: Ethnicity, Urban/Rural location

Attitudes towards OSD

Attitudes towards Rural Allowance

Attitudes towards Scarce Skills

Attitudes towards Hospital revitalisation

The outcome variables were:

Job satisfaction score
Organisational commitment score
Intention to quit

Intention to work overseas (i.e. emigrate)

6.10.1.2 Components Three and Four: specific quantitative methods for analysis

A unique ID number was assigned to each questionnaire received and this was the first variable

entered for each doctor. In accordance to good practice [281] the questionnaire was coded before

the questionnaire was administered.
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The predictor variables were:
e Personal characteristics: Age, Gender, Marital status, Number of dependent children
e Job characteristics: Speciality

e Social characteristics: Ethnicity, Urban/Rural location

The outcome variables were:
e Temporary migration

e Permanent migration

The contextual factors that need to be considered were:
¢ (Conditions in the source country

e (Conditions in the destination country

Even though the survey was quantitative there were qualitative elements through the use of open-
ended questions. Answers need organising into categories of occurrence, or ‘coding’. Coding of
open questions follows the same principles as qualitative data analysis (this is explained in
section 6.10.2 below), however the difference is that codes are used to translate answers into

numbers for subsequent statistical analysis [281].

The two open ended questions asked in component 3-4 were ‘What are you most dissatisfied with
in South Africa?’ and ‘Is there any further information you would like to add about your reasons
for registering in Ireland?” Due to the open nature of these questions it was not possible to
anticipate all the answers, therefore a coding scheme was developed after the questionnaires had

been completed.

Overall quantitative data analysis aimed to:

e Determine whether economic motivation is the primary motivation for determining
temporary migration.

e Determine whether demographic variables (gender, age, marital status and number of
dependents) affect intent to migrate, frequency of migration and future plans.

e Examine whether job characteristics (speciality, length in employment) affect intent to
migrate and frequency of migration.

e (Compare if there are any variances in results for urban/rural location and amongst
ethnicity.

e Observe the impact of employment conditions on the frequency of migration
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6.10.2 Qualitative data analysis
The in-depth interviews were transcribed verbatim into MS Word and analysed using NVivo
(Version 9). NVivo was chosen as provides a ‘code-based theory building tools’ and also
produces quantitative information on word frequency [282]. In order to distinguish between the
different components, doctors interviewed in component two were labelled alphabetically and for
components three-four this was done numerically (for component four the initials ‘PM’ were

added after the number to show that they were permanent migrants).

It is good practice to analyse qualitative data during data collection. This interactive and cyclical
approach allows the researcher to think about the existing data in order to generate strategies for
collecting new and better quality data [46]. While this was possible for components three and
four (as I collected the data), it was not possible to do this for component two (as the fieldwork

had already been done by the South African Motivation Project research team).

Qualitative data describes and explains social phenomena by using analytical categories [272].
There are two approaches to qualitative data analysis; inductive (categories are gradually
obtained from the data, i.e. theory generating) or used deductively (categories are derived at the

beginning of the analysis i.e. theory testing) [267].

Grounded theory is an inductive process whereby potential theories and concepts are developed
and tested until an understanding of the phenomenon is attained [270]. This process stops when
saturation is reached. Because the ground theory approach allows for hypotheses to be developed

from the ground upwards, rather than a priori [272], it is this process that was used in this thesis.

Coding was used in order to analyse the qualitative data. This involves labelling transcripts to
identify components of theoretical significance [267]. Coding pulls together a lot of material and
allows the researcher to quickly spot segments relating to a particular hypothesis, concept or
theme [46]. Coding essentially breaks down the data into small units so that it is possible to
determine the importance of these units. There are three classes of codes: descriptive (which are

typically created first); interpretative: and explanatory [46].

Coding can be emergent, or ‘bottom up’, and start after data collection is completed, thereby
allowing data to be moulded into codes that represent them [282]. It is good practice to create a
‘start list” of codes, drawn from the conceptual framework, [46] in order to focus attention to
theoretic issues. For components three and four this was done prior to fieldwork being

conducted. However, as fieldwork for component two had already been conducted it was not

117



possible to do this, but it was possible to develop a start list of codes before the data were

received.

It was however important to adopt a progressive coding system as codes always develop — some
don’t work, others emerge, some relate to too many segments and need breaking down — in order
to ensure that data is not being forced into pre-existing codes [46]. This ‘adaptive approach’
allows the use of existing theory as an orientating device, whilst maintaining an openness to new

concepts [282].

To this end, a general coding domain was created for component two and for components three to
four together. For component two there was less development of codes from issues arising from
the conceptual framework as analysis relates very specifically to South Africa. Codes were
developed from a general understanding of the literature and from issues that arose through
working on the Motivation Project. These are presented in Appendix 8. A combined general
coding domain was produced for components three and four, using the dynamics of temporary

migration captured in the conceptual framework. These are presented in Appendix 9.

After the codes were developed they were applied to the data using in this instance, NVivo™'.
‘Axial coding” was used to determine causal or consequential relationships between the codes, in
order to identify any dominant themes. Finally ‘selective coding’ was used to illustrate the
themes obtained in axial and open coding, [281] this produced quotable material for the results

chapters.

6.11 Methodological Concerns
There are problems associated with all of the methods chosen and it is important to review this

and determine how these may impact on the results.

In particular there were some confounding factors for the data collected as part of component two
(i.e. that of the Motivation Project) which may have affected study participation. Shortages of
doctors specifically hindered data collection, for instance in one hospital the research team were
informed that they had lost eight doctors over the recent months which meant that there were
only two at the time of the visit, which may explain the low response rate in this hospital.
Additionally in many cases it had not been possible to meet with clinical managers and so
doctors were not well informed about the study. Also, an observation was made that the majority
of the doctors were not South African and some did not want to participate in the study as they

said that they wanted to maintain good relations with management.

4 % . i " " :
" NVivo is a computer software programme for qualitative data analysis.
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6.11.1 Components Three and Four: Using postal questionnaires
As outlined in section 6.6.1, a disadvantage of using postal questionnaires is a low response rate
and this can introduce bias into the research. Effective strategies have been identified to increase
survey response rates [269] and where possible these were used in order to increase the

likelihood of the questionnaire being returned. The following strategies were used:

e All invitation letters were personalised. Names were hand written in blue ink and each
was individually signed.

e Headed Trinity College Dublin University paper was used for the invitation letter.

e All questionnaires were sent by first class post.

e Stamped addressed return enveiopes were included.

® An incentive was used. For component three each completed questionnaire was entered
into a prize draw for one year’s subscription to the Lancet. For component four each
completed questionnaire was entered into a prize draw to win a €50 Eason’s" voucher.

® The questionnaire was short.

* Follow-on contact was made were possible and where this was not possible reminder
letters were sent.

¢ [t was anticipated that the survey would be of interest to doctors.

e There were no sensitive questions that doctors would be reluctant to answer.

Because little contact information was known for the selected participants, a variety of
approaches were used to encourage participation. Articles were placed in Alumni magazines
from South African medical schools in order to publicize the research and its objectives. An
attempt was made to trace non-respondents through the telephone directory. This in itself posed
a challenge, as many of the postal addresses that were held were PO boxes and not physical
addresses. Also, many doctors had similar names or were not listed and therefore it was not
possible to distinguish who had been invited to take part in the study. Any doctors who had been
invited to take part in the study and were listed in the phone book were rung during the day time.
The study was explained to them. For many doctors, the telephone number listed was at their
surgery and so the study was first explained to the receptionist who then gave an indication of
whether or not the doctor would be interested or not in taking part in the study and completing
the questionnaire. If the receptionist thought that the doctor would be interested s/he put the call
through to that doctor. It was made very clear during this conversation that participation was

entirely voluntary.

42 - . .
Eason is a book shop in Ireland
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A reminder letter was sent to all those who it was not possible to make contact with over the
phone and who had not responded after a three week period. The reminder letter contained a new

questionnaire and a new pre-paid return envelope.

As discussed, non-response is an issue when using postal questionnaires and all efforts were
made, to ensure that bias is not introduced into the sample through non response. Non-response
was the major methodological concern for the quantitative data and this will be discussed further

in the limitations chapter (Chapter 11).

6.11.2 Qualitative data
In order to ensure that doctors were able to speak freely about their experiences certain
techniques were used. All of the interviews for components three and four were carried out by
me and [ have previous experience of conducting in-depth interviews. For component two, the
South African Motivation Project field team had been thoroughly trained as to how to conduct
interviews {231]. Throughout all interviews neutrality was maintained and leading questions

were not used.

There is always a problem with recall bias, however comprehension and memory was checked

throughout.

Double coding. whereby two researchers code the same data set and discuss codes used is a good
reliability check and aids definitional clarity [46], however, due to the nature of this thesis,
whereby all research must be independent and so it was not possible to do this. Nonetheless, in

order to increase internal consistently I double coded some transcripts.

It is believed by some qualitative analysts that you need to work with paper, rather than a
CAQDAS software, in order to get a larger view of the data [282]. To this end, I worked in a
combination of ways, using both NVivo and printing out codes in order to assist with code

refinement.

6.12 Triangulation of data

A major strength of a case study methodology is that there is the opportunity to use different
sources of evidence. Different types of triangulation have been identified, however the one
which implies the common meaning, and the one which is used here, is ‘Methodological
Triangulation® [267]. This means that findings are supported by more than one source of data

[48]. Triangulation allows the ‘use of more than one method or source of data in the study of a
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social phenomenon so that findings can be cross checked’ [267]. It therefore supports a finding

by providing repeated verification using independent measures [46].

Whilst critics of triangulation argue that it assumes that different methods can unambiguously be
compared in their ability to answer a research question [267] the process allows for a more
reflexive analysis of the data. This is because the researcher is able to develop an overall

interpretation of the findings.

This thesis uses triangulation of data on three instances when the same questions are being asked.
In component two the use of both a survey and interviews help to both quantify and qualify the
South African context in order to enhance the results and draw conclusions from them. In
component three, the use of a survey and interviews help to quantify and qualify temporary
doctor migration in order to ensure comprehensiveness of the findings. Component four
similarly uses a survey and interviews to quantify and qualify permanent migration in order to

make comparisons to temporary migration.

Whilst the results of the four individual components cannot be triangulated as each dealt with
different topics and asked different questions [267], each component was complementary. This
approach ensures that the findings can be corroborated in order to test the validity of the

conceptual framework.

6.13  Ethical considerations

Approval to carry out the research for this PhD thesis was obtained from the Health Policy and
Management (HPM)/Centre for Global Health (CGH) ethical committee of Trinity College
Dublin (TCD). This can be found in Appendix 14.

The invitation letters for component three-four outlined the objectives of the study and stated that
all information collected would be anonymous. Questionnaires were labelled with a unique study
number which could not be linked to the participant’s identify. The invitation letter highlighted
that participation in the study was entirely voluntary. Indication was made that by completing

and returning the questionnaire doctors were providing their consent to take part in the study.

As outlined in section 6.8.3.3 and 6.9.3.3, doctors who volunteered to take part in the in-depth
interviews were provided with detailed information about what the interviews would involve. In
particular, emphasis was made that taking part was voluntary. They were then given sufficient
time to reflect whether they still wanted to take part in the interviews. With the consent of
doctors, interviews were audio recorded. The doctor’s name did not appear on the recording. All
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recordings were transcribed verbatim. Transcripts were stored on a password protected
computer. The transcripts were only viewed by me, and doctors were given the opportunity to
read and approve their individual transcript before it was used for analysis. Audio recordings

were destroyed after one year.

Research carried out as part of the Motivation Project was approved by the University of the
Witwatersrand’s Ethics Committee and by Faculty of Health Sciences, TCD. This approval is
found in Appendix 15. Permission to conduct the study was further obtained from the Gauteng
and North West departments of health, as well as each individual hospital that was selected for
participation in the study. Informed consent was obtained from all participants. Participants
were provided with an information sheet which explained the purpose of the study and clearly

stated that participation was voluntary.

6.14 Summary of Methods

The methodology outlined in this Chapter shows a variety of different approaches. These are
being used to ensure that the conceptual model is tested with maximum rigour. The four
Components of data collection have been designed to be mutually reinforcing. Component one
explored migration patterns to Ireland and provided the sampling frame for components three and
four. Component two involved re-analysis of primary data and provides important contextual
information regarding the situation in the source country. Components three and four collected
primary data collection and methods for this have been outlined. The results of each component
will be presented in the subsequent Chapters, followed by a discussion Chapter which

triangulates the data and presents the cross-cutting issues.
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7 Results for Component One: Understanding migration patterns to

Ireland

7.1  Introduction

This Chapter presents the analysis of the Irish Medical Council (IMC) register. This had two
purposes. Firstly, to provide a better understanding of the numbers of South African doctors
registered in Ireland, and secondly, to provide the basis for the sampling frame for the temporary
and permanent migrants in components three and four. This Chapter first presents the analysis of
the IMC register by nationality. It then shows the breakdown by place of residence in order to

determine the number of temporary and permanent migrants.

7.2 Key source countries for registered doctors
A total of 17,406 doctors were listed on IMC register that was obtained on April 2009. As
indicated in section 6.5 (page 94) data were provided by nationality of each registered doctor,

rather than country of qualification.
Of the total 17,406 doctors on the register, 45 doctors were marked as ‘other’ or ‘unknown’
nationality. They were therefore excluded from analysis, bringing the total number of doctors

that were analysed by nationality to 17,361.

Figure 11: Breakdown of IMC by nationality, total n=17,361 (2009)

Figure 11, above, shows registered doctors, categorised by EU status. The majority (58.3%,
n=10,125) of doctors were Irish, nearly a third (31.1%, n=5,400) were non-EU nationals and the

smallest proportion (10.6% (n=1,836) were EU (non-Irish) nationals.
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Doctors were further divided into separate categories for each nationality. This was to determine
the key source countries. Figure 12 shows the key source countries for doctors holding
registration at the IMC, as identified by their nationality. The key source country in 2009 was
South Africa (n=1,632) which had 61% more doctors than the second key source country, which
was Pakistan (n=1,013). Pakistan was followed by the UK (n=868), Malaysia (n=397) and then
India (n=388).

Figure 12: Key source countries for doctors holding registration at the IMC by

nationality (2009)

Number (n) of doctors registered
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7.3 Analysis of doctors by country of residence

Interestingly, although the majority (57.2%, n=4,139) of non-Irish nationals reported an address
in Ireland, 42.8% of all doctors registered (n=3,097) reported an address outside Ireland. As
already mentioned above, it is assumed that doctors who report an address outside of Ireland do
not live in Ireland. It is not possible to tell whether doctors who have an overseas address have
been to Ireland, or are considering moving in the future, or whether they are in Ireland but have

not yet updated their details.

Figure 13 shows the majority of non-Irish doctors report an address in Ireland. However, the
reverse situation was seen for South African doctors, whereby the vast majority reported an
address outside Ireland. In fact, the numbers of South African doctors who reside in Ireland is

relatively small (n=206).
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Table 17 further shows registered doctors by reported residence (categorised by source country)
and also provides information on the main country where the majority of those residing overseas
are living. The vast majority of South African doctors who hold an overseas address are residing

in South Africa (n=1,330). This is the largest proportion seen of doctors who report that they are

Non-Irish doctors registered at the IMC by reported address

®m Address in Ireland

Pakistan

UK Malaysia

m Overseas address

India Sudan

Country

residing in the country of their nationality.

Nigeria Australia
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Table 17: Registered doctors (2009) by residential status
Source Doctors Doctors with % holding Country where
country registered (n) address in address majority (%) of those
Ireland (n) elsewhere overseas are residing
South Africa 1,632 206 87.4 South Africa (93.3)
Pakistan 1,013 859 5.2 UK (54.1)
UK 868 490 43.5 UK (51.9)
Malaysia 397 340 14.4 Malaysia (64.9)
India 388 326 16.0 UK (40.3)
Sudan 341 318 6.7 UK (39.1)
Nigeria 318 310 2.5 UK (50.0)
Australia 268 69 74.7 Australia (90.4)

When Australian doctors are categorised by address, only a quarter (n=69) report an Irish

address. Again, as for South Africans, the majority who hold an address overseas are residing in

their home country (i.e. Australia). It could therefore also be assumed that these are temporary
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migrants. It is interesting that such a striking similarity of doctors who are registered in Ireland
but residing in their home country should occur in two very different countries. Australia has
different social, economic and political conditions to South Africa and so the reasons for
maintaining an Irish registration may well be different. Due to the smaller numbers of Australian
doctors (and the geographical distance to Australia) it was not possible to incorporate these
doctors into a suitable case study to answer the questions raised by this thesis. However, this

would be an interesting area for further research.

It was suggested in section 6.5.2 that doctors who were residing in a country other than that of
their nationality or Ireland were onward migrants. It is not possible to confirm or reject this
supposition with the available data. Table 17 shows that the majority of doctors who fall into this
category are residing in the UK. Jt would be interesting to know whether these doctors have
worked in Ireland and have migrated on to the UK, or whether they are in the UK and planning to
go to Ireland. This is an important area of further research as it provides additional information

about migration patterns.

7.4  Analysis of South African doctors only
A new database containing only South African doctors (n=1,632) was created. It was useful to
just briefly look at the characteristics of South African doctors who are registered at the IMC in

order to understand more about them.

Table 18 shows characteristics (from the available data provided by the IMC register) of South
African doctors registered at the IMC. Age was not provided on the database 1 obtained;
however this was calculated using date of birth (as this was provided). Nearly three quarters
(71.1%) of the doctors were male and there were approximately one third in each of the three age

categories.
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Table 18:

Characteristics of South African doctors registered at the IMC

Variable Category Total (n) % of the total
Country of South Africa 1,330 81.5
residence Ireland 206 12.6
UK 36 2.2
Canada 18 1.1
Australia 15 0.9
Other 27 1.7
Gender Male 1,161 71.1
Female 471 28.9
Age group Under 35 525 322
35-49 538 349
50+ 569 34.9

Figure 14 shows the year that South African doctors joined the register for the first time. The
numbers registered has steadily increased and there was a dramatic increase from 2006 to 2008,
whereby the number of South African doctors registering that year increased nearly three times
during a two year period.

Figure 14: Year that South African doctors joined the IMC register (n=1,632)
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7.4.1 Obtaining the sampling frame for South African doctors

South African doctors (n=1,632) were then analysed by country of residence in order to obtain
the sampling frame for components 3-4. A total of 24 doctors were excluded at this point as their

address was incomplete.



South African doctors who reported a residential address in South Africa (n=1,330) were
extracted and placed in a new database for temporary migrants. They were further categorised by
province in order to explore how they were distributed throughout the country. Figure 15 shows
that the largest number of doctors lived in the Western Cape (n=409), foliowed by Gauteng
(n=388) and KwaZulu-Natal (n=225).

Figure 15: Doctors reported place of residence by South African province

Similarly South African doctors who reported a residential address in Ireland (n=206) were
extracted and placed in a new database for permanent migrants. They were categorised by
region. Most doctors resided in Leinster (n=106), followed by Munster (n=49). This is

illustrated in Figure 16.

Figure 16: Doctors reported region of residence by Irish region
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7.5  Summary of the IMC analysis

These results present information on the key source countries for doctors who are registered in
[reland. Whilst the main aim of this component was to provide a sampling frame for components
three and four these results contribute valuable information about migration trends to Ireland. As
previously discussed, analysis of the IMC register had never been done before at this depth. In
particular, by disaggregating the data by registered address it was plausible to propose that
doctors who are registered at the IMC fall into three migration categories: namely, permanent,
temporary and other. It is beyond the scope of this thesis to explore the ‘other’ category further,

however, in an important area of further research.

This analysis therefore highlights that migration patterns are much more complicated than one off
flows. Such complexity of migration patterns has different implications for the Irish healthcare

systems particularly in terms of their ability to implement effective workforce strategies.

As already highlighted, this component forms the integral part of this thesis by providing the
sampling frame for components three and four (i.e. temporary and permanent migrants
respectively). As shown in section 7.3 although South Africans make up the largest number of
non-Irish nationals registered at the IMC, the vast majority do not live in Ireland; instead they
reside in South Africa. It is possible that South African doctors applied to the IMC before
migration, using their address at that time (likely to be South Africa) and that they have not
updated their contact details. It is also possible that South African doctors view Ireland as a
‘safety net’ in case the political and economic situation in South African worsens. However such
a discrepancy, as well as review of the literature which suggests that South African doctors are

working as locums in Ireland (see section 4.7), confirms that temporary migration is taking place.
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8 Results for Component Two: Exploring the South African context

8.1 Introduction

This component uses data that were collected as part of the Motivation Project. These data
provide an insight into the situation faced by doctors working in the source country (namely
South Africa). It was important to gain an understanding of what push factors are present in
South Africa. This creates a desire to migrant and the literature review found push factors faced
by South African doctors played a more important role than pull factors in influencing decision to

migrate [95, 132].

As discussed in section 6.2 of the Methods chapter, quantitative and qualitative data were
collected as part of the Motivation Project’s activities in South Africa. For this thesis
information was extracted for doctors for re-analysis. A total of 40 doctors took part in the
survey in both Gauteng and North West province and in urban or rural locations. Hospitals were
either revitalised or non-revitalised. As outlined in the Methods (section 6.11) it was difficult to
get doctors to participate in the in-depth interviews and only 6 doctors took part in these (3 from
rural revitalised hospitals, 3 from urban non-revitalised hospitals). The implications of the
sample size will be discussed in the Limitations (Chapter 11). All doctors were from the North

West province (no doctors from Gauteng took part in the interviews.

The Chapter starts by presenting the main themes that emerged from the qualitative interviews
relating to the challenges faced by doctors who are working in South African hospitals. After
this, analysis from the survey is presented in order to quantify issues of job satisfaction,
organisational commitment and retention as well as to explore the effect of incentives that have
been implemented in order to motivate and attract health workers to work in facilities. Finally
issues of retention will be examined by determining intent to emigrate. Throughout the

quantitative sections added depth of the results will be provided by the qualitative data.

8.2  Challenges that are faced by doctors in South Africa
Doctors were found to be in low spirits in the interviews: “We see patients but the morale is low”
(Doctor A). This was found to be having an effect on productivity “/ don’t have any motivation

at all” (Doctor E).

During the in-depth interviews doctors were asked about the work challenges that they faced.
One of the major challenges that was reported was the shortage of doctors “it’s really our biggest

challenge for now; I think we are having four doctors only for this institution which has 290
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beds” (Doctor B). Shortages meant that doctors often had to do extra overtime. Extra work at a

time when doctors should have been resting was resulting in issues of burn out:

“I had to be on call every other day, on call, post call, on call, post call, for like five in nine

days...after that week I needed a week to rest, I just, I couldn’t function” (Doctor E).

Additionally, the resulting extra work for doctors said to be contributing to a decline in the

quality of care that doctors were able to provide to:

“You can’t give them a good service you know...for example 120 patients, tell me what do you
expect me to give to these patients, 1 have no problem with medication but I don’t have time to

check them deeply, you know, and unfortunately that is happening” (Doctor C).

Staff shortages were found to not only be caused by a lack of human resources, but also through
absenteeism of staff who were working at the facilities: “it tires the other people through the

ones who absent themselves” (Doctor F).

Another major challenge was found with training. Access to training was found to be a problem
particularly for doctors working at rural facilities and this was also related to the fact that

shortages made it impossible to leave the facility where they were working:

“We cannot go for training because of shortages and we cannot, you know, upgrade

ourselves...So you just have to work with what you know. So it’s a bit of a problem™ (Doctor A).

Training was also found to be a powerful motivator and it was suggested that providing training

would be a better incentive than finance:

“It is not just about the money, people can go for training things — like you say, ok, good if you
. . . 3 . . .
work in the rural area we will send you to Baragwanath hospital™ for six months...things like

that to try to motivate people to give them more skills” (Doctor B).

However, financial incentives were found to be important and all six interviewees mentioned that
money was very influential. The survey confirmed that doctors were dissatisfied with pay, in
addition to the incentives that have been implemented in order to increase pay. These results are

presented below.

43 . . .
A teaching hospital in Soweto, Johannesburg
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8.3 Survey respondents: demographic characteristics
A total of 40 doctors were surveyed, n=26 from Gauteng province and n=14 from North West
province. The demographic characteristics of doctors, characterised by province, are provided in

Table 19.

Table 19: Demographic characteristics of survey respondents
Variable Gauteng North West Total P-value
% (n) % (n) % (n)

Location Urban 100.0 (26) 50.0 (7) 82.5(33) | <0.01”
Rural 0.0 (0) 50.0 (7) 17.5 (7)

Revitalisation Revitalised 0.0 (0) 35.7(5) 12.5(5) <0.01"

status Not revitalised 100.0 (26) 64.3 (9) 87.5 (35)

Age Av. (years) 38.2 38.3 38.2 0.98%*

Gender Male 61.5(16) 71.4(10) 65.0 (26) 0.73"
Female 38.5(10) 28.6 (4) 35.0(14)

Nationality South African 84.0 (21) 66.7 (6) 79.4 (27) 0.35"
Other 16.0 (4) 33.3(3) 20.6 (7)

Marital status Married 57.7 (15) 429 (6) 52.9 (21) 0.372
Not married 423 (11) 57.1(8) 47.5 (19)

Ethnicity African 50.0 (13) 64.3 (9) 55.0(22) 0.54
White 26.9(7) 28.6 (4) 27.5(11)
Other 23.1 (6) 71 G 17.5(7)

Children Yes 57.7 (15) 76.9 (10) 64.1 (25) 0.307
No 423 (11) 23.143) 35.9 (14)

Medical college | South Africa 68.0 (17) 38.5(5) 57.9(22) 0.087
Other country 32.0(8) 61.5(8) 42.1 (16)

Category of Medical officer 96.2 (25) 71.4 (10) 87.5 (35) 0.04

doctor Specialist 39(1) 28.6 (4) 12.5 (5)

Changed job in Yes 23.1 (6) 57.1(8) 35.0(14) 0.03»

the past year No 76.9 (20) 42.9 (6) 65.0 (26)

A Chi-squared test, * T-test, " Fischer’s exact test

Statistical analysis was performed to see if there were any associations between province and

demographic characteristics. Chi-squared tests were used for categorical outcomes and Fischer’s
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. s 4 - .
exact tests were used when expected frequencies were low". T-tests were used for numerical

outcomes in order to compare the means of two groups.

Overall, respondents were predominantly working in urban (82.5%), non-revitalised hospitals
(87.5%). In the North West a larger proportion of doctors worked in rural locations than Gauteng
(p<0.01) and also a larger proportion worked in revitalised hospitals compared to Gauteng

(p<0.01).

Most of the other demographics for each province were similar. There were a slightly higher
proportion of males working in the North West and doctors in this province had more children,
but neither result was significantly different than that found in Gauteng. Gauteng had a higher
proportion of South African nationals and doctors who had been to medical college in South
Africa, but again neither of these characteristics was significantly different to that found in the

North West.

There was, however, a significant association between province and category of doctor (p=0.04)
whereby there was a higher proportion of medical officers in Gauteng compared to the North
West. There was also a significant association between province and whether the doctor had
changed jobs in the previous year (x” (1) = 4.64, p=0.03), with a smaller proportion of doctors in

Gauteng changing their jobs compared to the North West.

8.4  Job satisfaction and organisational commitment scores

The literature suggests that job satisfaction and organisational commitment are linked to retention
and therefore these factors will be considered in order to see if they are influential in the South
African context. The survey quantified happiness with five elements of the doctors’ job, by
measuring satisfaction with: pay, promotion opportunities, supervision, their job in general,
relationships with colleagues and overall job satisfaction. As discussed in section 6.7.3 of the
Methods, job satisfaction and organisational commitment were measured on a score of O to 15.
As the maximum score was 15 a mid-point of 7.5 was taken as a crude cut-off, namely that a
score below this indicated ‘dissatisfaction’ and a score above this indicated ‘satisfaction’.
Cronbach’s alpha was calculated in order to determine the reliability of each job satisfaction

score and the organisational commitment score. The summary statistics are shown in Table 20:

44 . . . . . .
As noted in the methods section 6.10.1.2 chi-squared was only used when the expected frequencies in
cach cell was greater than 5. Fisher’s exact test was used when frequencies were less than 5.
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Table 20: Summary statistics for job satisfaction and organisation commitment scales

Job satisfaction scale Number of | Cronbach’s Mean Standard %
items in scale alpha score deviation | dissatisfied

Colleagues 5 0.76 10.8 4.44 18.4
Job in general 5 0.74 10.7 4.33 23.1
Overall job 8 0.87 8.9 4.81 27.0
Supervision 5 0.84 8.3 5.38 43.2
Promotion 5 0.75 5.0 4.59 76.3
Pay 5 0.55 3.2 3.34 89.7
Organisational commitment 14 0.92 3.8 0.81 -

As shown in Table 20 doctors appeared to be satisfied with their colleagues and their job in
general. Conversely, doctors were very dissatisfied with pay and opportunities for promotion.
Although there appeared to be mid-level satisfaction with both the job overall and with
supervision both of these have large standard deviations, (SD 4.81 and 5.38 respectively). This

indicates that there was more heterogeneity and doctors agreed less with each other.

Dissatisfaction with salary was also noted in the in-depth interviews: “we are underpaid for the

ridiculous hours that we work” (Doctor E).

8.5  Satisfaction with the facility and surrounding area

Survey respondents were asked to score their satisfaction with certain factors within or around
their facilities. The scoring was conducted on a scale of 1 as very dissatisfied to 7 as very
satisfied. Figure 17 shows these results. It is important to spend some time reflecting these

results as they provide important information on push factors and how influential they are.

There were mixed feelings about the physical appearance of the facility where doctors were
working, with just over half (53.9%) dissatisfied with this. There were high levels of
dissatisfaction with equipment / technology in the facility (61.5%), accommodation provided for
staff (60.7%) and education for children in the area (64.3%). However, lack of entertainment
was the factor that doctors were most unhappy with, with nearly three quarters (71.8%) saying

that they were dissatisfied with this.
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Figure 17: Satisfaction with the facility and surrounding work area
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Lack of facilities in rural areas and the challenges that this brought were noted in the interviews:

“we don’t have good schools nearby....they don’t have banks here, they only have the auto
tellers...the shops around only stock basic food and basic things, so if you want to buy something

that is most special you have to travel for that” (Doctor F).

Additional themes that emerged in the interviews were dissatisfaction with lack of education for
children and entertainment in the area. These two issues were found to cause major problems at

both attracting and retaining health workers to rural areas.

“Look, we have to admit that maybe people don’t want to work in the rural area....they (doctors)
won’t come here because they think there is no good school for their kids here. They will have to

leave one day because of the school for their kids” (Doctor B).

“there is nothing for the young people....if they need to go anywhere and they have transport they
go to [names city] or [names city] but other than that there is absolutely nothing here in [names

town]” (Doctor D).

8.6  Allowances
Allowances have been implemented in order to attract and retain staff and thereby
decrease push factors. For this reason, some attention will be paid to determine doctors’

satisfaction with these initiatives.

Doctors were asked whether they were receiving or not receiving the rural allowance, scarce
skills allowance or Occupational Specific Dispensation (OSD) and their attitudes towards each is
reported in Table 21. As indicated in section 4.5 OSD for doctors has not yet been implemented,
therefore no doctors reported that there were receiving this allowance, but their attitudes towards

it were examined.
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Table 21: Satisfaction with allowances

Allowance | Receiving/not receiving Variable Dissatisfied/ | Neither | Satisfied/
Disagree Agree
How do you feel about it? 50.0 16.7 33.3
It attracted me to come and work at this facility 83.3 0.0 16.7
Receiving allowance (n=6)
Rural It motivates me to do my job 83.3 0.0 16.7
Encourages me to stay at this facility 66.7 16.7 16.7
Not receiving (n=24) How do you feel about not getting it? 66.7 20.8 125
How do you feel about it? 5519 14.7 29.4
It attracted me to come and work at this facility T2 18.2 9.1
Receiving (n=34) :
Scarce Skills It motivates me to do my job 64.7 14.7 20.6
Encourages me to stay at this facility 70.6 14.7 14.7
Not receiving (n=4) How do you feel about not getting it? 73.0 25.0 0.0
OSD Not receiving (n=26) How do you feel about not getting it? 88.5 &7 3.9
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8.6.1  Satisfaction with Rural Allowance
There were high levels of dissatisfaction with the Rural Allowance reported in the survey, both
by those who received the allowance and by those who did not. Of those who were receiving the
allowance it was not motivating them to do their job or to remain within their post. Equally,
those doctors who were not receiving Rural Allowance were unhappy about this, with two thirds

reporting that they were dissatisfied not to receive it.

None of the doctors who were interviewed felt that the Rural Allowance was very effective. The
main reason for this was that it does not take into account the ‘ruralness’ of the location. There
was awareness that this made it difficult to attract doctors to more remote areas with the promise

of Rural Allowance, as this could receive this in some towns which were classified as rural:

“People in town receive the same than the person who has to travel 80 kilometres to get to the

nearest town. I mean the village cannot be seen as a town” (Doctor F).

Furthermore it was felt that Rural Allowance was not adequate compensation for the lack of
facilities that were found in rural areas “if I work in [names town]...I get rural allowance....on
weekends when you are not working you have to travel....and so you actually spend that money

on the road anyway....no, it won’t attract me” Doctor E.

One of the reasons provided for this was that doctors working in urban hospitals are able to top
up their income through doing overtime, which was said to be more lucrative than the Rural

Allowance.

“I don’t think it is working.....an example, Jo’burg doctors are allowed to go and do calls in
different hospitals they call it ‘extra over time’....we know guys who get more than the rural

allowance by doing calls in different hospitals” (Doctor B).

Also it was noted that the allowance was not fair as not all cadres of health workers were

receiving it, despite also working in rural areas and this might create tensions within the

workplace.

“and when the rural allowance came out and I said no man, why must I get it and why must they
not get it. Then [ think they gave us for a while and then they gave the senior nurses and at the
moment I think the junior nurses don’t get, would I be correct? The junior nurses don’t get rural

allowance. So I think that’s not right” (Doctor D).
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8.6.2  Satisfaction with Scarce Skills Allowance
The majority of doctors (87.2%) reported that they were receiving the Scarce Skills Allowance.
However, like the Rural Allowance there were high levels of dissatisfaction with this allowance,
with less than a third (29.4%) happy with it. Conversely, three quarters (75.0%) of doctors

reported that they were dissatisfied that they were not receiving the Scarce Skills Allowance.

Again, as for the Rural Allowance, the Scarce Skills Allowance seems to have a limited impact
on motivation (20.6% said it motivated them to work at the facility), retention (14.7% reported it
encouraged them to stay) and attraction to facilities (9.1% said it attracted them to work at the
facility). Similar negative attitudes towards Scarce Skills and Rural Allowance were also made
during the interviews: “What I said about the rural allowance, it will apply also here” (Doctor
B). The point was also raised that the scarce skills was given regardless of location and therefore

would work to attract doctors to rural locations:

“If I work in Cape Town I get the scarce skills and if work in this town I will get the same. So

that would not attract anybody from coming from Cape Town at this place” (Doctor A).

One doctor referred to the fact that Scarce Skills Allowance was not out-come orientated or
assessed on skills which doctors had. It was felt that if the allowance was calculated according to

experience and skills it would encourage people to learn other skills:

“They (doctors) are all getting it, but if a doctor doesn’t give anaesthesia gets less than the one

that does give anaesthesia I think that would motivate people to develop their skills” (Doctor F).

8.6.3 Satisfaction with OSD (or lack of)
There was a high level of dissatisfaction (92.3%) amongst doctors who were not receiving OSD.
Unhappiness that OSD had not been implemented was mentioned by all doctors who were
interviewed. OSD seems to be the intervention that doctors would like to be receiving as it
seems to be the incentive that is perceived to really boost income, as stated by one interviewee ““/
would be happy for the OSD, I would really be happy because if you see what people make in the

private sector” (Doctor D).

Frustrations with the delayed implementation were overwhelming evident, but some were trying
to keep optimistic that this would happen soon: “they (the government) don’t get to the point
where they pay us and it is making us unhappy, so hopefully it will come” (Doctor F).
Interestingly, one doctor referred to the negative knock-on effects that were experienced during

the implementation of OSD for nurses and to this end was not as optimistic as to the benefits the
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allowance would bring: “the sisters (nurses) are complaining it’s just a disaster. I don’t know
whats gonna happen with our OSD, but hopefully it will be beneficiary to some extent, I don’t

know” (Doctor E).

8.7 Retention
Whilst it is important to understand contextual factors, the focus of this thesis is migration and
therefore factors associated with retention will not be examined in detail. Issues of retention will

be explored further in section 8.9 to look at issues of international migration.

Retention was found to be a major issue in the in-depth interviews. Reasons that were given for
the lack of retention included desire to leave rural locations, heavy workloads and money —
particularly discrepancies amongst the provinces for pay that is received: “different provinces are
paying more to attract people from the smaller provinces.....the other provinces gave them a little

bit extra and they left; I think that is important for retaining staff” (Doctor D).

Retention was measured through a scale to determine doctor’s intention to quit their current post.
The Cronbach’s alpha reliability coefficient for the intention to quit scale was 0.87. Overall there
was a mean intention to quit score of 16.1 (SD 7.5), with a minimum score of 4 and a maximum
score of 28. As the maximum score for this scale was 28, a mid-point score of 16 was taken as a
cut off point implying that above this meant a high likelihood of wanting to quit and below this

suggested less likelihood of wanting to leave.

8.7.1 Relationships between receipt of allowances and retention
As allowances were introduced with the aim of increasing retention, analysis using two sample t-
tests was carried out to determine whether there were associations between receiving allowances
and intention to quit. Additionally as the hospital revitalisation program aimed to improve

retention, tests for association were also carried out between this and intention to quit.

As shown in Table 22 doctors who receive rural allowance were significantly less likely to quit45
(M =7.5, SE = 1.12) than those who were not receiving the allowance (M = 17.6, SE = 1.220), ¢
(38) = 5.53, p<0.01. This suggests that rural allowance is effective at retaining doctors.
Revitalisation also appears to be an effective retention strategy, with doctors who were working
in a revitalised hospital significantly less likely to quit (M = 6.8, SE = 1.07) than those who were
not working at a revitalised hospital (M = 17.4, SE = 1.07), 1 (38) = -3.35, p<0.01.

45 . . . .
> i.e. scored lower on the intention to quit scale
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Scarce skills allowance does not appear to be an effective retention strategy as there was no

association between receiving this allowance and intention to quit.

Table 22: Relationships between allowances/revitalisation and retention
Predictor Variable Intention to quit
Mean Std Error t P-value
Rural Allowance Yes 7.5 1.12
-3.47 <0.01
No 17.6 1.20
Scarce Skills Allowance Yes 16.4 1.28
0.68 0.50
No 14.1 3.09
Revitalised hospital Yes 6.8 1.07
-3.35 <0.01
No 17.4 1.18

Interestingly, however, there was reference in the interviews to the fact that rural allowance was

not effective at retaining people:

“If it [Rural Allowance] were effective people would stay here” (Doctor A)

“Yes, I would tell you being in a rural area is a choice, not really about rural allowance. I don’t

think there is anyone who is here because of the rural allowance™ (Doctor B).

There were mixed opinions in the interviews as to whether hospital revitalisation retained staff.
Half or the doctors interviewed (n=3) were working at revitalised hospitals, one doctor referred to
the program rather derisively as “touch-ups™ (Doctor B) and another felt the renovations were,
helping retention, but not overwhelmingly so “it can help, but not to the extent to keep someone”
(Doctor A). One doctor, however, was very positive about the revitalisation “we are going to
enjoy the new place...I enjoy being called there [names department]...they will stay because the
structure is more compliant to what we need” (Doctor F). A confounding factor for satisfaction
with the revitalisation program is clearly that there is no information about what condition the
hospital was in before and to what extent revitalisation has occurred to the same standard
throughout all the departments in the hospital, i.e. some departments have been renovated more
than others and this may account for some doctors perceiving it to be a more effective program

than others.
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8.8  Factors associated with intention to quit current position
As indicated in section 8.7, the mean intention to quit score was 16.1 (out of a maximum of 28).
Multiple linear regression analysis was conducted to determine the predicator variables

associated with intention to quit.

The first multiple linear regression model used receipt of incentive initiatives that have been

implemented to improve retention as predictors, whilst incorporating demographic variables.

Table 23: Multiple linear regression analysis to determine whether demographic
characteristics and receipt of incentive initiatives were associated with

intention to quit

Predictor variable Coef. Std. Error | P-value
Constant 12.69 8.26 -
Province North West - - -
Gauteng -3.22 5.28 0.55
Location Rural - - -
Urban 4.03 8.32 0.63
Category of doctor | Specialist - - -
Medical officer 2.67 541 0.63
Gender Female - - -
Male 4.50 2.87 0.13
Age -0.40 0.13 0.77
Children -1.90 3.18 0.53
Marital status Not married - - -
Married -1.42 2.46 0.57
Rural Allowance Not receiving the allowance - - -
Receiving the allowance -6.08 8.77 0.49
Scarce Skills Not receiving the allowance - - -
Allowance Receiving the allowance 2.36 4.29 0.59
Revitalisation Not revitalised - - -
status Revitalised -5.95 10.72 0.82

n=39, F=1.14, p=0.12

Table 22 (on page 141) found that Rural Allowance and hospital revitalisation were significantly
associated with intention to quit. However, the results of the multiple linear regression shown
above in Table 23 show that none of the variables significantly predict intention to quit, i.e. this

model shows that intention to quit is not associated with province, location, grade, gender, age,
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having children, marital status, working in a revitalised hospital, or receiving allowances.
However, there may well be associations with these variables but these differences were not big

enough to be identified with the small sample size available for analysis.

The second multiple linear regression used the job satisfaction scores as predictors of intention to
quit, whilst, as before, keeping demographic variables incorporated. The results of this analysis

are found in Table 24.

There were three significant predicator variables. Location was found to be significant (0.01).
Interestingly, doctors working in an urban environment scored higher on the intention to quit
scale (i.e. more likely to quit). This may be due to the fact there are more job opportunities

available in urban locations.

The second predictor variable is satisfaction with work (p=0.03). The negative coefficient

indicates that the less satisfied the doctor is with work, the more likely they are to quit.
The third predictor variable is satisfaction with supervision (p<0.01). Again the negative

coefficient indicates the less satisfied the doctor is with supervision, the more likely they are to

quit.
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Table 24: Multiple linear regression analysis to determine whether job satisfaction

variables were associated with intention to quit

Predictor variable Coef. Std. Error | P-value
Constant 37.57 8.72 -
Province North West - - -
Gauteng -9.23 4.79 0.07
Location Rural - - -
Urban 12.97 4.80 0.01
Category of Specialist - - -
doctor Medical officer -3.32 4.37 0.46
Gender Female - - -
Male 3.36 1.91 0.09
Age -0.21 0.11 0.07
Children -3.10 2.45 0.22
Marital status Not married - - -
Married -0.76 2.55 0.77
Satisfaction with work -0.21 0.09 0.03
Satisfaction with pay -0.65 0.43 0.15
Satisfaction with promotion -0.05 0.24 0.82
Satisfaction with supervision -0.75 0.22 <0.01
Satisfaction with colleagues 0.07 0.29 0.81
Overall job satisfaction 0.03 0.21 0.90
Organisational commitment 0.35 1.72 0.84

n=34, F=4.66, p<0.01

8.9  Factors associated with plans for international migration

Survey participants were asked whether they were considering going to work in the health sector
of another country. This binary variable was used as a measure of intent to emigrate (i.e. “0 =
not considering emigration” and “1 = considering emigration”). Just under half of the doctors
(47.2%, n=17) reported that they were considering emigrating from South Africa to work in

another country.
Salary was mentioned in the interviews as a contributing factor towards international migration:

“people are going to pack overseas because of money” (Doctor C). A t-test was therefore

conducted to determine whether there was any significance between satisfaction with salary and
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intent to emigrate. After this test had been preformed, all variables were tested*® for association

with intent to emigrate.

Table 25: Summary statistics of emigration intent by demographic factors, job
satisfaction scores and receipt of allowances
Variable Category Not considering | Considering P-
emigration emigration value
Province North West 54.6 (6) 45.5(5) 0.58"
Gauteng 52.0 (13) 48.2 (12)
Location Rural 40.0 (2) 60.0 (3) 0.45"
Urban 54.8 (17) 452 (14)
Age Mean age 39.9 35.9 0.26*
Gender Female 50.0 (6) 50.0 (6) 0.55"
Male 54.2 (13) 45.8 (11)
Married Not married 38.9(7) 61.1(11) 0.09"
Married 66.7 (12) 33.3(6)
Children No 38.5(5) 61.5(8) 0.20"
Yes 59.1 (13) 40.9 (9)
Nationality South African 60.0 (15) 40.0 (10) 0.24"
Other 33.3/(2) 66.7 (4)
Medical college South Africa 50.0 (10) 50.0 (10) 0.32*
Other country 64.3 (9) 357 ()
Satisfaction with salary Mean score 3.17 2.5 0.55*
Satisfaction with work Mean score 10.3 11.1 0.61%*
Satisfaction with promotion Mean score 54l 4.9 0.91*
Satisfaction with supervision Mean score 8.4 8.4 0.96*
Satisfaction with colleagues Mean score 1113 9.8 0.38%
Satisfaction overall Mean score 13.8 14.5 0.80*
Organisational commitment Mean score 3.9 3.1 0:35*
Rural allowance Receiving 25.0 (1) 75.0 (3) 0.26"
Scarce skills allowance Receiving 54.8 (17) 452 (14) 0.447
Hospital status Revitalised 22311 66.7 (2) 0.46"

Bivariate analysis found that there was no statistically significant associations were found (i.e.

p<0.5) between considering emigration and the following variables: province, location, age,

gender, marital status, nationality, country of qualification, work satisfaction (all categories of

46

Fischer’s exact (indicated by #) or t-tests were used (*) depending on the type of predictor variable
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this), or organisational commitment.  Furthermore, there were no differences between
considering emigration and being in receipt of rural allowance, or scarce skills allowance, or

working in a revitalised hospital.

Questions regarding satisfaction with the facility and surrounding areas were measured on a
Likert scale of 1-7*". In order to determine whether there was an association between these
factors (which were identified as potential ‘push’ factors in section 8.5) and considering
emigration, each of the satisfaction variables were re-coded into a binary outcome, namely
dissatisfied and not dissatisfied. Fisher’s exact tests were performed to determine whether there
were any relationships between each of these re-coded binary satisfaction variables and

considering emigration.

Table 26: Summary statistics for satisfaction with the facility and surrounds by

emigration intent

Dissatisfied with... Not considering | Considering P-value
emigration emigration
Availability of medicine 52.6 (10) 47.4 (9) 0.57
Facility’s physical appearance 60.0 (12) 40.0 (8) 0.20
Accommodation for staff 43.8 (7) 56.3 (9) 0.33
Equipment available at the hospital 59.4 (18) 40.9 (9) 0.20
Education opportunities available for children 37.5(6) 62.5(10) 0.24
Entertainment in the area 33.3(7) 66.7 (14) <0.01

There were no significant associations between considering emigration and dissatisfaction with
availability of medicine, the physical appearance of the facility, staff accommodation, the
facility’s equipment/technology and education opportunities for children. However, there was a
significant association (p>0.01) between dissatisfaction with entertainment in the area and
considering emigration. Put more simply, as shown in Figure 18, all of the doctors who were
considering emigration were dissatisfied with entertainment in the area where they currently

were.

7 Scale corresponded to 1 as very dissatisfied and 7 as very satisfied
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Figure 18: The relationship between considering emigration and dissatisfaction with

entertainment in the surrounding area
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The issue of lack of entertainment was a major theme that was identified in the interviews:

“There is nothing for young people. There is no entertainment, the only entertainment they have

is at the shebeen...there is nothing for the youngsters” (Doctor D).

“I am very happy here, but I'm not a very social person. So I think people with a different
character and different interest they will find it very uncomfortable, because you don’t have

recreation around’ (Doctor F).

8.10 Summary of the results found in Component One

There are challenges in attracting doctors to rural areas and the results presented here shows that
incentives to do this have had limited success. The survey identified low levels of satisfaction
with both the Rural Allowance and the Scarce Skills Allowance. Although, initially it appeared
that doctors who were not receiving Rural Allowance or working in revitalised hospitals were
more likely to quit their posts, multivariate analysis found these incentives were longer

influential when other factors were taken into consideration.

The survey identified that there were low levels of satisfaction with salary. The interviews
revealed that greater financial reward could stop doctors leaving government service to work in
the private sector. However, multiple linear regression analysis conducted to determine predictor
variables associated with intention to quit found that salary was not a significant factor. Though

this is likely to be because there was less variation with this variable, i.e. almost all doctors were

147



unhappy with pay. However, lack of satisfaction with supervision and the doctor’s current work,

were found to be significant predictors of intention to quit.

The interviews further highlighted that staff shortages in facilities resulted in overwork for
doctors and a reduced quality in care. Access to training, particularly in rural areas was also
found to be a major challenge and it was felt that providing opportunities for additional training

could be a more powerful incentive than increased salaries.

In terms of international migration it is interesting that neither demographic variables nor work
related variables were influential in whether a doctor was considering migration. However, an
unusual finding was that that satisfaction with entertainment in the surrounding area had such a
significant association as to whether a doctor was considering international migration or not. The
theme of ‘entertainment’ is an interesting one. The exact specifics of what was classified as
‘entertainment’ were not known, and this would have been an interesting issue to probe during
the interviews. It would be useful to find out what the connection is and this could be explored in
future research. It may be that those who thirst for entertainment are maybe people who are

predisposed to adventure and this may be a predicator for emigration.
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9 Results for Component Three: Understanding temporary doctor

migration

9.1 Introduction

This Chapter starts by describing the demographic characteristics of the survey participants and
interviewees for component three. It then goes on to identify reasons for registering in Ireland in
order to start to understand the motivation behind temporary migration. The Chapter ends by

providing a summary of the results that have been found.

9.2 Demographic characteristics of participants
A total of 130 questionnaires were returned. Two questionnaires were excluded for analysis due
to incomplete information. Table 27 shows the demographics of both the survey population

(n=128) and the interview population (n=17).

A total of 95 survey respondents came from Gauteng and 33 from Limpopo/Mpumalanga. This
means that there was a higher response rate from the rural areas (40.7%) compared to the urban
area (27.1%). The vast majority were born in South Africa (98.8%). Approximately one quarter
was female (27.2%) and three quarters male (72.8%). Nearly half of respondents were over 50
years old. In terms of ethnicity, over half of the sample was white, Afrikaans speaking. The

majority of doctors were working in the private sector as General Practitioners.

In terms of how well the survey population reflected the total population of South African
doctors registered at the IMC the only data that can be compared is age and gender (these results
are provided in section 7.4). The survey respondents have a similar gender split as the total IMC
population (with each having approximately 30% females and 70% males). However whereby
the total South African population registered at the IMC had approximately one third in each of
the three age categories, the survey population did not have this distribution and instead were

older, with increasing proportions as the age category increased.

Of the 17 interviews that were conducted 3 were female and 14 were male. As for the survey
respondents, the largest proportion of interviewees were over 50 years of age and over half were
white, Afrikaans speaking, therefore the interviewees were a fairly accurate reflection of the

survey population as a whole.
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Table 27:

Demographic characteristics of participants

Variable Category Survey respondents Interviewees
(n=128) (n=17)
Area Gauteng 74.2 (95) 70.6 (12)
Limpopo/Mpumalanga 26.8 (33) 294 (5)
Gender Male 68.8 (88) 82.4 (14)
Female 31.3 (40) 17.6 (3)
Marital status Married 74.8 (95) 70.6 (12)
Not married 25.2 (25) 29.4 (5)
Country of birth South Africa 98.4 (126) 100 (17)
Other country 1.6 (2) 0.0 (0)
Ethnicity White 84.1 (106) 100 (17)
Asian 15.9 (20) 0.0 (0)
Age (years) Under 35 18.0 (23) 0.0 (0)
35-49 35.2 (45) 35.3(6)
50+ 46.9 (60) 64.7 (11)
Language spoken | English 32.8 (42) 11.8(2)
at home Afrikaans 53.9 (69) 88.2 (15)
English & Afrikaans 13.3 (17) 0 (0)
Dependent 0 39.7 (50) 23.5 (4)
children 1 16.7 (21) 59 (1)
2+ 43.7 (55) 70.6 (12)
Primary Medical Pretoria 69.1 (56) 82.4 (14)
Degree Other SA university 29.6 (24) 17.6 (3)
Irish university 1.3 (1) 0.0 (0)
Speciality General Practice 74.7 (68) 76.5(13)
Other speciality 25.3.23) 23.5(4)
Working in which | Private 79.7 (98) 88.2 (15)
sector of health Public 13.0 (16) 11.8(2)
system Other 1:3.(9) 0.0 (0)

9.3  Migratory intentions

Survey participants were asked what their primary reason had been for registration at the IMC.

This was in order to determine their migratory intent. Doctors were asked to choose whether

they planned to work in Ireland on a permanent or temporary basis, or that they had no intention

of work in Ireland, it was a ‘safety net” where doctors would go to as a last resort.
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Doctors who had indicated that they were planning to work on a temporary or permanent basis
where then asked further questions to determine what type of migrants they were. Based on this

information, three categories of migrants appeared that were used for analysis; namely:

e Temporary migrants: doctors who registered at the IMC in order to work in Ireland on a
temporary basis.

e Permanent migrants: doctors who are thinking about moving to Ireland permanently, but
who have no immediate plans to do so.

e Safety net migrants: doctors do not intend to work in Ireland but have just registered at

the IMC in order to have a safety net and will go there as a last resort.

Figure 19 shows the migration intentions of the survey participants. The majority (70.3%, n=90)
are temporary migrants and nearly a quarter (24.2%, n=31) do not plan to work in Ireland, but
instead are registered there as a ‘safety net’. A small number (5.5%, n=7) are thinking about
moving to Ireland permanently, but have no definite plans to do so, of whom, n=4 had previously

worked in Ireland on a temporary basis.

Figure 19: Migration intentions for survey respondents (total n=128)

Permanent
5.5%

Safety Net

Of those who indicated they had registered in Ireland with a view to doing temporary work
(n=94"), over two thirds had done locum work (66.0%, n=62) and the rest are intending to do

locum work in the future (34.0%, n=30).

Table 28 shows that the majority of the interview respondents had registered in Ireland in order

to do temporary work. A smaller proportion than the survey respondents reported that they had

48 .
Includes those (n=4) who have done temporary work and are now planning a permanent move
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registered as a safety net, as one doctor explained “/ think the easiest way to explain is that it is a
back door — that is the bottom line” (Doctor 14). One doctor who was planning a permanent
move to Ireland had previously worked there on a temporary basis. Nearly two-thirds of

interviewees had been to Ireland on two or more occasions.

Table 28: Migratory intentions of doctors who took part in the interviews
Variable Category % (n)
Migratory type Temporary 70.6 (12)

Permanent 11.8 (2)
Safety net 17.6 (3)
Number of times to Ireland | Never been 23.5(4)
Once 11.8 (2)
Twice or more 64.7 (11)

All of the interviewees who had originally registered in order to have a safety net were now more
positive about the situation in South Africa, with one doctor thinking about relinquishing his IMC
registration and the other two now intending to go and use their registration to work in Ireland on

a temporary basis.

“The way I'm feeling now, it’s becoming less of an important card to hold....I'm actually at a
point where I'm considering actually stopping the registration as well, simply because I don’t see

myself emigrating” (Doctor 14)

“We did it (registered in Ireland) for insurance....I was going to let it lapse, but I might just do it

(locum work in Ireland) next year” (Doctor 12)

94 Reasons for choosing to register in Ireland as opposed to other countries
Table 29 shows that recommendation by family/colleagues was important for survey respondents
deciding to register in Ireland as opposed to other countries, with 61.1% indicating that this was

the main reason for choosing Ireland.

Of those stating ‘other’ reasons (19.1%) ease of registration at the IMC, particularly the fact that
doctors did not have exams, was cited as the major reason for choosing Ireland as opposed to
other countries. This theme also emerged in the interviews and ease of registration was
mentioned as a key attraction of Ireland by the majority of respondents in comparison to other
countries, such as the UK and Australia where the registration procedures are said to be more

complicated.
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“It (Ireland) was the last European place that was easy to register” (Doctor 4).

“Why I chose Ireland was that there are no exams and I really have an affinity for Europe and it

was very easy actually to register with you” (Doctor 16).

Table 29: Registration at the Irish Medical Council

Variable Category Survey respondents
% (n)
Main reason for Of Irish descent/Irish partner 2.4 (3)
choosing Ireland Recommendation by family/colieague 61.1 C77)
Job offer 17.5 (22)
Other 19.1 (24)
Year of IMC 2000-2004 19.5 (25)
registration 2005-2009 80.5 (103)

The interviews also highlighted promotional activities that had been conducted in South Africa
by the Irish Medical Recruitment Agency, Locumotion. Presentations made by Locumotion
acted as good publicity for working in Ireland and based on these promotional activities, some

doctors then decided to register in Ireland.

“They (Locumotion) had a promotion, a tour or something, so they all invited us, we all knew
they were going there and so yes, we went and listened to what they were saying.... and then |

decided to go (to Ireland)” (Doctor 3).

9.5  The main incentive why doctors had registered in Ireland

Survey respondents were asked to determine their main incentive for registering at the IMC by
scoring each incentive 1-5: 1 was ranked as the most important and 5 was the least important
(i.e. the most important incentive has the lowest score). For analysis, the incentive variables
were re-coded into binary variables. Therefore if the respondent had scored the incentive as |
this was re-coded as 1 “the main incentive” and if the doctor had scored the incentive as 2-5 this

was re-coded as 0 “not the main incentive”.
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Salary was found to be important for both temporary migrants and for doctors who were planning
a permanent move, with high proportions in these categories ranking salary as their main

incentive.

Education, working conditions and availability of posts did not appear to be influential factors,
with low proportions of each migratory type reporting that these were the main incentive for

registering at the IMC.

Personal safety was found to be the major incentive for safety net migrants, with nearly three
quarters (74.2%) ranking it as their main incentive. Salary was found to be important for those
planning a permanent move, with 71.4% ranking it as their main incentive. However, this result
needs to be interpreted with some caution as there are only 7 doctors in this category, compared

to 90 in the temporary category and 31 in the safety net category.

Overall, salary and personal safety were found to be the dominant incentives for registration.
There are high proportions of temporary migrants scoring salary highly and personal safety
lower. Conversely the opposite picture is seen for safety net migrants, who scored personal
safety highly and salary much lower. This relationship can clearly be seen in Figure 20 where
each incentive was ranked by the doctors as the main reason for registering at the IMC. This is

categorised by migratory intent.
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Figure 20: Main reason for registering at the IMC by migratory type
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9.6  Further reasons for registering in Ireland: Push and Pull factors
Reasons for registering in Ireland were further explored through opened-ended questions in the
survey and in the in-depth interviews. These reasons provided further information on what the

push factors from South Africa are and what the pull factors to Ireland are.

9.6.1 Reasons for wanting to leave South Africa
Overall, exogenous push factors were found to be the major reason why doctors had registered at
the IMC. The survey respondents highlighted factors such as personal safety, political instability,
corruption and a feeling of general decline of infrastructure, in addition to concern about the

long-term future. These factors were further alluded to in the interviews:

e Crime ““/ think crime is definitely very challenging™ (Doctor 11).

e Personal safety “personal safety issues are what would drive me if I ever did decide to
leave” (Doctor 14).

e Political instability “The political instability that’s literally the only reason” (Doctor 12).

e Corruption “There’s a huge amount of corruption in the country and people feel

insecure” (Doctor 6).
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As shown in Table 27 which outlined the characteristics of the survey respondents (page 149)
only 13% reported that they worked in the public health system. It seems therefore that
endogenous push factors had mainly been overcome by doctors leaving the public health system
and working in the private sector: “nobody is interested, because when you finish with your
registrar period, they sometimes just do not ever want to go back to the government places”

(Doctor 5).

Reasons why doctors had left the public health system included:

e Staff shortages “the theatre doesn’t run, they haven't got anaesthetists, they haven’t got
surgeons” (Doctor 7).

e Long hours “you are so overworked, you are so tired, you've got to work week in and
week out” (Doctor 3).

e  Workload “You hardly have three or four minutes per patient” (Doctor 17).

e Low salary “They are not making money in the government hospital” (Doctor 2).

e Lack of equipment/medication “there is not enough equipment or drugs, that was always
the frustration” (Doctor 14).

e Poor management “staff are not well trained and they are not well motivated, and I think

it is about management” (Doctor 15).

HIV, maybe surprisingly considering South Africa’s prevalence rate, was barely mentioned. Of
those who mentioned HIV, this was in reference the how the epidemic was being dealt with by
the Department of Health “They’re not looking after HIV/AIDS (Doctor 11) rather than concern

about infection themselves.

No endogenous push factors were reported for doctors who worked in private practice. It was
acknowledged that there was a big divide between government hospitals and private practice:

“the private sector snaps them (doctors) up from the government sector” (Doctor 6).

Proposals for a national health insurance system™ could however affect doctors working in
private practice and this was noted as a concern: “They want to implement a national health

system and if not implemented well, that might make some people want to leave” (Doctor 13).

It appears that doctors who were planning to move to Ireland permanently were more affected by

push factors within South Africa than the temporary migrants. In particular doctors who were

* Interviews with doctors were conducted in May 2010 and since then there have been several

developments with relation to proposals for national health insurance (NHI). Piloting of NHI was to occur
in 10 selected districts in April 2012.
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planning a permanent move were concerned about the future in South Africa, as well as the

current opportunities that were available to them.

“I'don’t think economically there is a future in South Africa. It is really going downhill. It makes
me feel very sad to have to leave. I also felt very bad about leaving government service, because

[ really enjoyed it, but basically you can’t advance to do what you want to” (Doctor 4).

“That’s actually one of the reasons I've leaving as well, because there is very little chance for me

to further my career from where I am at the moment” (Doctor 8).

Even though temporary migrants reported to be less concerned about political instability, it
appeared that they were not whole-heartedly certain about the future in South Africa, and needed
a back door in case they needed one - one doctor succinctly stated “most South African doctors

have foreign registration somewhere” (Doctor 2).

9.6.2 Reasons for wanting to register in Ireland
The in-depth interviews confirmed that for those who had registered in Ireland in order to do
temporary work there, the reason for doing this was stimulated by the desire to earn extra

income.

“I think before I got established with all my small consultancies, I needed locum work and so 1
wanted to actually go overseas for short periods of time and bring in income. It was very much

making a living” (Doctor 6).

“My major motivation was money, only money. It sounds bad, but the Euro was good” (Doctor

9).

One of the major pull factors to Ireland is the opportunity to travel. This may imply that Ireland
isn’t their final destination. Having friends in Ireland was also important for permanent migrants.
Ease of registration appears to be important for those who are looking for a safety net and for

temporary migrants.

The interviews also revealed that financial gain was not always the sole reason for working in
Ireland on a temporary basis. Respondents talked about it being a working holiday, or an

adventure which allowed them to have the opportunity to work in a different environment.

“The adventure and the difference in working circumstances also attracted me” (Doctor 7).
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“Work experience. To work in a different place, experience different kinds of medical
practice...it’s sort of a working holiday where you have less intense hours, but you're not totally

Jforegoing income’ (Doctor 13).

The theme of adventure was not listed as an incentive in the questionnaire and so it was not
possible to quantify how influential adventure is an incentive, particularly in comparison to

salary. This is an important area of further research.

Table 30 summarises all the reasons that were identified during the open-ended survey questions
and the in-depth interviews why doctors had decided to register in Ireland. Factors have been
categorised as either being endogenous (within the health system) or exogenous (outside the

health system).

Table 30: Factors affecting doctors’ decision to register in Ireland
Reasons to leave South Africa Reasons to work in Ireland
e National Health proposals e Ease of registration/no exams
e Staff shortages e Gain work experience
e [ong hours e Good working conditions
Endogenous ' _
® Poor management * High remuneration
® Poor working conditions e Qualified in Ireland

e [ow salary
e Heavy workload

e [ack of equipment/medication

e Crime e (Change in environment

e Personal safety e C(Close to the UK/English speaking
Exogenous e Political instability e Friends in Ireland

e (Corruption e Political stability

e General decline of medical facilities | e Safety net

and future prospects e Travel opportunities

9.7  Experience of working in Ireland

Approximately half of the survey participants (n=63) had been to Ireland once or more, with
24.2% having been once or twice and a quarter having been 3 or more times. Table 31 shows
that the majority of safety net migrants had never been to Ireland (96.8%). This is plausible
given that doctors in this category have not registered at the IMC with the intention of working in

Ireland, rather they have done it in order to have a ‘back-door’ should they become concerned
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with the situation in South Africa. Conversely, nearly two thirds of the temporary migrants have

been to Ireland more than once.

Table 31: Number of work visits to Ireland by migration category
Migration category
Number of times to | Temporary (n=90) | Permanent (n=7) Safety net (n=31)
Ireland % (n) % (n) % (n)
None 33.6(32) 429 (3) 96.8 (30)
Once or twice 32.2 (29) 14.3 (1) 3.2 (1)
Three or more times 32.2 (29) 42.9 (3) 0(0)

The results from the survey show that the range of time spent in Ireland was 1-52 weeks (only

one participant reported 52 weeks). The median time spent in Ireland was 6 weeks. The
interviews indicated that length of migration time is very important, as time away has financial
and personal costs. The majority of interviewees reported that their preferred period of time

spent in Ireland was between 4 and 6 weeks.

“The maximum 1'd go for is three or four weeks on any locum. I can’t go for longer than that, |

can’t leave the family” (Doctor 6).

“If you look, you have the same expenses of going if you go for a week, or you're going for six

weeks, it will be the same” (Doctor 10).

Those that had been to Ireland to work as a locum were asked to rate their satisfaction with
salary, working conditions, equipment availability, lifestyle and overall experience. Figure 21
outlines satisfaction with all of these factors. There were high levels of satisfaction with salary
and the overall experience. There were lower levels of satisfaction with equipment availability

and mixed responses for working conditions and lifestyle.
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Figure 21: Satisfaction with factors relating to locum work in Ireland
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Overall interview participants were satisfied with the salary that they received, particularly when
doing out of hours work, which appears to be more lucrative. Also, there was greater satisfaction

with salary when the Euro to Rand exchange rate was favourable.

“we go there for the euro, so as long as the rand is weak and the euro is strong we will see a lot

of South African doctors there” (Doctor 2).

9.8  Why Ireland?

In addition to being registered in Ireland one quarter of survey respondents were registered in
another country and the UK was the most common country to also be registered in (18 out of 20).
Interviewees were asked why they had chosen to register in Ireland as opposed to other English
speaking countries, such as the UK, Australia or the USA. Several of the interviewees were also,
or had been at some point, registered in the UK, but many had discontinued their registration,
saying it was expensive to continue to hold it and others stated that there were continued
administrative issues associated with maintaining their registration which was why they were
considering cancelling it. Some doctors also mentioned that they had initially started registration
in the UK, but due to ‘bureaucracy’ they had given up the process and the feeling that gains from
working in the UK would not be worth the hassle of registration. Doctors therefore applied to

Ireland where the registration processes were easier and greater gains were to be had.

“I think the UK has got a lot of logistical problems and if you want to work there you have to this
that and the other and I've just given up because it is a lot of red tape and currently the sort of

things that I can do in the UK in terms of remuneration would not be worth it” (Doctor 12).
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Doctors had considered registering in Australia, New Zealand and Canada, but reasons for not
doing so included distance from South Africa and the fact that doctors would have to write
exams. Also, it was said that there was less opportunity to do short term locums in these

countries and that positions were longer-term.

“I have considered Australia and Canada, but the problem with those countries is that you have
to work there for quite a long time, you can’t pop over for two months and come back” (Doctor

13).

Some doctors had worked in other countries other than Ireland. However, they had not enjoyed

this as much as they had enjoyed working in Ireland.

“I enjoyed working in Ireland better. It’s much nicer. The atmosphere is nicer, the people are

nicer, just a nicer environment” (Doctor 6).

The problem with working in the UK was that doctors were not easily able to work as locum GPs
and instead were working in a hospital setting as registrars. Doctors who were trained and
working as GPs in South Africa found it difficult to then work in the hospital environment as

they felt it was more like being a “sixth-year final student” or an “intern™:

“The England work was very brain-dead work, it was like being a sixth-year final student, and
you couldn’t leave the premises, it was a resident medical officer they call it, so you worked two
weeks on and one week off, but you can’t leave the premises, so it’s staying in one place the

whole time, really not good for the psyche” (Doctor 9).

9.9 Challenges of working in Ireland
The survey did not ask questions about challenges faced by doctors who had gone to work in
Ireland on a temporary basis. It is a methodological weakness not to have quantified challenges

faced by doctors and this will be discussed further in the conclusions.
Challenges were however explored in the in-depth interviews. Overall the interviewees found

that there were no major challenges experienced whilst working in Ireland and the majority said

that they found it very easy to fit into the Irish setting.
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However some doctors mentioned the restrictive nature of practicing medicine in Ireland, as
compared to South Africa. In South Africa, GPs tend to perform minor procedures on site and so

the doctors found the work in Ireland a bit more basic.

“GPs just want to be a consultation stopover and they don't want to do any minor procedures, it
is difficult for them getting X-rays....If  want an X-ray done here I can have it within 20 minutes”

(Doctor 2).

“You practice medicine a bit more conservatively there than what we do in South Africa” (Doctor

8).

Despite frustrations with the referral systems and inability to perform minor procedures doctors
were philosophical in their views of this. They understood that they had to comply with the
regulations of the Irish health system and that they weren’t there to “change the system™ (Doctor

11) and indeed as one doctor explained “if you go to Ireland you do as Ireland does™ (Doctor 3).

A couple of doctors also mentioned non-work specific challenges in terms of having to arrange
accommodation and transport. This was particularly a challenge for those whose locum work
meant they were not based in one place and had to travel around the country, as highlighted by
Doctor 9: “Sometimes I think the people that organise the locums, they lose track of the distances
of towns, so you must decide, are you going to sleep that morning and start that night in a
different town, or would you rather push through and then go to sleep and then work that evening

in a different town”.

9.10 Future intentions
Of those who had been to Ireland the majority (95.2%) said that based on their experiences they

would go back to work as a locum in Ireland.

Table 32: Future plans in terms of returning to Ireland to work
Variable Category % (n)
Would you go back to work in Yes 95.2 (59)
Ireland? No 4.8 (3)

All of the interviewees said that they would like to return to work in Ireland, but only four had
definite plans to go in the coming year. The reasons that the others gave for not returning to

Ireland in the immediate future were generally family orientated in that it would not be easy, or
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possible to leave their children. However, it was felt that when children were more grown up,

doctors would return to work on a temporary basis in Ireland.

“As soon as he is independent enough, or we find school holidays long enough I will go again™

(Doctor 5).

The major reason for returning was based on the good experiences that the doctors had had on
their previous visits, the sense of having an ‘adventure’ and the opportunity to have a working

holiday.

“The money is nice...it’s a nice experience, just to see how other doctors work and see if you are
still on par, because you don’t really know if you are on par if you are living in South Africa so
it’s nice to see if the people there are using the same medication, the same way of thinking...the

third this, I love the European experience” (Doctor 16).

In order to determine whether temporary work at a time when doctors should be resting caused
burn-out on return to South Africa, interviewees were asked how they felt after returning from
Ireland. Doctors did not have any problems moving between the work in South Africa and
Ireland. However responses varied as to how doctors felt when they returned to Ireland, some
felt ‘refreshed’ (Doctors 5. 7 and 17) as they stated that they worked longer hours in South
Africa. Other doctors, who had worked the maximum amount of shifts, came back ‘physically
tired’ (Doctors 2 and 3) but that they did not mind this as this had meant that they had been able

to obtain a high remuneration “the money’s good the harder you work™ (Doctor 2).

Interestingly, one doctor stated that by going overseas he had been inspired to work harder in
South Africa as he did not want to have to migrate again in order to supplement his income it
actually motivated me to say, ok, I've travelled now, the bug is out of my bonnet, settle down
now, accept your work here rather. Build up the practice, work long hours and stay with your

family rather than having to go overseas” (Doctor 9).

9.11 Employment actors
The interviews also explored the employment actors that are involved in the migration process.
These were defined as the source country employer, destination country employer and a

recruitment agency.
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9.11.1 Source country (i.e. South African) employer
In order to organise time off to go and work in Ireland, the majority of respondents worked in
private practice. They were able to negotiate with their practice partners to cover their patients
whilst they were away. In some cases, several doctors in the practice were registered in Ireland
and so they rotated who went to Ireland. One participant spoke of how all three partners were

registered in Ireland and how they organise it:

“Dr X owns the practice, she’s gone to Ireland now. When's she’s there we two are staying

behind, Dr'Y and myself. We manage the practice” (Doctor 3).

Those who were not partners in a private practice arranged to go to Ireland during their holiday

periods, or had arrangements with the hospitals where they worked to have time off.

“we are working on a roster and so you can work out when you are going to be free, as long as
you do it a month in advance, before they do the next roster, you can say that you are unavailable

Jor the next 6 weeks” (Doctor 4).

9.11.2 Destination country (i.e. Irish) employer
Most doctors worked as GPs in the out-of-hours services, for example ‘Caredoc’, doing the ‘red
eye’ shifts. Some however worked as locum GPs covering vacancies in GP practices and worked
regular hours. Those doctors whose priority was going to Ireland for financial reasons would
often work both during the day and in the out-of-hours services. Specialists who were not GPs
worked within the public hospital systems. Some doctors described how they returned to the

same place each time that they went to Ireland.

“It is out-of-hours and then a number of locums during the day time. We are off during the day

time and if we can fit in the day time locums we do” (Doctor 1).

9.11.3 Recruitment Agency
As Table 33 shows, there is a very clear role of a recruitment agency in facilitating placements.
Nearly three out of five survey respondents (58.6%) reported that they were currently registered
with a recruitment agency. Locumotion was highlighted as one of the major recruitment agencies
and 82.6% of those who were registered with an agency were registered with them. Both in the
opened questions and as indicated above in section 9.4 during the in-depth interviews doctors

referred to the promotional activities that Locumotion have done in South Africa. Promotional
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activities reported by survey and interviewees included presentations and advertisements in the

SAMI.

Table 33: Recruitment agencies and survey respondents
Variable Category % (n) P-value
Registration with a recruitment | Temporary 70.0 (63) <0.01
agency by migratory type Permanent 85.7 (6)
Safety net 19.4 (6)

There were differences between migratory intent and whether doctors were registered with a
recruitment agency. A one-way ANOVA found that there was a significant association between
migratory intent and being registered at a recruitment agency F(2,125) = 16.41, p<0.01). As
recruitment agencies appear to play an instrumental role at finding positions for temporary
migrants, it would seem that as less than 20% of safety net migrants are registered with one that

this confirms that they have little intention of working on a temporary basis in Ireland.

The interviews further explored the role of recruitment agencies and satisfaction with using them.
Doctors were very impressed with Locumotion, mentioning their professionalism, providing
comprehensive details about working in Ireland and that they were motivated by what they had to
say but did not use ‘hard sell’ (Doctor 12). Also there were reports that Locumotion had helped

with the registration at the IMC, thereby facilitating the migration process.

Recruitment agencies were found to be instrumental particularly for finding the first placement in
[reland, after which doctors sometimes made their own agreements, or again through a

recruitment agency.

“Every time | have worked through Locumotion™ (Doctor 16).

“I know many doctors who were originally registered with Locumotion....but now deal with the

health boards themselves” (Doctor 5).

9.12 Is temporary migration a stepping stone to permanent migration?

In the survey there were 4 doctors (3.1% of the survey population) who had done temporary work
in Ireland and were now planning a permanent move. Although there was no question in the
survey to quantify the number of temporary migrants who would consider permanent migration
and this is a methodological weakness, none of the temporary survey migrants reported that they

were planning permanent migration in the open-ended questions.
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The in-depth interviews explored this issue in further detail and all interviewees were asked
whether they were considering a permanent move to Ireland. This issue was probed in-depth and
if the doctor reported that they were not considering permanent migration they were further asked
under what conditions they would leave South Africa permanently and whether Ireland would be

their chosen destination.

Apart from the two interviewees who were planning a permanent move to Ireland, none of the
other interviewees intended (15 out of 17) to leave South Africa permanently, as one doctor put
“this is my place, South Africa, your roots are here” (Doctor 1). It was felt that a permanent
move from South Africa would only happen as a result of exceptional circumstances (“hopefully
never”) with doctors saying that this would only occur if something ‘very very drastic’ happened,
they were “forced”, or a “major disaster”, “total destabilisation™ arose. One doctor stated that if
he had to leave South Africa permanently, Ireland would not be his chosen destination and

instead would go to Australia. This evidence suggests that temporary migration is not necessarily

a stepping stone to permanent migration.

9.13 Important conditions for temporary migration

The in-depth interviews found that there are very clear reasons why temporary migrants want to
return home to South Africa. Factors influencing decision to return to South Africa mainly
related to exogenous factors, such as love of the South African lifestyle and family ties. Clinical
freedom was mentioned as an endogenous factor “One thing about being a doctor in SA is that

there is a lot more clinical freedom™ (Doctor 2).

There do appear to be trade-offs involved in temporary migration and the experiences that
doctors had whilst working in Ireland were influenced by factors such as the type of practice that
they worked in and the accommodation that they had. In terms of accommodation there were
mixed reports as to how this was arranged. Some practices organised accommodation and
doctors talked about there being dedicated houses for locum doctors “we stay in that flat for 6
weeks and we leave and then 2 other doctors come and take our place” (Doctor 1). Other doctors
stayed in accommodation which they had organised themselves “you get a book with all the bed

and breakfasts, then you just phone and organise” (Doctor 16).

Families, and in particular children played a big part in whether doctors felt they wanted to do
locum work in Ireland and this has already been highlighted in section 9.10 above about future
plans. Although the survey showed no statistical association between number of dependent
children and intention to return to work in Ireland on a temporary basis (p=0.14), the interviews
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found that doctors who had dependent children were less likely to go and work in Ireland in the
forthcoming year. While they had not ruled it out completely, they were just waiting for their

children to grow up.

“The first time we went there were no children and then the family grew...I went leaving my wife
with the firstborn...I promised them | would never go back because I saw what it did to my

family. If we go, we have to go as a family” (Doctor 9)

Although many doctors mentioned going with their spouses to Ireland “my wife always went with
me yes, she wouldn’t stay behind!” (Doctor 7), trips with the whole family were often not
possible due to the extra financial costs they incurred: “If I could bring the family I'd probably go
for longer, but it’s just too expensive. You're not going on holiday; you’re going to earn a

living” (Doctor 6).

9.14 Summary of findings

The main incentive for doctors to migrate on a temporary basis is financial. However the in-
depth interviews revealed that while some doctors work in Ireland purely for financial reasons,
and work as many hours as they are able to, some also work in Ireland so that they can have a
working holiday, or an adventure. Length of migration is very important as there are financial
and personal costs. It would appear from both the survey and the interviews that 4-6 weeks is the
optimal length. In order to address the personal cost some temporary migrants went to Ireland
with their spouses. However it was less common to take children as well as this meant that there
were incurred financial costs (in terms of flights) and there were also difficulties fitting work in

around school holidays.

The fact that South African graduates did not have to take exams to register at the IMC was
found to be a major reason why doctors chose to register in Ireland as opposed to other countries.
Furthermore, the perception was that there were more opportunities to do short-term GP locum
work in Ireland than in, for instance, the UK or Australia, where placements tended to be longer.
Ireland has also been effectively promoted by Recruitment Agencies, such as Locumotion, who

have a very clear role in facilitating placements within Ireland.

Most endogenous push factors within South Africa have been overcome by doctors working
within private practice however there were still exogenous push factors. These were more
commonly cited by doctors whose migratory intent was to have a safety net. These doctors were
concerned about security, political instability and general decline. Interestingly, these doctors
had never worked in Ireland. Permanent migrants were also concerned about security, political
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instability, poor infrastructure and low remuneration, however also wanted to work in Ireland in
order to have travel opportunities. It appeared that doctors who were intending to leave South
Africa on a permanent basis are more affected by push factors than doctors who migrate on a
temporary basis. This issue will be explored in more detail in the next Chapter (10) by looking at
the motivations and experiences of the permanent migrants and then comparing them to the

temporary migrants.

Temporary migration does not appear to be a ‘stepping stone’ to migration. There was a strong
feeling that doctors did not want to leave their South African roots, indicating that there are
strong ‘stick’ factors in South Africa. To this end, temporary migrants were able to enjoy the
best of both worlds, by earning extra income in Ireland (to supplement income or facilitate travel
in Europe) and then return home, thereby illustrating, at least at the personal level the ‘win-win’

scenario of temporary migration that it referred to in section 3.1of the literature review.

The results found so far and presented in this chapter suggest that financial incentives play a
large role in determining temporary migration. An important motivating theme emerged which
had been alluded to in the literature, but one which has not been expanded on, nor has been
quantified before. The desire to have a working holiday, or a ‘thirst for adventure’ appears to be
a influential factor for some doctors to migrate on a temporary basis. This finding should be

explored further in future studies to determine how influential this factor is.

The next Chapter will focus on the results obtained from South African doctors who report a
residential address in Ireland and therefore are assumed to be permanent migrants. It is important
to explore the dynamics of permanent doctor migration in order to compare this to the dynamics
of temporary doctor migration. By doing this it will provide a deeper understanding of how
doctors are influenced by push and pull factors. This will identify whether temporary and
permanent doctor migrants are motivated by different issues. Additionally, the issue of whether

‘temporary migration is a stepping stone to permanent migration’ will be further explored.

It is important to note that the original supposition in section 6.5 was that doctors who are
registered at the IMC but reside in South Africa were temporary migrants. The results reported
here however contradict this theory. The results show that a quarter of doctors cannot be
classified as temporary migrants as they registered in Ireland in order to have a safety net and do
not intend to work in Ireland on a temporary basis. Additionally a further 5.5% of doctors cannot
be classified as temporary migrants as they were planning a permanent move. The motivation of
doctors, particularly between safety net migrants and temporary migrants, was found to be quite
distinct and therefore the original generalisation that these doctors were temporary migrants

needs to be refined. Safety net migrants and those who were planning a permanent move were
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therefore removed. This means that for subsequent analysis which compares temporary migrants
to permanent migrants in component four, the sample size of temporary migrants is n=90 (as

opposed to the total n=128 for this component).
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10 Results for Component Four: Comparing permanent and temporary

migration

10.1 Introduction

This Chapter aims to gain an understanding of what motivates a doctor to migrate on a permanent
basis. Additionally the dynamics of permanent migration will be explored. This Chapter starts
by presenting the results found from the doctors who are registered at the IMC but reside in

Ireland.

This Chapter starts by presenting the demographic characteristics of the survey population and
the interviewees. As for component three, the results from the survey and interviews are
presented together. This Chapter identifies reasons for registering in Ireland in order to start to
understand the motivation behind permanent migration. The characteristics of the temporary
migrants (from component three) will then be compared to the permanent migrants found in this

component. The Chapter ends by providing a summary of the results that have been found.

10.2 Demographic characteristics of the survey respondents and interviewees

Demographic characteristics of participants Table 34 shows the demographics of the permanent
survey population (n=55) and the interview population (n=11). Three quarters of the survey
population were male and married and the majority were born in South Africa. Just over half of

survey respondents were over 50 years old.

As for the doctors in component three, the demographic characteristics doctors in this component
were compared to that of the total population of South African doctors registered at the IMC.
The permanent survey respondents had a similar gender split as the total IMC population.
However, as for the doctors in component three, the doctors in this component did not have one
third in each of the three age categories and instead were older, with increasing proportions as the

age category increased.
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Table 34: Demographic characteristics of participants

Variable Category Survey respondents | Interviewees
(n=55) (n=11)
Gender Male 74.6 (41) 63.6 (7)
Female 25.4 (14) 36.3 (4)
Marital status* Married 74.1 (40) 72.7 (8)
Not married 259 (14) 21.3 (3)
Country of birth South Africa 92.7 (51) 90.9 (10)
Other country 7.3 (4) 9.1 (1)
Ethnicity White 76.4 (42) 81.8 (9)
Indian/Asian 14.6 (8) 9.1 (1)
African 3.6 (2) 0.0 (0)
Coloured 5.5(3) 9.1(1)
Age (years) Under 35 18.2 (10) 45.5 (5)
35-49 27.3 (15) 45.5(5)
50+ 54.6 (30) 9.1(1)
Language spoken at home | English 47.3 (26) 54.5 (6)
Afrikaans 29.1 (16) 18.2 (2)
English & Afrikaans 23.6(13) 27.3 (3)
Dependent children™ 0 46.3 (25) 54.5 (6)
1 18.5 (10) 9.1(1)
2+ 35.2 (19) 36.3 (4)
Primary Medical Degree Pretoria 30.9 (17) 2713 (3)
Other SA 56.4 (31) 63.6 (7)
Irish 12.7 (7) 9.1(1)
Specialty” General Practice 58.0 (29) 27.3 (3)
Other speciality 42.0 (21) 72.7 (8)
Working in which sector of | Private 51.9 (27) 18.2 (2)
the Irish health system # Public 47.1 (24) 81.2(9)

F T 3 .
] missing result, A5 missing results, "4 missing results

Of the 11 permanent interviewees, 4 were female and 7 were male. The demographic
characteristics of interviewees were a fairly accurate reflection of those of the survey population
as a whole with the exceptions that the interviewees were younger (only 9.1% were over 50 years
of age) and a higher proportion of interviewees were working in a speciality that was not general

practice.
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10.3 Reasons for choosing to register in Ireland

Table 35 shows that the majority of permanent migrants stated that the reason they had chosen
Ireland was due to recommendation by family or colleagues. One quarter of respondents cited
‘other’ reasons for choosing Ireland. There was no overriding factor given for ‘other’, reasons
included: being an Irish graduate, that there were no registration exams, that English was spoken

in Ireland and geographical proximity to Europe.

Table 35: Registration at the Irish Medical Council

Variable Category Survey respondents
(n=55)

Main reason for | Of Irish descent/Irish partner 10.9 (6)

choosing Recommendation by family/colleague 43.6 (24)

Ireland Job offer 20.0 (11)
Other 25.5(14)

Year of IMC Before 2000 20.0(11)

registration 2000-2004 34.6 (19)
2005-2009 45.5(25)

Of the permanent interviewees 4/11 doctors had Irish family connections. As for the survey
respondents, other reasons for choosing Ireland included recommendation by friends and the lack

of exams for registration at the IMC.

“They had been talking to us and saying how wonderful it (Ireland) is” (Doctor 25, PM)

Some permanent migrants had considered other countries, such as the UK, Canada and Australia.
Reasons for not going to these countries were similar to those given by the temporary migrants.
Doctors stated that the registration procedures in these countries were more complicated — the
PLAB exam was cited for the UK. Doctors also mentioned the need to take exams in America,
Canada and Australia; however these countries were also associated with being far from South

Africa.

“Going to Australia, great, you'll have a nice job and everything, but it’s far, I don’t know when

1’d see my family. And the same with Canada” (Doctor 19, PM).

“It was just easier coming here” (Doctor 23, PM).

% PLAB = Professional and Linguistic Board exams. These need to be sat by non-EU doctors wishing to
register at the General Medical Council (GMC) in order to practice in the UK
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10.4 The main incentive why doctors had registered in Ireland

Survey respondents were asked to determine their main reason for registering at the IMC by
scoring each incentive 1-5, with | ranked as the most important and 5 as the least important. As
for component three, the incentive variables were re-coded into binary variables. Therefore, if
the respondent had scored the incentive as | this was re-coded as 1 “the main incentive” and if

the doctor had scored the incentive 2-5 this was re-coded as 0 “not the main incentive”.

In order to see whether there were differences between the main reasons cited by permanent
migrants and temporary migrants, Figure 22 shows the summary statistics for doctors from this
component (n=55) and the temporary migrants who were identified from the previous component

(n=90).

Figure 22 shows that although the largest proportion of permanent migrants chose salary as their
main reason for registering in Ireland this proportion was smaller than that found for temporary
migrants. This suggests that salary is less important to permanent migrants compared to
temporary migrants. Conversely personal safety was found to be more important to permanent
migrants than temporary migrants. Nearly one third of permanent migrants scored personal

safety as their main reason for registering in Ireland compared to 15.6% of temporary migrants.

Figure 22: Main reason for registering at the IMC for permanent and temporary
migrants
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Similar proportions were seen for permanent migrants as for temporary migrants choosing

opportunities for further education, working conditions or availability of posts.
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Interestingly, the permanent interviews found that there was no main reason behind the decision
to migrate. These reasons will be outlined further below in section 10.5 which provides more

information about the pull factors to Ireland.

10.5 Further reasons for registering in Ireland: Push and Pull factors

Reasons for registering and ultimately migrating to Ireland were further explored in through
open-ended questions in the survey and in the in-depth interviews. These reasons provided
further information as to what the push factors from South Africa and what the pull factors to

Ireland are.

10.5.1 Reasons for wanting to leave South Africa
HIV was only mentioned twice in component two (once in the survey and once in the interviews)
and both times it was regarding the why in which the epidemic is being handled “Complete
inertia regarding dealing with HIV epidemic”, rather than as a reason for wanting to leave South
Africa. However, for the permanent migrants HIV emerged as a major push factor, both in the

interviews and in the survey.

“HIV is a threat to you if you work in the health care system in South Africa. It’s a constant

threat” (Doctor 27, PM).

“There was a lot of HIV and AIDS. And I found that after a while got soul-destroying™ (Doctor
22, PM).

Other endogenous push factors reported by the permanent interviewees included:

e Lack of resources: “at some stage sterile gloves will just finish and you just have to make
do with whatever” (Doctor 20, PM).

e Poor working conditions: “old hospital, falling through the floors, things like that”
(Doctor 23, PM).

e Lack of opportunities: “it wasn't that we disliked South Africa, it was just the
opportunities were not there and I wasn’t going to hang around” (Doctor 18, PM).

e  Staff shortages: “you were often the only one in a 70-bed hospital” (Doctor 23, PM).

e Safety at work: “I've been shot at in A&E...It’s like a war zone when you are at work™
(Doctor 19, PM).

e Burn out: “/ think the work thing, I just got overwhelmed, I got tired”” (Doctor 22, PM).
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Whereas the doctors in component three had overcome most of the endogenous push factors by
working within the private system, all of the permanent interviewees (bar one) were working in
the public system prior to migration. One permanent doctor acknowledged this by saying ‘If [
was going to stay in South Africa, I definitely wouldn’t have stayed working in the state care; |

would have gone private, definitely” (Doctor 19, PM).

Endogenous push factors reported by permanent migrants were mainly associated with personal
safety and concerns for the future:
e Safety “safety for my children. Safety reasons are probably paramount” (Doctor 27,
PM).
» Political situation: “seeing how the situation in South Africa is turning out in terms of
crime and the political situation and that sort of thing” (Doctor 20, PM).
e  Crime “We had had a couple of break-ins and safety was an issue with me going out on
calls” (Doctor 22, PM).
e Concerns for the future “security and future, a lot of people are worried about their

future, so they go™ (Doctor 21, PM).

10.5.2 Reasons for wanting to migrate to Ireland
The overwhelming pull factor to Ireland was the fact that South African doctors did not have to
do exams in order to register at the IMC. Also Ireland is an English speaking country, and is
perceived to be not as geographically far from South Africa, compared to Canada and Australia.
Both temporary and the younger permanent migrants also mentioned that they saw migration to

[reland as an ‘adventure’ or a way to experience different working environments.

Most doctors cited that several reasons had contributed to their motivation to migrate. However,
it appeared that participants who migrated aged 35 years or less were more likely to mention

salary, training and/or the opportunity to travel:

“the plan was to come over, earn some Euros to pay off my student loan, get the primary exam

and tour a bit of Europe and go back”™ (Doctor 18, PM).

“Our primary aim was always to travel” (Doctor 25, PM).

Doctors who had migrated to Ireland in this age group had arrived with the intention of only
staying for a defined period of time, generally citing a couple of years. After spending this
period in Ireland they had planned to return to South Africa. However, for some of these doctors

the intention to leave Ireland after a few years had changed. Reason for this tended to be due to
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changes in personal circumstances, or the emergence of ‘stay factors’ and this will be explored

further in section 10.9.

Doctors who had migrated to Ireland aged 35 years or over were less concerned about career
development or salary. Reasons cited by doctors in this age group included insecurity in South

Africa and a desire to provide better opportunities for their children.

“We didn’t come here for career or experience, which probably doesn’t make sense. Came more

for the children’s sake in the long run” (Doctor 20, PM).

“We were looking really for a country with a low crime rate” (Doctor 23, PM).

10.6 Employment actors
As for temporary migration, recruitment agencies played a role in facilitating permanent
migration, with 45.5% (n=24) of survey respondents registered with a recruitment agency in

Ireland.

Recruitment agencies were also mentioned during the in-depth interviews. As for the temporary
migrants, in many cases, a recruitment agency (often Locumotion) had been instrumental in
finding employment, particularly the first position, for many doctors. The recruitment agency, as
well as placing doctors had also assisted doctors with getting work permits, accommodation and
other administrative issues, such as organising PPS numbers’'. After the first position, most

doctors then found their own employment.

“We arrived, Locumotion paid for two nights to stay in Dublin while they orientated us” (Doctor

25, PM).

“They (Locumotion) were excellent, really, really, good sorting out work permits. They booked
me into a guest house. Basically they take care of everything”

(Doctor 19, PM).

“It’s just that first year I really had dealings with them...it was very convenient in the way that

they set you up” (Doctor 18, PM).

> PPS (Personal Public Service) numbers are unique identifiers issued by the Department of Social
Protection and is needed by everyone who works in the Republic of Ireland (similar to the National
Insurance numbers in the UK).

176



10.7 Experience of working in Ireland

As for the temporary migrants, the permanent migrants were asked to rate their satisfaction on a
scale of 1-5 with salary, working conditions, availability of equipment, as well as, lifestyle and
overall experience in Ireland. Each variable was re-coded into a binary outcome; namely
satisfied or not satisfied. Figure 23 shows the summary statistics for permanent and temporary

migrants.

Figure 23: Comparison of permanent and temporary migrants reporting satisfaction

with factors in Ireland
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A higher proportion of temporary migrants reported that they were satisfied with salary and the
overall experience than permanent migrants. Conversely a higher percentage of permanent

migrants were satisfied with (Irish) lifestyle than temporary migrants.

10.8 Challenges of working in Ireland

The interviews found that on the whole doctors had adjusted to living and working in Ireland on a
permanent basis and had not encountered many challenges. There were no issues around
working in a different culture and most doctors reported that once they had got to grips with
accents, that doctors, particularly the English speaking ones, found Ireland very easy to ‘slot into’

(Doctor 24, PM).

The survey asked doctors about their working environment. All survey respondents (100%) felt

accepted by their patients and colleagues, as one interviewee stated: “the Irish, I think they are
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very used to having foreign doctors treating them, so not once have I felt that someone felt that

because I'm a foreigner that I won’t be able to give them the correct care” (Doctor 18, PM).

Table 36: Permanent migrants’ experiences of working within the Irish health care
system

Variable Category % (n)

Accepted by colleagues No 5403
Yes 94.6 (52)

Accepted by clients No 0(0)
Yes 100.0 (55)

Same chances as Irish doctors No 61.1(33)
Yes 38.9 (21)

Satisfied with opportunities for | Dissatisfied 59.6 (28)

professional development Neither 14.9 (7)
Satisfied 25.5(12)

The majority felt accepted by their colleagues. However, a high proportion of survey
respondents felt that they did not have the same chances as Irish doctors and nearly 60% were
dissatisfied with the opportunities that they have had for professional development. This theme
also emerged in the interviews and the majority of doctors reported that they did not have the
same opportunities as Irish doctors for career advancement. This was found by some to be quite

a challenge to the extent that it forced some doctors to leave public practice:

“You feel like you're being treated as a second class citizen, especially if you try to get onto a
recognised training post, it’s really, really, difficult. I was working in [names speciality| and you
reach kind of a glass ceiling and you know that you are not going to get past that....I think in the
end you just get fed up with it”
(Doctor 19, PM).

“There’s definitely a two-tiered system and I am being definitely discriminated against within the

core system. It’s equal, but not quite” (Doctor 22, PM)
Doctors acknowledged that they had to work that much harder to prove themselves. However,

there was an understanding that that Irish-trained doctors should be first preference for jobs as

they were working in their home country as the system could only train so many doctors per year.
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“If I was Irish [ would have liked a foreign doctor to actually prove herself before she moves on
in my country. So, no, it’s not equal but I understand why it’s not equal. But I'm prepared to

work so much harder to prove myself” (Doctor 20, PM).
There were three other major challenges that emerged from the permanent interviews, namely:

i) Recognising prior experience: Some doctors were frustrated that their work experience

in South Africa (as well as other countries where applicable) was not recognised.

“I thought I would be able to get my work experience in South Africa and [names other country|
recognised towards the basic surgical training and it later transpired not to work out. So it took

me a little while to get around to the training schemes” (Doctor 20, PM).

“I had to get my South African speciality registered in this country and they required ine to do a

vear of what they call senior registrar time, so I was then set back as such” (Doctor 21, PM).

i1) Rotations: Non-consultant hospital doctors (NCHDs) in Ireland have to apply for jobs
every six months and this can involve moving to different hospitals in different parts of
the country. This was found to be a challenge for those doctors working within the

hospital setting.

“I think the transient nature of the contracts has been a big thing for us. We don’t have any
children so we’re quite flexible, but to get a post and stay anywhere is very difficult” (Doctor 25,

PM).
“I'd say the biggest challenge is moving around every 6 months” (Doctor 20 PM).

1i1) Working conditions: Doctors reported some challenges in the different working
conditions and these mirrored the challenges that were raised by the temporary migrant.
Challenges related to issues around the referral system. Additionally, junior doctors

reported that in South Africa they had a lot more clinical freedom:

“I just couldn’t get my head around it when I came here, that it was 22 months to see an
orthopaedic consultant. In South Africa you would wait probably 6 weeks”

(Doctor 22, PM).

“It’s frustrating as well, the lack of responsibility afforded to you, especially junior NCHDs”

(Doctor 26, PM).
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10.9  Future intentions

Table 37 shows the future intentions of the permanent migrants, of whom just over half (51.9%)
said that they were planning on staying in Ireland. Of those who were not planning to stay in
Ireland, over half (52.0%) planning to go South Africa and others were planning to Australia or

other destinations, which included the UK.

Table 37: Future plans for permanent migrants
Variable Category Permanent migrants
% (n)
Are you planning to stay in No 48.2 (26)
Ireland? Yes 51.9 (28)
Of those not planning to stay in South Africa 52.0 (13)
Ireland, where planning to go to Australia 20.0 (5)
next? Other 24.0 (6)
Unsure 4.0(1)

Of the interviewees, 5/11 said that they planned to stay in Ireland and 2/11 said that they did not
plan to stay in Ireland and both had already left their posts in Ireland in preparation for onward
migration. The remainder (4/11) said that they were unsure of their plans and that it would

depend on circumstances such as access to training and job availability in Ireland.

There were several reasons behind decision to either stay or leave Ireland. These were identified

in the open-ended survey questions and later explored in the interviews.

Endogenous concerns that were creating reasons to leave Ireland were found to relate to the terms
of employment within the Irish health care system. There was a lot of dissatisfaction particularly

with the terms and conditions of contracts for hospital doctors working for the HSE.

“the big thing that put us off in terms of administration was the six-month contract, so if that
could be changed somehow it’s going to guarantee a slightly more permanent position” (Doctor

25, PM).

“I could have been convinced to stay in Ireland if I found a permanent contract”™

(Doctor 27, PM).

The main endogenous reason why doctors were planning to leave Ireland was however, the lack
of training opportunities in Ireland and the subsequent lack of specialist posts. As one doctor in

the survey wrote “Really like living in Ireland but: 1) Specialist registration is really difficult. 2)

180



The lack of permanent posts, or fixed time contracts (e.g. 5 years), makes settling in Ireland
much more difficult compared to places like Canada......after almost 3 years I am still struggling
to get the basics in place. This may eventually drive me away. In such a case, I will either return
to South Africa, or go to a country that is more upfront and accessible for long term stay (e.g.

Canada, Netherlands or Australia)”.

Exogenous factors, such as family ties in South Africa were also mentioned a reason to leave
Ireland. However, it appears that endogenous factors play a more dominant role in determining

whether doctors were planning to leave.

“We both realised that moving forward in our careers would be very difficult, that’s the feeling

we were getting. And that, together with the fact that our families are back home and my wife’s

parents aren’t very well in terms of their health, so I think those two things together would have
pushed us back home anyway”

(Doctor 25, PM).

The economic down-turn in Ireland was found to both a reason for leaving Ireland (with the
possibility of returning to South Africa) but conversely it was also found to be a reason why
doctors were not able to leave Ireland. It was felt by those who had brought property during the
boom time of the Celtic Tiger that they would not be able under the current economic climate to

recover the investment that they had made in their houses.

“Bearing in mind the second budget and the reduction in salaries...I want to keep my options

open...Ireland is very expensive™ (Doctor 28, PM).

“We bought a house so we're kind of stuck at the moment. We bought it back in 2006 (Doctor

23, PM).

Reasons for staying in Ireland tended to relate to personal rather than professional factors.
Personal reasons included staying for children’s education, having met an Irish partner, or having

applied for Irish citizenship.

“We thought of leaving because the workload is onerous...but at the moment we've got a house,
I've got staff I'm responsible for and I wouldn’t leave because of the staff basically, I would hate

to up and leave them™ (Doctor 22, PM).

“I would be happy to live in another country but as I said, the roots are here now and I'm happy

enough to be here” (Doctor 24, PM)
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Table 38: Summary of reasons why doctors plan to stay or leave Ireland

Reasons to leave Ireland Reasons to stay in Ireland

Endogenous | Lack of consultant posts Practicing a specialty not common
Lack of opportunities for development | in South Africa
Length of contracts for NCHDs

Less clinical freedom

Exogenous Economic climate Children settled in Ireland
Family ties in South Africa Fear of crime in SA
Lack of outdoor lifestyle Irish partner
Strong SA currency Undergoing Irish citizenship process

Property in Ireland

10.9.1 Multiple logistic regression analysis of intention to leave Ireland
Table 39 shows the predictor variables that affect intention to leave Ireland. Intention to leave
Ireland was coded as a binary variable, namely intending to leave and not intending to leave and

then multiple logistic regression analysis was conducted.
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Table 39: Multiple logistic regression of intention to leave Ireland

Predictor variable Coef. Std. Error | P-value
Age -0.47 0.05 0.40
Gender Male - - =
Female -1.73 0.97 0.08
Marital status Not married - - -
Married -0.61 0.60 0.08
Number of dependent children -0.34 0.43 0.44
Number of years in Ireland -0.04 0.07 0.56
Specialty Other specialty - - -
General Practitioner -0.53 1.00 0.60
Satisfaction with current Not satisfied - - -
income Satisfied -0.07 0.85 0.94
Satisfaction with overall Irish | Not satisfied - - -
experience Satisfied -0.92 0.95 0.33
Satisfaction with opportunities | Not satisfied - - -
for professional development Satisfied -2.11 1.01 0.04

n=45, X° (9) = 12.96, p=0.16

The analysis found that intention to leave Ireland was not statistically associated with age,
gender, marital status, children; number of years worked in Ireland, specialty, satisfaction with
the overall Irish experience or satisfaction with current income. However, there was a significant
association between doctors who were not satisfied with opportunities for professional

development and intention to leave Ireland (p=0.04).

10.10 Is temporary migration a stepping stone to permanent migration?
Table 40 shows that 41.8% of the permanent migrants had worked in Ireland on a temporary
basis prior to migrating permanently. Of those who had worked in Ireland on a temporary basis

over half had worked on one occasion and just under half had worked on two or more occasions.
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Table 40: Prior temporary work in Ireland prior to permanent migration

Variable Category % (n)

Temporary work in Ireland prior to permanent No 58.2(32)
migration Yes 41.8 (23)
Of those who had worked in Ireland on a Once 56.5 (13)
temporary basis, number of times to Ireland Twice or more 43.5(10)

Only one interviewee had worked in Ireland on a temporary basis before migrated permanently.
It was through the contacts that this interviewee made whilst working on a temporary basis that
the opportunity arose to have a longer contract (6 month initially) and then this became longer

term.

“it was quite easy at that stage to just go to Ireland for two, three weeks and do a short locum
during your holiday....then almost year later I received a phone call out of the blue, if  was
interested to do a six month locum...and me and my wife thought about it, said it would be quite

interesting to do” (Doctor 27, PM).

Interviewees who had not done prior locum work in Ireland before moving permanently (10/11
doctors) were asked whether they had considered working on a temporary basis in Ireland,
instead of migrating permanently. Interestingly it revealed that the characteristics of temporary
and permanent migrants are different and it would appear that different types of migration do not

appeal to everyone.

“I know there are a lot of South African doctors that do that, but that’s not really the way my life

has panned out, that would never have really been an option” (Doctor 24, PM).

“No, we move, we move everything” (Doctor 23, PM).

10.11 Factors associated with temporary and permanent migration

Figure 22 identified that approximately one third of permanent migrants ranked salary as their
main incentive and one third ranked personal safety. This was compared to over half of
temporary migrants who ranked salary as their main incentive and just under a sixth who ranked

personal safety as their main incentive. The characteristics of temporary migrants from
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Component 3 (n=90) and the permanent migrants from this component (n=55) were compared in

order to determine what predicts temporary migration as opposed to permanent migration’”.,

Table 41 shows that following variables are not predictors for temporary migration: age, gender,
children, marital status, specialty, satisfaction with the overall Irish experience, or with

satisfaction with Irish salaries.

Five predictor variables were however identified. Salary as the main incentive for registration in
Ireland was a predictor for temporary migration. Sticking with the issue of salary, another
predictor variable was found to be whether doctors felt the income they currently received was a
fair reflection of their skills and training. The negative coefficient indicates that temporary
migration was predicted by doctors who felt that their income was not a fair reflection of their
skills. It would therefore appear that doctors in South Africa who are not satisfied with the salary
that they receive migrate to Ireland in order to increase their income. However temporary
migrants do not want to leave their current position (in South Africa). It could be that doctors
have to establish themselves in their position before they are able to negotiate the time off from
their job to go and work in a country on a temporary basis. Interestingly satisfaction with Irish
lifestyle was also found to be a predictor for temporary migration. Temporary migration was

predicted by doctors who were not satisfied with Irish lifestyle.

52 o . . . - ~ . .
°* Temporary migration is used as the outcome variable as the predictors for temporary migration, as
opposed to permanent migration, is the focus of this thesis.
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Table 41: Multiple logistic regression to determine the predictor factors for temporary

migration
Predictor variable Coef. Std. Error | p-value
Constant 1.46 2.14 0.49
Age 0.01 0.03 0.64
Male - - -
Gender
Female -0.32 0.73 0.66
Not married - - -
Marital status
Married -0.20 0.73 0.78
Number of dependent children -0.36 0.26 0.16

Not the main incentive - = -

Salary as the main incentive

The main incentive 1.43 0.65 0.03

Other specialty - - -
Specialty

General Practice 1.28 0.78 0.10

. Not satisfied - e B
Satisfaction with Irish lifestyle

Satisfied -1.78 0.87 0.04
Satisfaction with the overall Not satisfied - - -
Irish experience Satisfied 023 0.86 0.79

Not satisfied - . _

Satisfaction with Irish salary

Satisfied 0.96 0.83 0.25
Income received is a fair Disagree - - -
reflection of skills and training | Agree -3.04 0.73 <0.01
Would take the first Disagree - - -
opportunity to quit current job | Agree -2.50 0.99 0.01

n=94, X’ (11) =47.99, p<0.01

10.12 Summary
This Chapter aimed to understand the dynamics of permanent migration and then to compare
these to those seen by temporary migrants. There were similarities and differences between the

two migratory types.

As for temporary migrants, permanent migrants reported that they had chosen Ireland as opposed
to other countries due to the ease of registration procedures at the IMC. Some permanent
migrants reported that they would not have chosen Ireland if they would have had to sit exams to
register. Overwhelmingly, the PLAB exams were mentioned as a reason why doctors had not

chosen to go to the UK, on a permanent or temporary basis. Many permanent and temporary
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migrants had considered other English speaking countries such as Australia; however, distance

from South Africa was given as the main reason why doctors had not chosen to go there.

Interestingly, the role of a recruitment agency in facilitating positions emerged as being
important for permanent migrants, as it had emerged for temporary migrants. Permanent
migrants reported that, particularly their first position had been found for them through a
recruitment agency. Recruitment agencies were also instrumental in helping doctors in the first

few days in Ireland, assisting with visas, accommodation and other administrative issues.

There appeared to be more overwhelmingly dominant reason for permanent migration. Similar
proportions of survey respondents ranked personal safety and salary as the main incentive for
registering in Ireland. The interviews found that doctors who were younger at the time of
migration were more likely to mention salary, training and/or the opportunity to travel. These
doctors tended to state that they had planned to come to work in Ireland for a defined period of
time and then return to South Africa. However, it was often the case the personal circumstances
changed this, such as meeting an Irish partner. Doctors who were older at the time of migration
were more concerned about personal safety and opportunities for their children, maybe reflecting
that they themselves grew up in a different era in South Africa and therefore were less optimistic

about the country’s future.

Permanent migrants reported that they had faced challenges whilst working in Ireland and that
these were creating push factors to leave. Indeed of those surveyed, just under half said that they
were planning to leave Ireland. This suggests that Ireland was not the final destination for
doctors who have been classified here as permanent migrants as any additional movement
implies that migratory category could change. Some doctors were simply not sure of what their
plans were and that it totally depended on what opportunities were available to them and that
they would migrate in order to further their careers: It’s all about opportunities actually, that’s
what it is. If I finish my training and I just don’t get a consultant job then I'll have to think about
what I'll do, do I hang on here, or will I have to go abroad to further my training and then go

back, or do I go somewhere else and settle wherever” (Doctor 18, PM).

Of those doctors saying there were planning to leave Ireland many were returning to South Africa
(therefore becoming return migrants); however some were going to other European countries
(and become onward migrants). It may be that some of these doctors are just more predisposed
to migration and will be settle in one place and then move again, as one doctor put it “/'m
certainly a migratory bird, no doubt about that” (Doctor 21, PM). This issue will be considered
further in the discussion as it highlights an issue raised by Kingma (2006) in the literature review
that ‘the adventurer migrant is a neglected category” [125].
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Multiple logistic regression analysis showed that the major difference between permanent and
temporary migrants was their motivation for registering at the IMC. Salary was found to be the
dominant motivation for doctors to migrate on a temporary basis, when comparing to permanent
migrants. This was irrespective of age, gender, marital status and having dependent children.
However, although salary seemed to create a draw to Ireland, the draw of exogenous factors was
not felt by temporary migrants as dissatisfaction with Irish lifestyle was found to be a predictor

for temporary migration.
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11  Limitations to the Research

The results found in all four components have limitations. These need to be carefully considered

in order to determine how they may have affected the results that were found.

The main limitation of using the Motivation Project data is that they were not primarily designed
to answer the questions raised by this thesis. I extracted doctors from a much larger group and
the resulting sample is quite small for much statistical analysis. Large samples are needed for
statistical analysis as they minimise the probability of errors and maximise the accuracy of
population estimates. It is unlikely that these results can be generalised. However, the results
provide an invaluable insight into the attitudes of doctors who work within the South African
public health system. This perspective is important as the majority of doctors in component three

were working within the private health system in South Africa.

Using registration data to measure migration has four main limitations [212]. The limitation
which applies most widely here is that registration to the IMC signifies intent to practice, rather
than certainty that the doctor is actually working in Ireland. This was found to be the case for
South Africans, whereby 24.2% of sample had registered in Ireland in order to have a ‘safety

net’.

Often visa data 1s used to provide a further indication of doctor migration [76]. Visa data and
registration data can then be triangulated to obtain a more accurate picture of inflows. However,
the aim of this thesis was to determine motivation for temporary migration. Whilst it is prudent
to have a complete as possible picture of temporary migration, visa data, which may actually
underestimate the number of doctors arriving (due to visa regulations), would not have

contributed towards answering the research question.

A major limitation of component three is that over a third (35.6%) of doctors who were
categorised as temporary migrants had not actually been to Ireland. Although they stated that the
sole reason for registering in Ireland was to work there on a temporary basis, it may not be
appropriate to classify them as temporary migrants until they have experienced one episode of

temporary mobility.

In terms of however representative the sample is of South African doctors who are registered in
Ireland two issues need to be highlighted. The first is that whereas the temporary migrants were
selected from 3 purposively chosen provinces in South Africa, the permanent migrants in Ireland
could have originally come from any province of South Africa. This may mean that different
provinces which were not selected for the temporary migrants may have had different push

factors. For instance, for many permanent migrants HIV was highlighted as an important push
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factor. These migrants may have come from a province where the HIV prevalence was higher
than that found in Gauteng, Limpopo or Mpumalanga (i.e. the provinces which were selected for

the temporary migrants).

The second issue is the low response rate, found in both components three and four. Non-
response is a major disadvantage when using postal questionnaires [269]. Despite attempts made
to increase the response rate, for both the survey in South Africa and in Ireland, the response rate

was 30%. A low response rate can introduce bias into the sample.

A previous postal survey of South African doctors in 1975 resulted in a response rate of 44.8%
which was noted as being ‘satisfyvingly high for surveys of this kind’ [283]. A review of response
rates of GPs to 25 postal surveys found in 2009 (the year before this thesis sent out postal
questionnaires) an average response rate of 54.8% [284]. What is important to note is that this
thesis surveyed migrants who are a more mobile population, as can be seen from the large
number of questionnaires that were returned as undeliverable. A recent postal survey of migrants
(2006) obtained a response rate of 23.8% [279], which is more in line with what was found in

this thesis.

The only contact information available from the IMC was doctors’ postal addresses. As some
questionnaires were returned as undeliverable, it a higher response rate may have been achieved
through email. Due to data protection laws though it was not possible to contact doctors through
the email address which some of them have provided to the IMC. A questionnaire sent through
email to migrant Sudanese doctors in Ireland obtained a response rate of 43.7% [285] and
therefore it is probably that emailed surveys obtain higher response rates than postal surveys. An
article advertising the research was placed in the Wits Medical Alumni magazine. However,
seeing as agencies such as Locumotion advertise through the SAMJ, it would have been a good
strategy to place an advertisement for potential participants in this Journal. A similar strategy
recently used to recruit non-EU migrant doctors for a study in Ireland resulted in an increased

interests and participation in the said study [133].
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12  Discussion

12.1 Introduction

This thesis has made several valuable contributions. There is very limited information about
temporary doctor migration. The results presented here provide an example of South African
doctors who migrate to Ireland to work on temporary basis. Whilst not all doctors surveyed in
component three (registered at the IMC and residing in South Africa) could be classified as
temporary migrants (some were planning a permanent move and others had registered as a safety
net) 70.3% had registered at the IMC with the intention of working in Ireland on a temporary
basis. Of these doctors 64% had been to Ireland once or more to work on a temporary basis. By
providing a quantitative and qualitative analysis of their experiences it was possible to understand
more about the dynamics of temporary migration. These results therefore increase the evidence

base that is available.

The results are undoubtedly context specific and reflect unique conditions within South Africa
and Ireland. A known limitation to case study methodology is that sometimes results cannot be
generalised. However, by using this specific case study it has been possible to study an example
of temporary doctor migration. This phenomenon has previously been anecdotally reported, but
never subjected to scientific analysis. Additionally themes have emerged which contribute to the
debate on temporary doctor migration. This is particularly regarding what duration of temporary

migration is seen by doctors as being most beneficial to them.

The case study of South African doctors working in Ireland presents five important issues with

regard to temporary doctor migration. These are:

1) The need for better migration data

2) Migration patterns are multifaceted and can alter

3) Motivation for migration varies and this influences migration type

4) Conditions in the destination country have to appeal to doctors enough to attract them
there, but not enough to convince them to make a permanent move, i.e. doctors have to
want to return home.

5) Temporary doctor migration is occurring without the need for a formalized program to
manage the process. Formalised programs are not likely to be the appropriate response

when trying to manage doctor migration

This Chapter explores each of these issues by together the cross cutting themes that have been

identified in the four results components. This Chapter will also revisit the conceptual
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framework proposed in Chapter 5 in order to see whether and how it was accurate for outlining

the process of temporary migration and where new issues need to be considered.

12.2 Migratory data

Although there are limitations to the data presented in this thesis, the results provide important
evidence on a phenomenon about which there is currently very little information. The data from
the IMC show the increased numbers of doctors migrating from South Africa to Ireland over the
decade 2000-2010. This increase was found to be high in comparison to doctors migrating from

other countries.

Based on the IMC statistics it may have been assumed, prior to this thesis, that ail registered
South African doctors were working within the Irish healthcare system. That is clearly not the
case. The results presented here found that 87.4% of doctors registered at the IMC do not reside
in Ireland. There is no way of instantly knowing from the IMC register whether these doctors
have worked or are planning to work in Ireland and there is no way to distinguish between
temporary and permanent migrants. Additionally, as indicated in the limitations section (Chapter
11), IMC registration does not mean that migration has taken actually place [128] and that is
clearly the case with South Africans, many of whom (24.2% of those surveyed) have registered

in Ireland in order to have a safety net.

The inability to distinguish between temporary and permanent migrants is not unique to Ireland.
The lack of data on permanent and temporary flows of migrants in countries makes international
comparison difficult. Registration data may distort figures for numbers of doctors globally as
some doctors may be registered in more than one jurisdiction. Some countries, such as Australia,
Canada and Switzerland, have got around this issue, by reporting the number of temporary work
permits issued to doctors [58]. However, there are no data to confirm how many temporary work

permits become permanent.

The need to improve the evidence base on doctor migration has been emphasized [1, 76]. In
particular there are very little data about what migration is permanent and which is temporary.
Each country must have reliable information about the numbers of doctors arriving, departing
and those who return again. These data are essential for workforce planning, in both the source
country, in terms of outflows and in the destination country in terms of inflows [1]. Where
possible, data needs to contain information about socio-demographic characteristics, reasons for
migration and future intentions. As part of the WHO Global Code of Practice, member states are

encouraged to provide information on migration. This data is due to be reported to the World
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Health Assembly in 2012 [148] and so it is hoped that this data will go some way towards

harmonizing core data sets across countries and improving decision-making.

12.3  Categorizing migration and associated challenges

The results from Chapters 7, 9 and 10 identified that doctor migration is multi-faceted. Amongst
the South African doctors working in Ireland there were several different types of migration
patterns occurring. Component 3 identified four types of migrants. The first were the circular
migrants, who went to Ireland on a regular basis (sometimes a couple of times a year) for short
periods (approximately 4-6 weeks). This group of migrants were the ones who were most
motivated by economic gain. The second group of migrants fell into a category outiined Table 4
(page 31) of ‘holiday migrants’. These doctors enjoy working in Ireland and use it as an
opportunity to have a working holiday. They work in Ireland on a temporary basis (for roughly
4-6 weeks) but do not do it in such a repetitive style as the circular migrants. The third group of
migrants fell into one of King’s [35] classification of ‘re-emigrants’. Some doctors had worked
on a temporary basis and were now thinking about a permanent move. With no follow-up in
place it is not possible to know whether these doctors moved to Ireland and are now re-emigrants
or not. The fourth group of migrants were not identified by King (1986), nor are they mentioned

in the [OM’s (2004) glossary of migration terms [38].

These are the potential migrants, or ‘safety net’ migrants, as they have been classified in this
thesis. These doctors are not planning to migrate in the near future, but the potential is there for
them to migrate at any time, and this would likely occur when push factors in the source country
became overwhelming. It would be an interesting area of further research to find out whether
other categories of workers are also safety net workers, or whether it is something that is specific
to doctors, due to their ability to register with a Medical Council in another country and not
physically have to work there. It may also just be a migrant type that is specific to South Africa,

given its unique political and social contexts.

Component 4 also identified a large range of categories of migrants. There were those who had
emigrated permanently from South Africa. There were re-emigrants, whereby doctors had gone
to Ireland for work, returned to South Africa and then at some point returned to work in Ireland.
By questioning future intentions of doctors it was found that there would soon be instances of
return migration — i.e. doctors who were planning to return to South Africa (mainly after having
been in Ireland for 1-2 years). Finally, transient migrants, whereby doctors were planning to

leave Ireland and go on to another country (often the UK) were also identified.

193



What adds to the complexity of trying to put migrants into categories is that sometimes migratory
intent changes, often through changes in personal circumstances. For instance, some migrants
may have intended to remain in the destination country for a defined period of time, however
they develop strong ties (i.e. ‘stay’ factors appear) there, for instance they may find a new partner
or they may invest (e.g. through property) in the destination country. These migrants therefore
lose interest in returning home, thereby becoming permanent migrants [32]. Issues around the
influential nature of stay factors are under-researched and it may be a useful avenue to explore
further in order to further understand the complicated dynamics of migration. As Kingma (2006)
states ‘there is a tendency for temporary to become permanent at any time’ [125]. There are also
instances when there may have been no firm intentions with regard to migration to begin with, as
one (now) permanent migrant put it that settling in Ireland ‘was by accident more than by

design’.

12.4 Motivation for migration and how this influences migration type

The push and pull theory of migration was identified in section 2.5 as being the most commonly
used for understanding why doctor migration occurs. The results presented in this thesis confirm
that push and pull factors are extremely influential and both create the desire to migrate. What
this thesis also adds to the knowledge base of push and pull factors is that the way doctors react

to them will determine what type of migration they will undertake.

Table 42 summarises all the reasons that were identified during the open ended survey questions
and during the interviews for components three and four. What the table shows is that similar
push and pull factors were identified for both permanent and temporary migrants. Whilst these
are specific to South Africa they highlight that temporary and permanent migrants are affected by
different push and pull factors. For instance, permanent migrants reported more exogenous
factors, such as crime in South Africa and a general concern that facilities (both medical and non-
medical) were declining in the country. Although these concerns were also raised by temporary
migrants it appears that issues such as crime did not affect them to the extent that it made them
want to leave South Africa. For example whereas permanent migrants would refer to crime in
South Africa in the following way: “Level of crime and corruption has gone from bad to worse.
Even if I try to be optimistic I see no future there” (Doctor 23, PM) and “It’s so unsafe, it’s
ridiculous how unsafe you are” (Doctor 19, PM). The temporary migrants however, refer to
crime in the following way: “The crime, I think the crime is definitely challenging, for patients’
sake, family and so on. But it (South Africa) is still where I want to be” (Doctor 11); and
“Political instability is part of living in Africa and that’s just what you have to get used to if you
live here” (Doctor 14). It would be useful to explore whether different push and pull factors are
reported by different migratory types in other country settings. This is because retention
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strategies implemented to address permanent migration have tried to address push factors within

countries [143, 286].

However, if initiatives to do this are addressing push factors that are

reported by temporary migrants, as opposed to permanent migrants the strategies may have a

limited impact at improving long-term retention within a country.

Table 42:

Factors affecting doctors’ decision to migrate to Ireland

Factor

Permanent

Temporary

Reasons to
leave South

Africa

Endogenous

Heavy workload/burn out

X

X

HIV

Lack of opportunities

Lack of resources

Long hours

X K| K| X

Low salary

National health proposals

Poor management

Poor working conditions

Staft shortages

I Il B R T e

Lack of safety at work

Exogenous

Crime/personal safety

General decline/concern for future

Political instability

P T R e T e T B e T e T e

Reasons to
work in

Ireland

Endogenous

Ease of registration/no exams

Gain work experience

Good working conditions

High remuneration

Qualified in Ireland

Exogenous

Change in environment

Location (Close to the UK/Europe)

e B e T e BT e

Education opportunities for children

English speaking

Il R e e e e T B e T R e T e

>

Friends in Ireland

Irish descent/Irish partner

Safety net

Travel opportunities/adventure

Low crime rates

It would therefore appear that temporary migrants are less affected by push factors, than

permanent migrants.
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motivated by economic gain when compared to permanent migrants. This confirms the findings
of other studies [9] and indeed, similar features were seen in this thesis, as in other studies of
temporary migration. For instance Hugo’s study (1977), found that many migrants stated by
moving to the city alone they were able to keep costs low by putting up with accommodation
which was unsuitable for their family members [40]. A similar scenario was found amongst the
doctors who were working in Ireland on a temporary basis, solely for financial gain, as one

doctor stated: “You're not going on holiday; you’'re going to earn a living”.

There are also the issues of costs that involved with migration and the results presented here
emphasize that there are ‘fixed costs’ (in terms of family, friends, travel costs etc.) involved with
each migration. The results of this thesis illustrate the importance of Dustmann’s model (2000),
which states that duration of migration is ‘determined by equalizing the benefits of remaining a

further unit of time abroad and the costs’ [39].

Haour-Knipe & Davies (2008) argue that at the micro level economic influence is contextual
rather than paramount [14] and it appears to be the case here that although remuneration is
important, there other issues that influence decision to migrate temporarily. For instance, the

opportunity to have an ‘adventure’ was reported as a motivator for temporary migration.

The category of ‘adventurer migrant’ is not often found in the literature and indeed Haour-Knipe
and Davies (2008) note that this is a neglected category of migrants [14]. The results presented
in this thesis show that ‘adventurer migrants’, as well as ‘holiday workers’ (a category identified
by Buchan (2006) [37]) are important categories to be considered when discussing doctor
migration. These migrant categories are important to consider because they emerged as a one of
the reasons why doctors were working in Ireland. It seems reasonable to assume that other
countries are receiving migrants who could be classified as ‘adventure migrants’. Based on this
knowledge it would be advisable to include this theme when future research is being conducted
into the motivation for migration as it would be useful to quantify it to determine how influential

1t 1s.

Interestingly, the notion of migration being an adventure was also identified amongst the
permanent migrants. Additionally, this theme was alluded to in component two amongst the
doctors in South Africa, where it was found that those who were most dissatisfied with
entertainment were significantly more likely to consider emigration. Whilst likening a desire for
an adventure to dissatisfaction with entertainment as predictors for emigration, a study has found

that some migrants do it in part to ‘cultivate their interests and enjoy themselves’ [287].
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Skill acquisition did not feature as a reason why doctors wished to migrate on a temporary basis.
Indeed, this is likely to correlate with the fact that the optimum length of time for migration is so
short that this may well not allow time for skill development, but it also correlates to the fact that

temporary migrants are already fully qualified.

The results of this thesis show motivation for migration is the foundation to what type of
migration will occur on that occasion. If the doctor’s motivation changes then the migration type
will change. Motivations cannot be regarded as static and may come under influence of the
conditions in the destination country, leading to new expectations and consumption patterns.
Maintaining that migration remains temporary involves a fine balancing of several factors. The
case study of South African doctors working in Ireland on a temporary basis highlighted what
these aspects are and these will be discussed below in section 12.5, with regard to how they

correlate with the original conceptual framework.

12.5 Revisiting the conceptual framework

It would appear that the major factors which determine temporary migration were well
represented in the original conceptual framework. The conceptual framework identified 7
hypotheses. These need to be confirmed or rejected in order to assess whether the conceptual
framework was valid. Where necessary the conceptual framework will need to be revised in
order to reflect the dynamics of temporary migration, as illustrated by the case study. Each
hypothesis is therefore outlined below in Table 43, together with the findings of this thesis which

confirms or rejects these hypotheses.
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Table 43:

Hypotheses generated by the conceptual framework and evidence to support them or not

Hypothesis

Supported or refuted by the results found in this thesis

1.

Doctors who migrate temporarily are

primarily motivated by financial gains

Doctors who migrate on a temporary basis are motivated by financial gains. However, this is not the
primary motivation for all temporary migrants. The desire for ‘adventure’ or to have a ‘working
holiday” was found to be influential motivating factors. As this was not in the original conceptual

framework it will be added to the revised version.

This is through promotion activities of

Recruitment Agencies

2. Doctors who migrate permanently are | The results found that permanent migrants were motivated by a greater variety of reasons. Career
primarily motivated by career | development did not emerge as a primary motivator. Doctors were more motivated by a desire to
development or to escape political | escape from endogenous push factors rather than exogenous factors. This change will have to be
instability within their own country reflected in the revised conceptual framework.

3. Employment contracts needs to be | The temporary migrants reported that they were satisfied with their working conditions, particularly
attractive to the doctor in terms of length, | with the salary and employment length (they could choose how many weeks they wished to work).
financial remuneration and fitting their | Additionally, the majority of the temporary migrants were GPs and locum positions in Ireland were for
skill set. GPs, thereby fitting their skill set. It would therefore appear that locum positions in Ireland are

attractive to South African doctors to work there on a temporary basis

4. Overseas employment has to be promoted. | The promotion activities of medical recruitment agencies (particularly when these promotional activities

were carried out in South Africa as ‘road shows’) were found to be influential in advertising positions
and promoting Ireland. Recruitment agencies were also able to facilitate temporary migration both in

terms of placing doctors and arranging logistics such as accommodation on arrival.
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Overseas employment has to be facilitated
by the ability of doctors to work overseas
and for it not to affect their employment

circumstances at home

It was essential that temporary migrants were able to return to their positions at home. Temporary
migrants had worked out different ways to organise this. The majority of South African doctors worked

in private practice this may make it easier to facilitate time away.

Doctors will reap the maximum benefits
of migration within a few weeks. After
this time the costs of their migration will
outweigh the benefits and they will return

to South Africa.

This hypothesis is at the heart of ensuring temporary migration. When doctors first arrive, the benefits
of being away from home outweigh the negative (i.e. they are earning a high salary in Ireland).
However these benefits decrease over time and the costs of being away (even earning the same salary)
then outweigh the benefits and this tips the balancing scale the other way. Time was highlighted as an

important issue in the original framework and the results reinforce its importance.

Desire to migrate is a cyclical process.
After the migrant has returned to their
home country the desire to migrate may

start to build up again.

This hypothesis was confirmed as the majority of migrants were planning to migrate on a temporary
basis again. Obviously, cost-benefit factors formed the focus of when this migration would occur. For
some at this point in their lives the costs would outweigh the benefits of temporary migration (e.g. their
children were at school). However once the benefits of temporary migration outweighed the costs the

doctors would then again temporarily migrate (e.g. once their children were a bit older).
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The original conceptual framework did not feature stick factors. It seems that ‘stick’ factors
within South Africa play a much more influential role than push and pull factors when it comes
to maintaining temporary migration. It is clear that return needs to be attractive and social factors
contribute towards this. Dustman (2000) says desire to return home by migrants is simple in that
‘it may give more pleasure for an immigrant to consume a bottle of wine with friends and family
at home than alone in a foreign country....the potential time in the home country becomes more
precious the longer the migrant remains abroad, which leads to an increase in the costs of
staying abroad’. 'This philosophy is evident among the South African doctors working in Ireland
on a temporary basis, who, although like the experience of working in Ireland are not as drawn to
the Irish lifestyle. Haour-Knipe & Davies (2008) identify that often reasons for return are family
ties and that feelings of ‘patriotism’ are important motivators return home [14]. The findings of
this thesis confirm the importance of nationalism for wanting to return, with many doctors talking
about how proud they were of South Africa. All of these things relate to ‘stick’ factors. As this
was not in the original conceptual framework it will be added to the revised version as this shows
the dynamics of temporary migration in the South African context. Whilst stick factors have
been found to be influential within the South Africa it is unclear how influential they are in other

countries.

The results presented here indicate that temporary migration is rarely a stepping stone for
permanent migration. This contradicts Dawson (2006), who writes that ‘conventional wisdom
says that temporary workers gravitate towards permanent migration opportunities’ [159]. The
results in component three found that only 3% of the migrants had done temporary work in
Ireland and were now considering a permanent move. The interviews revealed that only one
doctor had worked temporarily and was now planning a permanent move. This left the majority
of doctors who were happy to work on a temporary basis in Ireland, but had no intention of
working there on a permanent basis. Although the results from component four show that some
doctors had worked in Ireland on a temporary basis before permanently migrating there, due to
the smaller numbers in this sample, it would be stretching the point to argue that the majority of
doctors embark on temporary migration as a prelude to permanent migration. For this reason the
arrow between temporary and permanent migration remains, but has been changed to from solid

to dashed.

Taking into consideration all these changes, the revised conceptual framework is presented below

in Figure 24. For ease of reference any changes made have been done in red.
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Figure 24: Revised conceptual framework showing the dynamics of temporary

migration from South Africa to Ireland
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12.6 Management of doctor migration

Whilst temporary migration is portrayed as a solution to mitigate the effects of permanent loss of
doctors, it is important to highlight that any migration will result in labour loss within the source
country. For instance, when the South African doctors are in Ireland they are not working in
South Africa and this could affect the provision of care that is available to patients. Whilst the
South African doctors reported no problems in this regard (as their colleagues looked after their
patient load and this is undoubtedly more feasible in the private health care setting) it may be

useful to estimate the impact.

A crude calculation can be conducted to suggest how migration affects the time that a doctor is
able to provide care in their home country. It is estimated that out of 52 weeks in year, 3 are
annual leave™. This means that there are 49 working weeks. If a doctor is to spend, for instance

6 weeks a year working in Ireland™ this equates to 12% of their working time. This is based on

53 p 2 5 4 : o .
Annual leave entitlement in South African is 15 working days (3 weeks). Additional leave entitlements
are at the discretion of the employer (www.labourguide.co.za/conditionsofemployment)
54 . ; 2 > A 5
6 weeks was the median migration length found in the survey in component three
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one migration of 6 weeks, and it is plausible that a doctor could migrate twice in a year (and the

results suggest that some doctors did indeed migrate more than once a year).

It is evident that all types of migration will affect the availability of labour in the source country.
Consequently, although the issue cannot be completely resolved it is clear that there needs to be a
way to ensure that migration doesn’t result in a ‘win-lose’ situation [l]. It is critical that
countries implement strategies to address issues around doctor migration, whilst recognising that
doctors are free to migrate if they so desire. The goal of a temporary migration policy would be
to foster migration that is beneficial to the migrants, the source and destination country [32]. For
this reason, temporary migration has been proposed as a strategy to mitigate the effects of the

brain drain.

[t is argued that temporary migration could be facilitated by having more favourable working
arrangements, such as longer (i.e. more than a year) and more flexible contracts [32]. However,
the results presented in this thesis argue that in order for temporary migration to be successful,
the length of time in the destination country actually has to be very short. Indeed, although
Ireland’s recruitment of doctors from Pakistan and India has been portrayed as ‘temporary’ this
thesis predicts that unlike the South African doctors who are keen to get home after their 6 weeks
in Ireland, the Pakistani and Indian doctors may be less keen to return home after their 2 year
contracts are finished as they will be susceptible to stay factors within Ireland, or alternatively be
attracted onward migration. However, this predication may be unfounded as Aly & Taj (2008)
report that ‘No one wants to give up the comfort of home and loved ones in exchange for living
amongst strangers...we’ll come back’[167]. This finding implies that whilst the conceptual
framework presented in this thesis is specific to the South African context, it could relate to other

contexts. This needs to be further explored.

[t can be argued that many of the potential interventions that have been recommended to help
address migratory flows [1] could be addressed through TMPs. The objectives of such programs
would be the same as for unskilled workers, with conditions for success including efficient
recruitment mechanisms and bilateral agreements to ensure that the stay is on a temporary basis

[177].

Agunias (2006) proposes that TMPs could be used as a measure to facilitate return migration
[33]. The counter argument is that TMPs have a limited role in labour migration policies [90].
Such schemes have had faults, but could be an innovative way to ensure doctor migration is
temporary. However, while TMPs could be beneficial for facilitating less-skilled work seasonal
agricultural work or the construction sector [32] in terms of facilitating temporary doctor

migration formalised programs do not seem to be the most appropriate mechanism for this.
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Instead, it would seem one of the reasons that temporary migration has been so successful
amongst South African doctors is that measures have been taken to ‘foster’ migration. This is, as

Mejia highlighted, over thirty years ago, a more effective way to manage migration [10].

Ways to foster temporary migration include attractive overseas posts which doctors are able to
take up, but without jeopardising the positions at home. It has been argued that temporary
migration assignments are not feasible, unless there is the incentive that a permanent contract will
come from it [159]. However, the results of this thesis indicate otherwise and temporary
migrants do not want a permanent contract and instead wish to return to their jobs in South

Africa.

Indeed, Haour-Knipe (2008) proposes that policies should be developed to accommodate
temporary migration, for instance by allowing leave of absences from places of employment [14].
Whilst there is no formal policy in place in South Africa, there has been a natural process
whereby it doctors have been able to easily organise time off work off to go to Ireland. However,
as already highlighted in the discussion above, the majority of South African doctors in this study

worked in private practice and this may make it easier to facilitate time away

Certain circumstances also clearly play a role in fostering temporary links. Buchan and
Perfilieva (2006) note that modern transport links have enhanced the feasibility of temporary
migration [37]. Indeed, good transport is a key factor. Doctors reported that it was too far to go
to other countries, such as Australia for temporary work. The fact that Ireland and South Africa
are perceived by doctors to not be very geographically far apart, and with small changes in time-

zone, make the commute to Ireland more appealing than that to further away destinations.

Also, Ireland had a particular draw to South African doctors due to the ease of registration
procedures at the IMC until 2009. Prior to March 2009 doctors who trained in a South African
medical college had their qualifications recognised as part of a reciprocal arrangement (Section
26 of the Medical Practitioners Act 1978) and this meant they did not have to sit exams and were
automatically able to join the full register. The Medical Practitioners Act 2007 replaced this in
March 2009 and this meant that doctors who trained in South African no longer had their
qualifications automatically recognised and indeed may need to sit the PRES exams [176]. It
will be interesting to see how this affects the attraction of working in Ireland for South African

doctors.

It may be that some doctors are more pre-disposed to wanting to work overseas on a temporary
basis than others are. Maniscalco (2003) notes that working as a locum can be an opportunity to

‘learn about local culture, see how practices are organized, learn adaptability, and broaden
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clinical skills’ [182]. The findings here substantiate this, with many of the doctors who migrate
on a temporary basis saying that do it in order to learn about different practices and to broaden
their skills. Additionally one temporary migrant doctor noted: ‘You get colleagues who have

locum personalities and colleagues who will never touch it’.
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13 Conclusion

This thesis sought to understand what motivates doctors to migrate on a temporary basis. With
shortages of doctors reaching critical levels in several countries, particularly LMICs, it has
become more necessary than ever to develop strategies to manage migration so as to mitigate any
negative consequences. Previously there was extremely limited information on the phenomenon
of temporary doctor migration. The aim of this thesis was therefore to provide a better
understanding of the dynamics of temporary doctor migration in order to guide future policies
that are developed to manage migration. In order to achieve this aim, case study methodology
was used, whereby the example of South African doctors was used to test validity of the
conceptual framework. A theoretical framework was developed from the migration literature.
This in turn was used to generate hypotheses on the dynamics of temporary doctor migration,

which guided the analysis.

This final Chapter will summarise the main findings, provide policy recommendations for Ireland
and South Africa (as well as other countries), provide methodological recommendations and will

suggest areas for further research.

13.1 A summary of the main findings of this thesis

A major finding of this thesis is that migration patterns are very diverse and can shift rapidly.
These characteristics make it even harder to develop and implement strategies to manage
migration. Temporary migration is not necessarily a ‘stepping stone’ for permanent migration,
however it is important to acknowledge that personal circumstances will always change and this

will mean that there will be crossovers between types of migration.

It is evident that the motivation of the doctor will influence what type of migration they
undertake. Additionally migration type will be influenced by circumstances and context. The
evidence suggests that temporary migrants are more motivated by economic gain and permanent
migrants are more motivated by longer term factors, such as future prospects for their children.
However, a category of migrant which does not receive enough coverage in pervious literature is

the ‘adventurer’ or ‘holiday migrant’.

The illustration provided in this thesis of South African doctors working in Ireland appears to be
an example of a ‘triple-win’ situation: 1) Ireland is able to fill shortages, particularly in the out-
of-hours services, 2) South African does not loss the doctor permanently and 3) doctors are able
to earn additional income. Whether this experience is typical and replicable in other contexts is
debatable and further research in this area needs to be done. This example does however

highlight that temporary migration occurs under very delicate balance of specific conditions.
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Length of employment in Ireland is critical as there are financial and personal costs incurred
whilst the doctor is away from South Africa. The role of Recruitment Agencies for facilitating
employment needs to be acknowledged as well as the ability of doctors to take time off from their

jobs in South Africa.

13.2  Options for future policy

This thesis reviewed strategies that have been suggested, and in some cases implemented, to
manage temporary migration of doctors. First and foremost there needs to be cooperation
between source and destination countries to facilitate temporary migration. Previous studies have
found that effective interventions to manage doctor migration require co-operation at the
economic, political and social level, whilst taking into account human rights and market realities

[159].

The following actions are proposed on the part of countries, employers and professional

associations to support temporary migration of doctors:

e Develop HRH policies need to be developed to accommodate temporary migration.
These policies must allow doctors to take a leave of absence from their workplace. How
this absence is facilitated so as to not affect provision of services is not immediately
clear, particularly in the public systems. The experience that is gained overseas should
be recognized on return. Also, there needs to be a guarantee that social benefits (where

applicable) are not affected whilst away

¢ Develop bilateral agreements between source and destination country. These should
acknowledge professional qualifications and therefore facilitate registration procedures
within the source country. There needs to be easy access to visas/work permits, which

allow re-entry.

Regulate the use of Recruitment Agencies. Recruitment Agencies can be instrumental
in advertising posts and then placing migrants. Their actions though need to be

regulated though to ensure that their practices are fair to migrants.

¢ Development of favourable employment contracts within the source country.
Length of employment is critical. For return migration this can be longer, but for
repeated locum work contracts should be flexible and typically aim to employ doctors

for 4-6 weeks.

206



13.3 Methodological recommendations

This thesis highlighted the challenges of conducting research which involves migrants. Migrants,
as highly mobile individuals, are not the easiest population to study. However, this thesis
managed to collect data on two sets of migrants (temporary and permanent) and while some
findings may not conclusive, previously there were very few studies of temporary migration.
Development of a conceptual framework allowed for theorised relationships to be identified and

validated against relationships that occur in practice.

Without a doubt, this thesis has shown it is extremely difficult to use postal questionnaires. If
this research were to be repeated, a better response rate may be obtained if temporary migrants
are approached, for instance via the Recruitment Agencies, whilst they were actually working in
Ireland. It would not be sufficient to target temporary migrants working in the out-of-hours
services (the ‘Co-ops’) as this would mean only GPs would be sampled. Future migration studies

will need careful consideration as to how to best access participants.

A major strength of this thesis was the use of case study methodology which involved
triangulation of the data sources. Such an approach could be beneficial for future migration

studies.

13.4  Areas for further research
There are several areas for future research. In particular it is important to identify other cases of
temporary doctor migration in order to ensure that the case study presented here is not a unique

situation.

The findings presented here suggest that temporary work appeals to some doctors more than
others. The category of adventurer or holiday migrants needs further exploration. In particular it
could be that promotion of short-term locum positions to these categories or migrants could

address shortages in high-income countries.

Although it was a not a significant predictor for temporary migration, the results suggest that GPs
are more likely to migrate on a temporary basis than other specialities. This needs further
investigation, with a larger sample, to determine whether speciality influences determining

temporary migration - it may be that GPs have more portable skills in an international context.

With regard to the Irish context, there needs to be specific research into how changes in IMC
registration procedures for South African doctors and the economic climate will affect Ireland’s

ability to attract locum doctors from South Africa. This is an important area of research,
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particularly for workforce issues within Ireland. Further research needs to be done, in
collaboration with the recruitment agencies that place South African doctors and with the out-of-

hours services, in order to determine how any changes affect the inflow of locum doctors.

13.5 Final reflections

Migration of doctors cannot be stopped. In an ever increasing global world, even trying to
manage migration is likely to prove problematic. Temporary migration is governed by the fact
that migrants want to return to their home country. This desire is undoubtedly country specific.
It is only be achieved by reducing the push and pull factors and increasing the draw of ‘stick’

factors.

There needs to be a simultaneous, two pronged approach to the addresses the issues of shortages
within countries. This will ultimately tackle issues of migration. Firstly, destination countries
need to implement measures to ensure that there are enough doctors are being trained and
retained, thereby removing their dependence on foreign-trained doctors. Secondly, source
countries need to address push factors, thereby decreasing the desire to migrate. Until such time
as both these facets are addressed it is likely that the issues of doctor migration that Mejia first

presented over thirty years will continue to remain.
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Appendix 1:

Non-random sampling methods

Sampling method

Description

Advantages

Disadvantages

Snowballing

Involves the researcher asking an initial
group of people who have the characteristic
of interest to assist with recruiting by
passing on information about the study to
people they know who could also be
included in the study.

- Used when no sampling frame
available.

- Allows researcher to reach
populations that are difficult to
sample.

- Simple, cost-effective.

- Needs little planning.

- Researcher has little control of the
sampling method.

- Sampling bias as subjects tend to
nominate people they know well and
this means they could share the same
traits.

- Representativeness is not guaranteed.

Convenience
sampling

Subjects are selected because of their

convenient accessibility (e.g. easy to recruit,

likely to respond).

- Fast and inexpensive.

- Subjects are easily available.

- Useful to document a particular
phenomenon.

- Results are not representative to the
wider population.

Purposive sampling

A group of people with particular
characteristics are chosen.

- Useful for piloting questionnaires.
- Generation of hypotheses for future
study.

- Representativeness is not guaranteed.

Theoretical
sampling

Similar cases of interest are interviewed to
gain an understanding of a concept. Cases
are then sampled to challenge this.

- An important part of the
development of grounded theory.

- Can take a long time to reach data
saturation.

88
98]
[8S]

(Developed from [270])




Appendix 2: Component Three - Invitation letter

centre for global health

Dear Dr.
Confidential survey of South African doctors registered in Ireland

I am a PhD student at the Centre for Global Health, Trinity College Dublin and my study is
focusing on South African doctors who are registered at the Irish Medical Council (IMC).
Currently there are 1,632 South Africans registered at the IMC. The aim of the study is to
identify migration patterns between South Africa and Ireland. together with the reasons for
these patterns. In addition the study hopes to explore experiences of working in Ireland.
The outputs of this research will strengthen the knowledge base of doctor migration
patterns to Ireland and assess the motivation behind these patterns.

The first part of the study is a questionnaire and you have been chosen at random to take
part in this study. The questionnaire will take 10 minutes to complete and can either be
done by completing the questionnaire enclosed and returning in the prepaid envelope to
me c/o Centre for Health Policy, University of the Witwatersrand, or by completing the
survey online at httpJ//www.surveymonkey.com/s’'VMXXHNRD (or email bidwellp@tcd.ie
to be sent the link directly). If you are completing the questionnaire online please indicate
your study ID number as indicated on the top right hand corner of the enclosed
questionnaire. In-depth interviews will also be conducted with a sub-sample as part of this
study. If you would like to take part in this, please indicate so at the end of the
questionnaire.

E

| sincerely hope that you will agree to participate in this research. Participation is however
voluntary and you have the right to withdraw at any time. By completing the questionnaire
and returning it you are providing your consent to be in the study. All the information you
provide is completely confidential and you have been given a unique study number so your
answers will be anonymous. Approval to carry out this study has been obtained from the
HPM/CGH ethical committee of Trinity College Dublin.

Y COLLEG

The University of Dublin

TRINI

This study complements the existing Motivation Project, a multi-country study aiming to
improve understanding of motivation and retention of health workers in order to strengthen
the evidence base for effective human resource strategies. The project is a collaboration
between Trinity College Dublin (Ireland), the University of the Witwatersrand (South
Africa). the College of Medicine (Malawi) and the National Institute for Medical Research
(Tanzania).

TRIONOIDE
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Many thanks in anticipation for your response. As a thank you for completing the
questionnaire you will be entered into a draw for a year's subscription to the Lancet. If you
are unsure of anything. or need further clarification. please do not hesitate to contact me.

With very best wishes.

Posy Bidwell

Email: bidwellp@tcd.ie

Tel:  South Africa: 011 71703420 or 073 3857838 / Ireland: 01 896 2918
Centre for Global Health

Trinity College Tel.: +353 1 896 8594 = _
3.4 Foster Place, l Fax +353 1677 4956 Director
@ Dublin 2, Ireland Email: global health@tcd.ie @ Eilish McAuliffe
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Appendix 3: Component Three —

SOUTH AFRICAN DOCTOR STUDY
COMPONENT ONE

Questionnaire

STUDY IDNO:

SOUTH AFRICAN DOCTORS RESIDING IN SOUTH AFRICA

QUESTIONNAIRE

For all questions please circle the response which is most appropriate, or specify for other

1. Demographics

1.1 | Sex 1 = Male 2 = Female
1.2 | Marital Status 1 = Single 2 = Married
3 = Divorced 4 = Widowed
5 = Other (SPECITY).......miiiiieie e
1.3 | Country of birth 1 = South Atrica
2 = Other (SPecify)..........coooiiii
1.4 | Nationality 1 = South African
2 = OMBT{SPOCHY ) o ccormmminsswmsonmssnassms e ot sammatsons:
1.5 | Do you currently hold or have ever | 1 = Yes 2=No
held other nationalities? )
If yes, specify............
1.6 | Ethnic background 1 = African/Black 2 = Coloured
3 = Indian/Asian 4 = White
[
5 = Other (SPECIfY).............ccocii oo g
o ]
1.7 | Your age (years)
I
1.8 | Which language is spoken in your 1 = English 2 = Afrikaans
home? (please tick all that apply)
3 = Xhosa 4 =Zulu
5 = Sesotho 6 = Setswana
7 = Other (SPecify...........cooiiiiiiiiiiiiiii
1.9 | How many children do you have

who are financially dependent on
you

C! SA Questiennaire SA V6 (240310)
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SOUTH AFRICAN DOCTOR STUDY

2. Education
2.1 | University where you obtained your 1 = Cape Town 2 = Pretoria
primary medical degree
3 = Stellenbosch 4 = Witwatersrand
5 = Free State 6 = Kwa-Zulu Natal
7 = Limpopo/Medunsa 8 = Walter Sisulu/Uni of
Transkei

9 = Other (SPECIY) ssseczomssmusssammn ssasrmssssusamssmsssasoniss

2.2 | Year of graduation
| |

2.3 | Any other qualifications obtained

3. Registration at the Irish Medical Council

Please find below questions about your registration with the Irish Medical Council. Please indicate the
most appropriate response or specify for other

3.1 Do you plan to work in Ireland on a 1 = Permanent (go to question 3.2)
permanent or temporary basis
2 = Temporary (go to question 3.3)
3 = Neither, Ireland is my ‘safety net’. | will go there as a
last resort
4 = Other (SPeCify) ... ..o
3.2 | If you answered ‘permanent’ to the 1 = Have accepted a permanent post in Ireland and
question above. which describes you | planning to move there within the next 6 months
the best
(go to Question 3.4 after completing 2 = Planning to move to Ireland in the next year, but have
this question) not yet applied for a position
3 = Thinking about moving to Ireland at some point, but no
definite plans
4 = Other (SPeCify).........ooooiiiiiiiiii
3.3 | If you answered ‘temporary’ to 1 = Have done locum work in Ireland
question 3.1 above, which describes
you the best 2 = Planning to do Locum work in Ireland
3 = Other (SPeCify)......couiiiieiii e
C1 SA Questionnaire SA V6 (240310) 2
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SOUTH AFRICAN DOCTOR STUDY

3.4 | What are your reasons for choosing 1 =l am of Irish descent
to register in Ireland as opposed to
other countries? 2 = Friends/family are here
3 = Recommendation by friends/family/colleagues
4 = Job offer — permanent
5 = Job offer — temporary
6= OO (SPOCHY . o.c v mesunmissins usmera s
3.5 | What are the main incentives |__| Salary
attracting you to work in Ireland |__| Education/training opportunities
(please rank 1 to 5 in order of |__| Working conditions
importance, with 1 as the most |__| Availability/variety of posts
important) |__| To escape violence/political instability
3.6 | Please specify if there are any other |
incentives attracting you to work in
Ireland
3.7 | Are you registered with a Medical 1=Yes 2=No
Recruitment Agency in Ireland
ilyes. ploase SPEcHY WINEN ORE: | i:.coueausmscsnusrssisesusnsmessisiomssmimsaessassssssosse
3.8 | How many times have you been to |__| None (please move onto section 4 ‘other registrations’)
Ireland to work as a Locum (Please |__| Once
tick relevant box)) || Twice
| | Three times
|| Four times
|__| More than five times
3.9 | What is the average length of time
that you spend working as a Locum? || || | months ||| weeks
3.10 | Thinking about your work as a locum Very Dissatisfied Neither Satisfied Very
in Ireland., please circle your Dissatisfied satisfied satisfied
satisfaction with each of the following: _ hor
S dissatisfied
Salary 1 2 3 4 5
Working conditions 1 2 3 4 5
Equipment availability 1 2 3 4 5
Lifestyle 1 2 3 4 5
Overall experience 1 2 3 4 5
3.11 | Based on your experiences would 1=VYes 2=No
you go back to work as a locum in
Ireland?
C1 SA Questionnaire SA V6 (240310) 3
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4. Other Registrations

4.1 | Are you currently registered in another country 1 =Yes 2=No
apart from Ireland & South Africa?

4.2 | If yes, where and when have you registered?

4.3 | Have you worked in another country apart from 1=Yes 2=No
South Africa? R )

4.4 | If yes, please indicate which countries

5. Current position in South Africa

5.1 | What is your current position in South Africa?

5.2 | Where are you currently working in South Africa?

3 =NGO

5 = Other (specify

1 = Private practice | 2 = Public sector facility

4 = Research Institute

5.3 | How long have you worked in your current
position? (if less than one year, indicate the
number of months)

Years |

(0| 1]

Months | |||

5.4 | What is your approximate net salary per month
after all deductions (Rand)

Please think about your CURRENT POSITION IN SOUTH AFRICA (as indicated above in Question
5.1) and use the scale below to indicate how much you agree or disagree with each statement by
circling the number that best corresponds to your answer

| Statement Strongly | Disagree | Neither | Agree | Strongly
[ disagree disagree agree
| or agree
6.1 | My work makes me feel socially valuable 1 2 3 4 5
6.2 | Work is a means to foster personal growth 1 2 3 4 5
6.3 My job provides acknowledgment and 1 2 3 4 5
recognition from my manager and co-
workers
6.4 My job provides acknowledgement and 1 2 3 4 5
recognition from clients and the community
6.5 My job provides opportunities for 1 2 3 4 5
advancement to higher level jobs
6.6 My job gives me a feeling of achievement 1 2 3 4 5
and accomplishment
6.7 | The income | receive is a fair reflection of 1 2 3 4 5
my skills, knowledge and training - - o
6.8 | have everything | need to do my job 1 2 3 4 5
effectively - D S 7 -
6.9 | am not able to do my job properly because 1 2 3 4 5
| do not have the equipment/materials that |
need
C1 SA Questionnaire SA V6 (240310) 4
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6.10 | | am satisfied with the management in my 1 2 3 4 5
health facility

6.11 | | am satisfied with the educational/training 1 2 3 4 5
opportunities | get

6.12 | | am satisfied with the physical working 1 2 3 4 5
conditions

6.13 | The health facility where | work really 1 2 3 4 5
inspires me to do my very best on the job

6.14 | | would take the first opportunity to quit my 1 2 3 4 5
current job

6.15 | There is not much to be gained 1 2 3 4 5
professionally by working in my current job

6.16 | What are you most dissatisfied with in South Africa?

6.17 | Is there any further information you would like to add about your reasons for registering in
Ireland?

Further contact:

It is planned to conduct in-depth interviews with a sub-sample of participants from this survey.
These interviews will be done in April/May 2010. If you are willing to take part in this, it would
be a great help if you could please provide an email address / telephone number for ease of
contact.

Please tick the relevant box to indicate the following:

|_| 1am happy to be contacted to take part in the in-depth interviews

[_| lam not able to take part in the in-depth interviews, but | am happy to be contacted
about future follow-up studies

|__| ldo notwish to be contacted for the in-depth interviews or for follow-up studies.

Your contact details:

Name

Email address

Telephone number

Other

Many thanks, your assistance is greatly appreciated!

C1 SA Questionnaire SA V6 (240310) 5
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Appendix 4: Component Three - Interview guide

1) Background (demographics, education)

2) Registration overseas

a.

-0 oo o

Why decided to register overseas in the first place

How did you decide to register in Ireland as opposed to other countries
What year did you register

Dealings with Locumotion (or other medical agency)

How many times been to Ireland

Registered in any other country / worked in other country

3) Experiences of working in Ireland

a.

o oo o

Scope of work each time have been / length of time
How do you manage to get the time off from work in SA to come to Ireland
Do you come to Ireland alone or with family
What are the challenges faced in Ireland
Satisfaction in Ireland with:
i.  Working conditions

1. Salary

iii.  Overall life style

iv. Other factors (probe)

4) Experiences of working in South Africa

a.
b.
e
d

Current position in SA
Problems encountered working in SA
How these could be addressed

Do you know about any policies/strategies/inventions that are being used in SA

to attract and retain health care professionals
i. If yes, what do you think of them?
What do you think could be done to retain health workers?

5) Temporary v permanent migration
Have your expectations changed, having worked in Ireland then going back to

a.

SA.

b. Would you consider permanent migration?

Cs

What would be the ‘push’ factor that would make you leave
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Appendix 5: Component Three - Information Sheet for Interviews

Name of the researcher: Posy Bidwell, Trinity College Dublin
Name of Supervisor: Dr. Stephen Thomas, Trinity College Dublin

Description of the study: Currently there are 1,632 South African doctors registered in Ireland.
The aim of this study is to gather information about South African doctors who are registered at
the Irish Medical Council (IMC) to explore motivational determinants and outcomes. In addition,
for those who have worked in Ireland, the study aims to improve understanding of experiences of
living and working there.

Study procedures: As part of the study in-depth interviews will be carried out. Firstly, the study
will be explained to you and you will be asked whether you would like to take part. If you are
willing you will be asked to sign a consent form. It will take about 30 minutes and questions will
be around your reasons for choosing to register in Ireland, your experiences of working there (if
you have done so) and your experiences of working in South Africa.

Confidentiality: All information that you provide is strictly confidential. You will be given a
study number which is unique to you and so your answers will be anonymous and your name will
not be used on any information that you provide. Information will be collected in such a way that
it will be impossible for anyone to know who it came from. The interviews will be recorded and
these will be transcribed verbatim and a copy of the transcript will be made available to you if
you wish. Only the researcher will have access to the audio files and they will be destroyed.

Risks: There are no risks involved in taking part in this study. You may find some of the
questions difficult to answer. If that is the case, please say so and if you do not wish to continue
you may stop at any time.

Benefits: South African doctors provide a vital contribution to the Irish Healthcare system and
by participating in this study you will be providing important information on this phenomenon.

Participation: Participation is voluntary and you have the right to withdraw at any time. You
should also feel free to consult anyone else to discuss with this information sheet to get their
advice on whether you should participate.

Permission: Approval to carry out this study has been obtained from the HRM-CGH Research
Ethics Committee of Trinity College Dublin

Further information: If you have any questions about this study, please do not hesitate to
contact Posy Bidwell (bidwellp @tcd.ie)

(SA details) Centre for Health Policy, University of the Witwatersrand, Johannesburg. Tel: 011
71703420 or 073 3857838

(Ireland details) Centre for Global Health, Trinity College Dublin, Dublin 2. Tel 00 353 (0) 1
896 2918.
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Appendix 6: Component Three - Consent Sheet for Interviews

Lead Researcher: Posy Bidwell (Trinity College Dublin, Ireland)

Background: South African doctors provide a vital contribution to the Irish Healthcare system
and currently there are 1,632 South African doctors registered at the Irish Medical Council
(IMC). The aim of this study is to gather information about South African doctors who are
registered at the IMC to explore motivation determinants and outcomes. In addition this study
aims to improve understanding of experiences of living and working in Ireland.

This study is being carried out as part of the Motivation Project, a multi-country study, aiming to
improve understanding of motivation and retention of health workers in order to strengthen the
evidence base for effective human resource strategies. The project is a collaboration between
Trinity College Dublin (Ireland), the University of the Witwatersrand (South Africa), the College
of Medicine (Malawi), and the National Institute for Medical Research (Tanzania)

Participant Declaration
1. I have been given an opportunity to ask questions and am satisfied with the answers | have
been given.

2. Iclearly understand what I will be required to do if I participate in this study.

3. Tunderstand that participation in this study is voluntary.

4. Tunderstand that I have the right to leave at any time if I do not want to continue.

5. Tam aware that all the information I give is confidential.

6. I agree that the interview may be audio-recorded which will be transcribed. I understand that

the recording will be destroyed and that the transcription will be kept in a password protected
PC, accessible only by the lead researcher. I also understand that I am able to have a copy of
the transcript if I wish.

7. Tagree to take part in this study.

Name Signature Date of signature

Statement of lead researcher’s responsibility:

I have explained the nature and purpose of this research study as well as the procedures to be
undertaken. [ have offered to answer any questions and fully answered such questions. I believe
that the participant understands my explanation and has freely given informed consent.

Signature of researcher taking consent
Print name Signature Date of
signature | |l /I I/ I_|




Appendix 7: Component Four - Invitation Letter
centre for global health

centre for global health

jlobal e
ealtt ————
September 2010 \\\\

Dear Dr.

Confidential survey of South African doctors registered in Ireland

| am a PhD student at the Centre for Global Health, Trinity College Dublin and my study is
focusing on South African doctors who are registered at the Irish Medical Council (IMC).
Currently there are 1,632 South Africans registered at the IMC. The aim of the study is to
identify migration patterns between South Africa and Ireland, together with the reasons for
these patterns. In addition the study hopes to explore experiences of working in Ireland.
The outputs of this research will strengthen the knowledge base of doctor migration
patterns to Ireland and assess the motivation behind these patterns.

The first part of the study is a questionnaire and you have been chosen at random to take
part in this study. The questionnaire will take 10 minutes to complete and can either be
done by completing the questionnaire enclosed and returning in the prepaid envelope, or
by completing the survey online at http//www.surveymonkey.com/s/3H88D5R (or email
bidwellp@tcd.ie to be sent the link directly). If you are completing the questionnaire online
please indicate your study ID number as indicated on the top right hand corner of the
enclosed questionnaire. In-depth interviews will also be conducted with a sub-sample as
part of this study. If you would like to take part in this, please indicate so at the end of the
questionnaire.

| sincerely hope that you will agree to participate in this research. Participation is however
voluntary and you have the right to withdraw at any time. By completing the questionnaire
and returning it you are providing your consent to be in the study. All the information you
provide is completely confidential and you have been given a unique study number so your
answers will be anonymous. Approval to carry out this study has been obtained from the
HPM/CGH ethical committee of Trinity College Dublin.

The University of Dublin
TRINITY COLLEGE

This study complements the existing Motivation Project, a multi-country study aiming to
improve understanding of motivation and retention of health workers in order to strengthen
the evidence base for effective human resource strategies. The project is a collaboration
between Trinity College Dublin (Ireland), the University of the Witwatersrand (South
Africa), the College of Medicine (Malawi) and the National Institute for Medical Research
(Tanzania).

Many thanks in anticipation for your response. As a thank you for completing the
questionnaire you will be entered into a draw for a €50 Easons voucher. If you are unsure
of anything, or need further clarification, please do not hesitate to contact me.

Ollscoil Atha Cliath

COLAISTE NA TRIONOIDE

With very best wishes,

Posy Bidwell
Email: bidwellp@tcd.ie
Tel: 018962918

Centre for Global Health

| Trinity College, Tel.: +353 1 896 8594
l 3-4 Foster Place, ‘ Fax: +353 1677 4956 Director
Dublin 2, Ireland Email: global.health@tcd.ie ‘ Eilish McAuliffe
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Appendix 8: Component Four - Questionnaire

STUDY IDNO:

SOUTH AFRICAN DOCTOR STUDY

COMPONENT TWO: SOUTH AFRICAN DOCTORS RESIDING IN IRELAND
QUESTIONNAIRE

For all questions please circle the response which is most appropriate, or specify for other

1. Demographics

a5 Sex 1 = Male 2 = Female
1.2 | Marital Status 1 = Single 2 = Married
3 = Divorced 4 = Widowed

5 =Other (SPeCify). ...

1.3 | Country of birth 1 = South Africa

2 = Other (SPECITY)........cooviiiiiie e

1.4 | Nationality 1 = South African

2 = Other (SPecCify)........cooiiiiiiie e

1.5 | Do you currently hold or have 1 =Yes 2 =No
ever held other nationalities?

If yes. specify........................

1.6 | Ethnic background 1 = African/Black 2 = Coloured
3 = Indian/Asian 4 = White

X0 i T<TRIC 0= ol ) ) SR

BX; 'foEf’Eg?(}?arT””
|-
1.8 | Which language is spoken in your | 1 = English 2 = Afrikaans
home? (please tick all that apply)
3 = Xhosa 4 =Zulu
5 = Sesotho 6 = Setswana

7 =O0ther (Specify.............cooiiiiii

1.9 | How many children do you have
who are financially dependenton | | || |
you

C2 Questonmiare Ireland (V2) |



2. Education

SOUTH AFRICAN DOCTOR STUDY

2.1 | University where you obtained | 1=CapeTown 2 =Pretoria
your primary medical degree
3 = Stellenbosch 4 = Witwatersrand
5 = Free State 6 = Kwa-Zulu Natal
7 = Limpopo/Medunsa 8 = Walter SisulwUni of
Transkei
9 = Other (SPecify)......c.ooccuiiiuiniiuiieiiiieiiiiiieiiiniinnnss
2.2 | Year of graduation
|
2.3 | Any other qualifications obtained
(please specify)
2.4 | Did you work in South Africa 1=Yes 2=No
after graduation?
If yes, for how long?
2.5 | What do you think are the major | |__| Low Salary
challenges facing doctors |__| Lack of training opportunities
working in South Africa? (tick all | |__| Working conditions
that are appropriate) |__| Hospital management
| |'Other (SPecY)....coovesmeminsesissmmmvammmsasvanivss

3. Registration at the Irish Medical Council

Please find below questions about your registration with the Irish Medical Council. Please indicate the
most appropriate response or specify for other

3.1 | When did you first register at the IMC?
I || |
3.2 | What year did you start working in
Ireland? Y
3.3 | What are your reasons for choosing to | 1 = | am of Irish descent
register in Ireland as opposed to other
countries? 2 = Friends/family are here
3 = Recommendation by friends/family/colleagues
4 = Job offer — permanent
5 = Job offer — temporary
6 = O (SPOCIY L csvsmenrinmsiomemssampemmsucnsess
C2 Questionniare Ireland (V2) 2
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3.4 | What are the main incentives attracting | |__| Salary
you to work in Ireland (please rank 1 |__| Educatior/training opportunities
to 5in order of importance, with 1 |__| Working conditions
as the most important) |__| Availability/variety of posts
|__| To escape violence/political instability
3.5 | Please specify if there are any other
incentives attracting you to work in
Ireland
3.6 | Are you registered with a Medical 1=Yes 2=No
Recruitment Agency in Ireland
If yes. please specify whichone | ...
3.7 | Before moving to Ireland did you work | 1 = Yes 2=No
in Ireland on a temporary basis?
3.8 | Thinking about your work in Ireland, Very Dissatisfied Neither Satisfied Very
please circle your satisfaction with Dissatisfied satisfied satisfied
each of the following: L
dissatisfied
Salary 1 2 3 4 5
Working conditions 1 2 3 4 5
Equipment availability 1 2 3 4 5
Lifestyle 1 2 3 4 5
Overall experience 1 2 3 4 5
3.9 | Do you feel that there is discrimination | 1 = Yes 2=No
from your colleagues/workers in the
hospital?
3.1 | Do you feel that there is discrimination | 1 = Yes 2=No
0 from the patients?
3.1 | Do you feel that you have the same 1="Yes 2=No
1 chance as Irish doctors for training
opportunities?
4. Other Registrations
4.1 | Are you currently registered in another country 1=Yes 2=No
apart from Ireland & South Africa?
4.2 | If yes, where and when have you registered?
4.3 | Have you worked in another country apart from 1=Yes 2 =No
South Africa and Ireland?
4.4 | If yes, please indicate which countries
|

C2 Questionniare Ireland (V2)
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5. Current position in Ireland

5.1 | What is your current position in Ireland? B
5.2 | In what speciality are you working?
5.3 | What type of facility are you working in? 1 = Private practice | 2 = Public sector
3 =NGO 4 = Research Institute
5 = Other (specify..............co..oooii )
5.3 | How long have you worked in your current Years | ||| Months | |||
position? (if less than one year, indicate the
number of months)
5.4 | What is your approximate net salary per month
after all deductions (Euros) € 1
6. Please think about your CURRENT POSITION IN iRELAND (as indicated above in Question
5.1) and use the scale below to indicate how much you agree or disagree with each statement
by circling the number that best corresponds to your answer
Statement Strongly | Disagree | Neither | Agree | Strongly
disagree disagree agree
or agree
6.1 My work makes me feel socially valuable 1 2 3 4 5
6.2 Work is a means to foster personal growth 1 2 3 4 5
6.3 My job provides acknowledgment and 1 2 3 4 5
recognition from my manager and co-
workers
6.4 My job provides acknowledgement and 1 2 3 4 5
recognition from clients and the community
6.5 My job provides opportunities for 1 2 3 4 5
advancement to higher level jobs
6.6 | My job gives me a feeling of achievement 1 2 8 4 5
and accomplishment
6.7 | The income | receive is a fair reflection of 1 2 3 4 5
my skilis, knowledge and training
6.8 | have everything | need to do my job 1 2 3 4 5
effectively
6.9 | am not able to do my job properly because 1 2 3 4 5
| do not have the equipment/materials that |
need
6.10 | | am satisfied with the management in my 1 2 3 4 5
health facility
6.11 | | am satisfied with the educational/training 1 2 3 4 5
opportunities | get
6.12 | | am satisfied with the physical working 1 2 3 4 5
conditions
6.13 | The health facility where | work really 1 2 3 4 5
inspires me to do my very best on the job
C2 Questionniare Ireland (V2) 4
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7. Future Plans

7.1 | Do you plan to stay in Ireland permanently 1 =Yes 2=No

If no. where do you plan to go next?

7.2 | Would you consider going back to South Africato | 1 = Yes 2=No
work

7.3 | What are you most dissatisfied with in South Africa?

7.4 | Is there any further information you would like to add about your reasons for registering in
Ireland?

Further contact:

It is planned to conduct in-depth interviews with a sub-sample of participants from this survey.
These interviews will be done in July/August 2010. If you are willing to take part in this, it
would be a great help if you could please provide an email address / telephone number for
ease of contact.

Please tick the relevant box to indicate the following:

| | Iam happy to be contacted to take part in the in-depth interviews

| | lam not able to take part in the in-depth interviews, but | am happy to be contacted
about future follow-up studies

| | 1do not wish to be contacted for the in-depth interviews or for follow-up studies.

Your contact details:

' Name
Email address
Telephone number

Other

Many thanks, your assistance is greatly appreciated!

C2 Questionniare Ireland (V2) 6
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Appendix 9: Component Four - Interview Guide

1) Background (demographics, education)

2) Registration overseas
a. Why decided to register overseas in the first place
How did you decide to register in Ireland as opposed to other countries
What year did you register
Dealings with Locumotion (or other medical agency)
How many times been to Ireland
Registered in any other country / worked in other country

-0 a6 o

3) Experiences of working in Ireland

a. Current position in Ireland

b. Did you work in Ireland on a temporary basis before moving permanently?
c. Do you come to Ireland alone or with family

d. What are the challenges faced in Ireland

e. Satisfaction in Ireland with:

1. Working conditions
ii.  Salary
iii.  Overall life style
iv. Other factors (probe)

4) Experiences of working in South Africa

a. Problems encountered working in SA (or perceived problems if never worked
there)
How these could be addressed

c. Do you know about any policies/strategies/inventions that are being used in SA
to attract and retain health care professionals

1. If yes, what do you think of them?
d. What do you think could be done to retain health workers?

5) Temporary v permanent migration
a. Have your expectations changed, having worked in Ireland?
b.  What are your future plans?
c.  Would you consider going back to South Africa to work and under what
circumstances?
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Appendix 10: Component Four - Information Sheet for Interviews

Name of the researcher: Posy Bidwell, Trinity College Dublin
Name of Supervisor: Dr. Stephen Thomas, Trinity College Dublin

Description of the study: Currently there are 1,632 South African doctors registered in Ireland.
South African doctors have become an essential part of the Irish health system, and yet very little
is known about them. The aim of this PhD study is to examine issues around migration of South
African doctors to Ireland and to improve understanding of experiences of living and working
here.

Study procedures: In order to learn about the experiences of South African doctors in Ireland, I
will be doing in-depth interviews. They will take place at a time and place that is convenient for
you. Interviews will last 30-45 minutes and will be an informal discussion (like a chat) about
your experiences of working and living in Ireland. [ am particularly interested in how you first
heard about opportunities in Ireland and how you came to work here. During the interview I also
hope to discuss your experiences of migration, the impact this has had on your life, as well as
issues that might influence whether or not you will remain in Ireland.

Confidentiality: All information that you provide is strictly confidential. You will be given a
study number which is unique to you and so your answers will be anonymous and your name will
not be used on any information that you provide. Information will be collected in such a way that
it will be impossible for anyone to know who it came from. The interviews will be recorded and
these will be transcribed verbatim and a copy of the transcript will be made available to you if
you wish. Only myself as the researcher will have access to the audio files and they will be
destroyed after use.

Consent: Your permission is needed to take part in the interviews and you will be asked to sign a
consent form it you are happy to take part. Participation is voluntary and you are free to
withdraw at any stage if you wish.

Risks: There are no risks involved in taking part in this study. You may find some of the
questions difficult to answer. If that is the case, please say so and if you do not wish to continue
you may stop at any time.

Benefits: South African doctors provide a vital contribution to the Irish Healthcare system and
by participating in this study you will be providing important information on this phenomenon.

Participation: Participation is voluntary and you have the right to withdraw at any time. You
should also feel free to consult anyone else to discuss with this information sheet to get their
advice on whether you should participate.

Permission: Approval to carry out this study has been obtained from the Health Policy &
Management/Centre for Global Health Research Ethics Committee of Trinity College Dublin

Further information: If you have any questions about this study, please do not hesitate to
contact Posy Bidwell (bidwellp@tcd.ie): Health Policy & Management, Trinity College Dublin,
3-4 Foster Place, Dublin 2. Tel: 01 896 2918 / 086 3179836
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Appendix 11: Component Four - Consent Sheet for Interviews

Lead Researcher: Posy Bidwell (Trinity College Dublin, Ireland)

Background: South African doctors provide a vital contribution to the Irish Healthcare system
and currently there are 1,632 South African doctors registered at the Irish Medical Council
(IMC). The aim of this study is to gather information about South African doctors who are
registered at the IMC to explore motivation determinants and outcomes. In addition this study
aims to improve understanding of experiences of living and working in Ireland.

This study is being carried out as part of the Motivation Project, a multi-country study, aiming to
improve understanding of motivation and retention of health workers in order to strengthen the
evidence base for effective human resource strategies. The project is a collaboration between
Trinity College Dublin (Ireland), the University of the Witwatersrand (South Africa), the College
of Medicine (Malawi), and the National Institute for Medical Research (Tanzania)

Participant Declaration
1. I have been given an opportunity to ask questions and am satisfied with the answers I have
been given.

2. Iclearly understand what I will be required to do if I participate in this study.

3. Tunderstand that participation in this study is voluntary.

4. Tunderstand that I have the right to leave at any time if I do not want to continue.

5. Tam aware that all the information I give is confidential.

6. I agree that the interview may be audio-recorded which will be transcribed. I understand that

the recording will be destroyed and that the transcription will be kept in a password protected
PC, accessible only by the lead researcher. I also understand that I am able to have a copy of
the transcript if I wish.

7. T1agree to take part in this study.

Name Signature Date of signature

L 74 74 o |

Statement of lead researcher’s responsibility:

[ have explained the nature and purpose of this research study as well as the procedures to be
undertaken. I have offered to answer any questions and fully answered such questions. I believe
that the participant understands my explanation and has freely given informed consent.

Signature of lead researcher taking consent

Print name Date of
signature [ |1/ I/ I__|

Signature




Appendix 12: General coding domain - Component Two

Category Code Code assigned
Personal characteristics | Age PERS/Age
Gender PERS/Gen
Marital status PERS/Ms
Dependent children PERS/Child
Job characteristics Specialty JOB/Spec
Career Stage JOB/CarStage
Job satisfaction JOB/Satis
Social characteristics Ethnicity SOC/Eth
Individual motivation Needs IND/Needs
Expectations IND/Expect
Values IND/Val
Attitudes IND/Att
Goals IND/Goal
Situation in South Africa | Infrastructure SIT SA/Infra
Career Development SIT SA/CarDev
Salary SIT SA/Sal
Political situation SITSA/Polit
Working conditions SITSA/WorkCon
Retention issues Economic RET/Econ
Career Development RET/CarDev
Instability RET/Inst
OSD Implementation OSD/Imp
Challenges OSD/Chall
Motivation OSD/Mot
Satisfaction OSD/Sat
Rural Allowance Implementation RA/Imp
Challenges RA/Chall
Motivation RA/Mot
Satisfaction RA/Sat
Scare Skills Implementation SS/Imp
Challenges SS/Chall
Motivation SS/Mot
Satisfaction SS/Sat
Hospital Revitalisation Implementation HR/Imp
Challenges HR/Chall
Motivation HR/Mot
Satisfaction HR/Sat
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Appendix 13: General coding domain - Components Three and

Four

Category Code Code assigned

Personal characteristics Age PERS/Age
Gender PERS/Gen
Marital status PERS/Ms
Dependent children PERS/Child

Job characteristics Specialty JOB/Spec
Career Stage JOB/CarStage
Job satisfaction JOB/Satis

Social characteristics Ethnicity SOC/Eth

Individual motivation Needs IND/Needs
Expectations IND/Expect
Values IND/Val
Attitudes IND/Att
Goals IND/Goal

Situation in Ireland Career Development SIT Irl/CarDev
Salary SIT Irl/Sal
Active recruitment SIT Irl/ActRec

Situation in South Africa Infrastructure SIT SA/Infra
Career Development SIT SA/CarDev
Salary SIT SA/Sal
Political situation SITSA/Polit
Working conditions SITSA/WorkCon

Primary motivation for Economic PRIM/Econ

migration Career Development PRIM/CarDev
Instability PRIM/Inst

Type of migration Temporary MIG/Temp
Permanent MIG/Perm

Conditions of temporary Employment length TEMP Emp/Leng

employment Visa TEMP Emp/Visa
Salary TEMP Emp/Salary

Employment actors Recruitment agency EMP Act/RecAg
Source Country Employer EMP Act/Source
Destination Country Employer EMP Act/Destin

Dynamic of temporary Experience DYN Temp/Exper

migration Frequency occurring DYN Temp/Freq
Considering permanent move DYN Temp/Perm

Dynamic of permanent
migration

Experience
Retention

DYN Perm/Exper
DYN Perm/Reten




Appendix 14: Ethical approval for PhD research

’ UNIVERSITY OF DUBLIN
TRINITY COLLEGE

Telephone: +353 1 896 2201 Health Policy and Management
Fax +353 1 677 4956 3-4 Foster Place
Email hsmsec@tcd.ie Irinity College
Dublin 2
Ireland

Posy Bidwell

Centre for Global Health
3-4 Foster Place

Trinity College Dublin
Dublin 2

25" August 2010

Re: South African Doctors registered in Ireland: Motivation and Migration Patterns
Application 28/2010/01

Dear Posy,

Thank you for your submission of the above proposal to the HPM/CGH REC

The REC has given ethical approval to the proposed study

Yours sincerely,

Prof Charles Normand
Chair of the HPM/CGH REC

Professor Charles Normand

Edward Kennedy Professor of Health Policy and Management
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Appendix 15: Motivation Project ethical approval

THE UNIVERSITY OF DUBLIN SCHOOL OF MEDICINE

TRINITY COLLEGE FACULTY OF HEALTH SCIENCES

I'rimity College. Dublin 2, Ireland

Professor Dermot Kelleher, MD, FRCPL, FRCP, F Med Sci Tel: +353 1 896 1476
Head of School of Medicine Fax: +353 1 671 3956
Vice Provost for Medical Aftairs email: medicine(@tcd.ie
Ms Fedelma McNamara email: fmenamar(@icd.ie

School Administrator

Professor Charles Normand
Edward Kennedy Chair
Health Poilcy & Management, 3-4 Foster Place, College

Friday, 09 November 2007

Study: Recruitment, motivation and retention of health workers in developing
countries: designing better strategies based on understanding incentives and
aspirations.

Dear Prof Normand

Further to a meeting of the Faculty of Health Sciences Ethics Committee
2007 - 2008, we are pleased to inform you that the above project has been
approved without further audit.

Yours sincerely

o Neg e UosbidAeg
Dr. Orla Sheils
Chairperson
Faculty of Health Sciences Ethics Committee

YEALTH POLICY
13N 207
MANAGEMENT

Schools of the Faculty: Medicine, Dental Science. Nursing and Midwifery, Pharmacy and Pharmaceutical Sciences
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Appendix 15: Motivation Project ethical approval

THE UNIVERSITY OF DUBI IN SCHOOL OF MEDICINE

TRINITY COLLEGE FACULTY OF HEALTH SCIENCES

Irinity College. Dublin 2, Ireland

Professor Dermot Kelleher, MD, FRCPIL, FRCP, F Med Sci +353 1 896 1476

Head of School of Medicine
Vice Provost for Medical Aftairs

email

+353 1 671 3956
medicine(@ted.ie

Ms Fedelma McNamara email: fmenamar@tcd.ie

School Administrator

Professor Charles Normand
Edward Kennedy Chair
Health Poilcy & Management, 3-4 Foster Place, College

Friday, 09 November 2007

Study: Recruitment, motivation and retention of health workers in developing
countries: designing better strategies based on understanding incentives and

aspirations.

Dear Prof Normand

Further to a meeting of the Faculty of Health Sciences Ethics Committee
2007 - 2008, we are pleased to inform you that the above project has been

approved without further audit.

Yours sincerely

o Neg e Uoslidheg

Dr. Orla Sheils

Chairperson

Faculty of Health Sciences Ethics Committee

AEALTH POLICY

13NGY 707
MANAGEMENT
Schools of the Faculty: Medicine, Dental Science, Nursing and Midwifery, Pharmacy and Pharmaceutical Sciences
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