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EXECUTIVE SUMMARY

imbabwe is faced with a gwing poblem of the emigration of

its skilled labourHealth pofessionals in pséicular aie migrat

ing in seach of geener pastas outside the coumts boders.

This has negatively fafcted the quality of health @apfered in
most of the counyts health institutions. This policy paper draws on
reseach work that was conducted in selected health institutions in Jul
2002. The study aimed to establish the magnitude of migration of
health professionals, its causes and to document the associated impac
on sevice delivey,.

The study is based on a multi-faceted mdtilogy including aep
resentative swey of health pofessionals in Zimbabwe, focusogps and
key infomant inteviews. Attempts to intefew piofessionals outside
the county were less successful.

Zimbabwe has been experiencing a significant brain drain of doctot
and nurses with two dimensions. First, within the cquhtralth po-
fessionals have been movingrn the public to the private sector
Symptomatic of the @wing stafing crisis in Zimbabwes health sector
is the fact that the public health system only had 28.7% oktiéred
number of doctors in the late 1990s. Dentists, iplaists and even
nurses weg also in shdrsupply Of the 1,634 doctorsgisteed in the
county in 1997, only 551 (33.7%) weremployed in the public sector
As many as 67% of public sector nurses eonsidering moving to the
private sectarSecond, the main subject of this papleee has been an
accelerating movement ofgfessionals out of the cougtprimarily to
the United Kingdom, South Africa and Botswana. Sonoéepsionals
use the private sector as a stepping stone between the public sector i
leaving the counyr

The exact numbers and wkabouts of Zimbabwean healttofes
sionals working overseas is unknown but the Health Minister noted ir
2000 that Zimbabwe was losing an average of 20% of its headth car
professionals evgryear to emigration and that each of the cotmfive
main hospitals was losing 24 senior nurses arekttoctors ever
month. He also claimed that 100 doctors and 18,000 nurses had left
since 1998. In 2002, in the United Kingdom alone, 2,346 wonkiper
were issued to nursesoin Zimbabwe. Zimbabwe was the Wfouth
largest supplier of overseas nurses, after the Philippines, India and So
Africa. Also unknown is the natof the linkages Zimbabwearofes-
sionals etain with home althougtemittance flows a thought to be
extremely significant in ppping up the Zimbabwean econamy

What this study shows is that the outflow of healtbfgmsionals is
unlikely to slow if the push factors do not change. Theesuof health
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professionals showed widegad discontent with working conditions,
workloads and salaries, as well ag@der economic and political condi
tions in the coungtr Amongst the key findings werthe following:
= The vast majority of Zimbabwean healtlofassionals (68.0%)
are considering leaving the counin the near futwe. In the
case of nurses, the figurs as high as 71%.

< The most likely destination (MLD) is the United Kingdom
(29.0%). Howevera sizable number gifier destinations within
Africa (mostly South Africa followed by Botswana). Other fairly
popular intended destinations include Australia, the US, New
Zealand and Canada.

< More than half of theaspondents (54.7%) cited economic-fac
tors as a@ason for leaving. These included bet@nmuneration
in the intended countrof destination (55%) or the desito
make money toemit home (54%). lllustrativelyZimbabwean
nurses eaed an average of Z$18,000 a month in 2001. This
compaes extemely unfavourably with the Z$82,600 to
Z$110,625 a month they could ran Australia and Z$154,000
a month in the US.

= Ther is widespead dissatisfaction with the benefitdeséd in

the public sectoThe espondents gued that the sector does
not offer competitive salaries (87%). Some 68% said they found
it difficult to live on their existing salgrand 79% said that it

was necessgrto do two or ma jobs to make ends meet.

= Professional easons influencing potential emigration decisions

include the lack ofgsouces and facilities (42.9%), heavy werk
loads (39.4%) and insfigient oppotunities for pomotion and
self-improvement (32.2%).

The reseath results showed that most of the coustpublic health
institutions a& grossly understéd and the skeletal stahat emains
are reeling under heavy workloads.

Nearly 80% of theespondents indicated that they lack basic equip
ment at their health institutions, such as injections anchtmeters.
The absence of such basic equipment makesfigutffor health po-
fessionals to conduct their dutiesigently and this consequently
affects their morale. Nearly 40% of thespondents indicated that their
health institutions do not take adequate messstr potect them fom
contracting the AIDS virs. Over 50% of doctors and nurses @on
stantly woried that they will get infected at work.

The shotage of suitably qualified healthgessionals in the coun
try's public health institutions has ieresed the workload of those who
remain. For instance, half of thespondents attend to neothan 20
patients per shift while only 9.5% attend to less than five per shift. As
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many as 78% of the healtlofessionals exgssed dissatisfaction over
patient load which theyegad as extemely high and ineasing. They
blamed emigration for the irease. In this case, the migration of health
staf is seen as both a cause of ongoing migration (bgasang work

load of emaining health pfessionals) and its fefct (due to theadue

tion of available health pfessionals).

The study showed that both urban andl health institutions have
been dkected by migration, with those located ural aeas being the
most affected. The situation is better in urbaeas which have altee-
tive souces of medical health@in the fom of private health institu
tions. Besides &éring better setices to patients, albeit at a higher fee,
the private health sector alswpides an escapeute for the disgm-
tled public health sector giessionals who find the salariedesd by
the public sector unattractive. The poor have been negatifettef
since they cannot fafrd the fees chged at private clinics.

The study shows that existing poliogsponses @anot having a sig
nificant impact on theatention andatun of health pofessionals. A
speedy esolution to the cuent economic and political crisis is a&pr
requisite for curbing the ongoing migration of healtbfgssionals fom
Zimbabwe. Policies aimed ataining existing anderattracting emi
grant staf ae likely to have much gater success in a transfard ece
nomic and political envanment.
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INTRODUCTION

“What we ae witnessing in Zimbabwe in the health sector is a
brain haemathage” (Zimbabwean doctgrcited in Daily
News, 20 October 2000).

he migration of skilled mfessionals fom the developing

countries of the South (the so-called “brain drain) easnt

ly been the subject of much policy discussion globally and

regionally* Knowledge of the magnitude and impact of the
phenomenon, pacularly from and within Africa, is limited because of
a lack of eliable data. Wherstatistics a available, they tend to be of
poor quality Hence, it is dificult to detemine who the migrantser
and why they a&rleaving in such numbers. Poliaggsponses thefore
occur in something of an inforation vacuum.

The movement of skilled pfessionals to industrialised countries has
decimated Africa8 human capital basén the mid-1990s, Africa was
losing about 23,000 pfessionals annually in sedr of better working
conditions in the developed word.he figues show a steady inease
in the number of skilled pfessionals migratingdm Africa to devel
oped countries. Equally disturbing is the fact that the continent spends
nearly $4 billion annually teeplace emigrating pfessionals with expa
triates fom the West, a figue which eprsents nearly 35% of Africa’
total Overseas Development Assistance (OBBypatriates ar moe
expensive to employ than locally-trainedfessionals and the fact that
they ae usually only pepaed to work in the host coumtfor a limited
period of time makes sustainable economic development eves difor
ficult to achieve.

More recentlya new tend had emeged in the “brain drain.” An
increasing number of skilled Africangdessionals have been moving to
destinations within Africa. The extent of this newnficof South-South
migration is unceain. Three pasons have been identified for the shift
to South-South migration: (a) the economic opyaties for migration
to developed countries declined; (b) #héras been ineased economic
differentiation among African countries; and (c) educational output
expanded faster than the economies in many African countries, leading
to disparities between the supply and demand for skilled workers and to
the out-migration of those unable to find work at hér@ertainly, the
second of these two factors still applies with inequality continuing to
grow within and between African countries. Howegtobalization and
the demand for developing coupfprofessionals have @wn again over
the last decade, leading to agggive ecuiting campaigns by many
countries in the Nahn.® In addition, most countries@now character
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ized moe by a shdfall than a surplus of skilled pfessionals.

Sectorally health has been pawularly badly d@ected by the new
African brain drain with unmcedented opptunities for mobility glob
ally and a marked deterioration in working conditions amdpects at
home. Many African countriesealtosing skilled health pfessionals at
an accelerating raté?oor working conditions, insfi€ient emunera
tion, delayed psmotions, lack of@cognition, and inability to &rd the
basic necessities of life@all cited asgasons for dissatisfaction. In
addition, the HIV/AIDS pandemic has irased the workload on
health workers and exposed them to additional risks at a time when 1
number of available health workers has declined. Consequkadith
professionals often migrate in setaiof moe piofitable situations, both
financially and pofessionally

In Zimbabwe, a general brain drain of skilled personnel has been
gathering momentum over the last decade. Itiqudar, the political
and economic situation in the coynis generally seen as a major fac
tor precipitating out-migratiofi.Detailed andeliable sectoral knowl
edge of the brain drain is lessadily available. This study set out to
remedy this situation by systematically examining the extent and
impact of the brain drain on Zimbabvwgehealth sector

SURVEYING THE HEALTH SYSTEM

ve interlinked reseach instuments wes developed in dler to
better understand the dimensions, causes, impacts aral futur
course of the medical brain drainrfi Zimbabwe. The first (Al
questionnaie) was administed to hospital authorities as well as
to the Ministy of Health and Child \alfare (MoHCW) and sought to
establish stdihg pattens at Zimbabwean health institutions over the
past decade. In addition, it collected data on the workload of the vari
ous health worker categories at each health institution. The A2 ques
tionnaire was used to inteilew infomants in key positions in the
health delivey system. The A3 questionnaiwas administed to indi
vidual health workers @m selected health institutions. The A4 gques
tionnaire was a guide for focusaup discussions (FGD) with key com
munity stakeholders. The A5 questioneaivas administed to emi
grant health mfessionals. The methologies employed in selecting
respondents for eaclkegeach instument ae outlined below

THE HEALTH INSTITUTION SURVEY (A1)

Random sampling was employed in selecting healte familities.
Zimbabwe has ten pvinces (eight gper and two cities) and seven of
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these weg randomly selected for sampling. In each of the selected
provinces, the main pwincial town or city was selected as well as one
district health institution and one health centdne questionnaiwas
distributed to each health institution for completion by the hospital
superintendent. The pvincial hospitals selected for the studg ar
shown in Figue 1.

Figure 1: Location of main study centres

¢ Marondera

ofMutare

e Study towns
Provinces

200 0 200 400 Kilometes
I I O I T |

The selection of health ceatrwas guided by the authorities inter
viewed at district centss. One health celtwas tageted for each dis
trict hospital. Wo schools of Nursing and Midwifemwere also selected,
located at Hararand Mpilo Central Hospitals.

PROFESSIONAL INFORMANTS (A2)

Interviews wee held with pofessional infomants in key positions in
the health system, other sectors, agldwant paners. They included
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personnel om the Ministy of Health and Child \&lfare (MoHCW);
members of mfessional councils/associationepresentatives of parer
organisations andepresentatives of the private health sector

INDIVIDUAL HEALTH WORKERS (A3)

The A3 questionnaérwas administed in the health institutions
which had been randomly selected for the Al questioaniaiwas not
possible to obtain data on the number of healbfiepsionals employed
in each of the selected institutionstn the MoOHCWThis pesented a
problem in detemining the taget number ofespondents for each of
the institutions. The study thudied on infomal figues pesented by
individuals with expdrknowledge of stding pattens in the countts
hospitals. The sample sizes calculated for #spective health institu
tions ae shown in @ble 1. In total, 312 individuals veerdentified for
interviews, including 215 nurses and 59 doctors. Some 231 completed
guestionnais wee retumed (etum rate of 75%). Of these, 66.2%
were female and 33.8% maledple 2). Futhemrmore, 64.1% of the
respondents wermaried, 25.1% single, 5.2% divaed and 5.6% wid
owed. The espondents wermostly Zimbabwean (98.3%).

Table 1: Breakdown of Health Professional Respondents

Hospital Doctors Pharmacists| Nurses Dentists Total
Parirenyatwa 11 5 62 2 80
Harare Central 5 2 32 1 40
Mpilo 5 2 32 1 40
Mutare 3 1 7 1 12
Chinhoyi 5 2 7 1 15
Kadoma 3 1 7 1 12
Kariba 2 1 6 1 10
Gweru 5 2 7 1 15
Marondera 2 1 6 1 10
Masvingo 5 2 7 1 15
Nyanga 2 1 6 1 10
Bonda 2 1 6 1 10
UZ Medical School 9 2 2 2 15
Nursing and Midwifery schools 4 4
Health Centres 24 24
Total 59 23 215 15 312
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Table 2: Profile of Respondents

No. %
Gender of respondents
Male 78 33.8
Female 153 66.2
Marital status
Married 148 64.1
Divorced 12 5.2
Single 58 25.1
Widowed 13 5.6
Nationality
Zimbabwean 227 98.3
Another African country 1 0.4
British 1 0.4
Australian 1 0.4
Any other country 1 0.4
N =231

Most of the espondents (64.5%) weiin their most prductive
working years (aged between 21 and 40 years) (€igur The strcture
of the age-sex pyramid for the healtlofgssionals interewed indicates
that Zimbabwes health sector is heavily feminised.

Figure 2: Age profile of respondents

51-60 I Malel
41-50 Female
|
31-40
21-30
<20
40 30 20 10 0 10 20 30 40 50 60 70

Nurses wee the lagest goup of health mfessionals interewed,
comprising almost 60% oéspondents @ble 3). A smaller number of
doctors (13%) wer interviewed, with a smattering of phmaacists, mid
wives, dentists and tutors/lectns at nursing schools and the medical
school.
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Table 3: Employment Profile of Respondents

No. %
Category of health team
Nurse 137 59.3
Midwife 20 8.7
Medical doctor 30 13.0
Pharmacist 10 4.3
Tutor/lecturer 17 7.4
Dentist 5 2.2
Any other category 12 5.2
Sector of employment
Public sector 221 95.7
Private sector 10 4.3
Type of facility employed in
District hospital 39 16.9
Provincial or regional hospital 117 50.6
Tertiary hospital 41 17.7
Rural health centre 9 3.9
Nursing school in a university 2 0.9
Nursing school not in a university 13 5.6
Medical school 10 4.3
N =231

Nearly half of the espondents werdrawn fom piovincial hospitals,
while others wes from district (16.9%) and teary hospitals (17.7%).
The est wee drawn fom rural health cenés (3.9%), nursing schools
(6.5%) and fom the medical school (4.3%). The healtbfpssionals
interviewed ae highly qualified. The majority hold tiary diplomas
(65.8%), with 19.9% possessing bachelors’ degr Some 6.1% possess
tertiary cetificates while 1.3% possess other qualifications. Notdwpr
are the 5.2% who possess Masters’ degrwhile 1.7% have doctorates.

Focus Grouprs(A4)

The focus goup discussions werheld in Epwath, a suburb located just
outside the administrative bounglaxf Harae, the capital. Tlee focus
groups weg held with the paicipants identified in @ble 4.
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Table 4: Focus Group Participants

Group Composition

1(n=12) « Religious leaders (2)

« Senior teacher/teacher in charge (1)
« Traditional healer/practitioner (1)

« Community representatives/clubs (2)
« Home based care givers (3)

« Traditional midwives (2)

« Village community worker (1)

2(n=12) « Adolescent users of health services

(6 females, 6 males, ages 15-19 years)

3(n=12) « Adult users of health services

(6 women of child bearing age (30+ years); 6 men (30-50+ years))

N =36

EMIGRANT HEALTH PROFESSIONALS(AD)

The A5 esearh instument was designed to sey doctors, nurses and
phamacists esiding outside the cougtiHowever response rates wer
extremely lowOnly 25 completed questionneg wee retumed. More
reseath is clearly needed in thisear

STAFFING THE HEALTH SECTOR

urrent and completelyeliable figues on the stock and extent
of emigration of skilled health pfessionals fsm Zimbabwe
are unavailable. In 2000, Health Ministé&imothy Stamps,
was quoted in the pss as saying that Zimbabwe had been
losing an average of 20% of its healthecpibfessionals evgryear to
emigration and that each of the coystfive main hospitals was losing
24 senior nurses and & doctors evgrmonth. Stamps also claimed
that 100 doctors and 18,000 nurses had left since 1998. Finance
Minister Makoni noted that Zimbabwe had lost 41 doctors and 341
nurses in 2002 which may be something of an wslignate’. In 2002,
in the United Kingdom alone, 2,346 work péts wee issued to nurses
from Zimbabwe (able 5). Zimbabwe was the WKfourth lagest supph
er of overseas nurses, after the Philippines, India and South Africa.

10
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Table 5: Work Permits Issued to Nurses in UK, 2002

Country No. of Work Permits Issued
Philippines 10,424

India 3,392

South Africa 2,835

Zimbabwe 2,346

Nigeria 1,501

Ghana 528

Australia 503

Pakistan 385

Kenya 354

Mauritius 351

Other 2,983

Total 25,602

Source: Davlo, “Brain Drain and Retention of Health Professionals in Africa”, p 9 (see endnote 9).

Data obtained fom the Zimbabwean Central Statisticafi€af
(CSO) showed that the number efisteed medical doctors and spe
cialists coungrwide increased slightly sm 1,575 in 1995 to 1,629 in
2000 (a 3% inarase) (Figwr 3).° However the Medical School of the
University of Zimbabwe trains about 80-90 doctors gyear Thee

was an overall inerase of only 54 doctors (rather than an expected 40

plus) over the five-year pemb Emigration is at least pally responsi
ble for the dis@pancy*

Figure 3: Registered medical practitioners in Zimbabwe, 1995-2000
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Figure 4 shows that the number efyisteed nursing mfessionals in
the county was stable up to the late 1990s, after which a significant
decline was experienced. Thavere 15,476 egisteed nurses in
Zimbabwe in 1998, only 12,478mained by 2001. Such a sudden
decline is a cause for conoaand is clearly aesult of the emigration of
nurses fsm the county

Figure 4: Registered nurses in Zimbabwe, 1995-2000

Number of egisteed nurses (thousands)
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The public health sector is the principabpider of health carin
most African countries and fars afordable health carto many disad
vantaged people. A brain drairofn the public sector (whether to the
private sector or out of the couyittherefore impacts dismpotionate
ly on the poor It is theefote impottant to investigate stffig pattens
in this sectarData on stding pattens in public health institutions was
collected fom the Ministy of Health and Child \&fare (MoOHCW).

The MoHCW could only psvide infomation elating to stding pat
tems for nurses and doctors. Data for dentists andhwsts was not
available. Also, data was only available to 2001. All indicatioestiaat
the brain drain fuher accelerated in 2002-3. The number of doctors
employed coungrwide in public health institutions felldm 756 in

1991 to 618 in 1996 (Figar5). The stding figures did rise again in the
late 1990s but the figerof 742 in 2000 was still lower than the figua
decade earlier

The number of nurses employed in the public health sector fell by
1,655 (19.1%) fom a peak of 8,662 in 1996 to 7,007 in 1999 (Kigur
6). This decline occued during a perid when the countts public
training institutions poduced 1,370 newly-minted nurses (Feui.
While some of the nurses might have left the public sectougjhr
attrition (such asetirement and death) or moving to the private sector
a significant popottion of the depaures may be blamed on emigration.

12
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Figure 5: Number of doctors in the public health sector, 1991-2000
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This lends cedence to mediapots that many Zimbabwean-trained
nurses & leaving for overseas destinations such as the UKewher
salaries & much higher than thosefered locally

Figure 6: Number of nurses in the public health sector, 1991-2000
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Figure 7: Number of nurses trained in Zimbabwe, 1992-1999
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The health sector of Zimbabwe has been badigcstd by the brain
drain phenomenon. Owing to the daguality of education and train
ing they receive, Zimbabwean healthofessionals & curently in high
demand in Ewpean countries (mostly in the UK) as well as in other
African countries such as South Africa and Botswana. Local salaries
compae poorly with those in the developed world. In 2001, for
instance, Australia-bound nurses expected to get between Z2$82,600 and
Z%$110,625 a month, while US-bound nurses expected noa¢deast
Z$154,000 a montH.This compaes extemely unfavourably with the
Z$18,000 a month they weegetting in Zimbabwe in the same year
The UK has been a giularly popular destination for emigrant
Zimbabwean nurses. Oppanities for nursing jobs in the UK abeing
created due to the mass ek of nurses into private busingsBher
has also been @&duction in the number of young people choosing-nurs
ing caeers in the UK, so thaetiring nurses a not being eplaced?
Such a situation hagduced countries such as Zimbabwe to “training
grounds” for health mfessionals?

The shotage of phanacists, in paicular, has been worsened by
strong ecruitment drives by developed countries, notably the United
Kingdom. During the past two years alone, Zimbabwe has lost between
60 and 80 phanacists to other countries, with the United Kingdom
being the main destination. For a coyntith just over 500 phana
cists in total and which pduces an average of only 25 new phacists
a yearthe impact is considerable. In early 2002, ¢hgee press epots
of nearly sixty Zimbabwean trained phaacists on the same plane des
tined for the UKY A similar number of pharacists weg expected to
leave the coungrfor the same destination later that year

A comparison of the number cdgisteed pofessionals in the coun
try and those employed in public health institutions shows that the
public sector is also in crisis because of its failtor retain staf, leading
to an intenal “brain drain” to the private sectdn 1997, for example,
ther wee 831 private and 745 public sector doctowg Years laterin
1999, the figues wes 945 and 711, a situation which suggests that the
private sector has beenogving at the expense of the public sector
(Figure 8).

The public sector sharof nurses in Zimbabwe also fell during the
mid-1990s (Figue 9). Evidence that nurses have been moving to the
private sector is also @vided by the number of nursesgisteed
nationally, which rose maginally from 15,096 in 1995 to 15,476 in
1999 (an incease of 2.5%), while the number of nurses employed in
public health institutions declineddm 8,635 in 1995 to 7,007 in 1999
(a decline of 19%).

14
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Figure 8: Public versus private sector share of doctors
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Figure 9: Public versus private sector share of nurses
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Note: Data not available for 1998

Symptomatic of the gwing stafing crisis in Zimbabwes health sec
tor is the fact that the public health system only had 28.7% of the
requied number of doctors in the late 1990sb{€& 6). Dentists, phar
macists and even nurses weilso in sharsupply Of the 1,634 doctors
registeed in the countr in 1997, only 551 (33.7%) weremployed in
the public sector

Table 6: Health Professionals Employed in the Public Sector  , 1997
No. Registered [MoHCW Approved Filled Posts % of Require-
in the Country |Requirement |Posts ment Filled
Doctors 1,634 1,851 676 551 28.7
Nurses 16,407 14,251 7,923 7,923 55.6
Pharmacists 524 198 59 37 18.7
Dentists 148 43 14 14 32.6
Source: MOHCW
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At the public health institution level, the migration of skilled health
professionals to the private sector and out of the cpinass led to seri
ous staff shotages. The number of unfilled posts is #asing for cdain
categories of pfessional, such as nurses. For instance, the number of
unfilled posts at HararCentral Hospital ineased fom 118 in 1998 to
340 in 2000. Health institutions located in urbagaarae cetainly
better staled with health prfessionals than those in disadvantaged
(rural) aras (Bble 7). Rural health institutionseajrossly understédéd
and have high vacancy rates. Similagyvincial hospitals & better
stafed than district hospitals.

Most health institutions have experienceeduction in the num
ber of nursing mfessionals employed and consequently aresmse in
the number of vacant posts. Hara&entral Hospital, for instance, had
676 nurses employed in 1998 and only 594eweft by 2000. The dra
matic incease in the number of vacant nursing posts at el@Zantral
Hospital in 2000 was also due to the ima@se in the number of estab
lished posts fsm 794 to 934. The number of vacant posts is generally
inversely popottional to the population size of arear wo main ea
sons may be advanced for theg@mumber of vacant posts obeerin
large urban aas compad to smaller ones. Firstlgurses in lage urban
areas (like Harag) ae lured to join the private sector whichferfs bet
ter retums for labourPrivate practices armoe pevalent in urban
areas. Secondlyhe inceased flows of infanation and easy access to
communication networks in mejpolitan aeas expose the nurses to job
oppotunities in other countries, bothgionally and overseas. This may
induce a desé to migrate.

REASONSFOR LEAVING

n examination of the migration intentions of in-coyntr
health pofessionals mvides a useful indication of likely
future brain drain pattes. The surey showed that the vast
majority of Zimbabwean health giessionals (68.0%) ar
considering leaving the coumtin the near futwe. In the case of nurses,
the figure is as high as 71%. The most likely destination (MLD) is the
United Kingdom (29.0%). Howevieat sizable number efer destina
tions within Africa (mostly South Africa followed by Botswana). Other
fairly popular intended destinations include Australia (5.6%), the US
(4.8%), New Zealand (2.2%) and Canada (2.2%) (seed-itdi. Even
though intentions do not automatically translate into action, the extent
of dissatisfaction in the health sector is clearly massive.
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Table 7: Staffing Patterns at Selected Public Health Institutions

Variable 1995 1996 (1997 1998 1999 2000
Doctors |Harare Central |Established Posts | - - 108 122 122
Hospital Number at Post | - A 94 |8 [193
Vacant Posts - - - 14 4 +71*
Gweru Established Posts [8 8 8 8 8 8
E'L‘;";E:la' Number at Post |5 4 7 7 8 8
Vacant Posts 3 4 1 1 0 0
Kadoma District |Established Posts |- 6 6 7 6 7
Hospital Number at Post | 5 6 7 6 6
Vacant Posts - 1 0 0 0 1
Nurses |Harare Central |Established Posts | - - 794 794 934
Hospital Number at Post | - A 676 606  |594
Vacant Posts - - - 118 188 340
Gweru Established Posts [236 242 242 242 242 242
ﬁ:}"s";‘t:la' Number at Post [231  [230  [237 238|232 [235
Vacant Posts 5 12 5 4 10 7
Kadoma District |Established Posts | 108 112 116 119 119
Hospital Number at Post | 105 oo |05 |13 |u2
Vacant Posts - 3 22 11 6 7
Epworth Poly Established Posts | - - 7 7 7
Clinic Number at Post | - - 5 5 4
Vacant Posts - - - 2 2 3
Mid- Harare Central |Established Posts | - - 60 60 60
wives  |Hospital Number at Post | - A 60 |60 55
Vacant Posts - - - 0 0 5
Epworth Poly  |Established Posts | - - 12 12 12
Clinic Number at Post | - - 10 8 9
Vacant Posts - - - 2 4 3
Pharma-|Harare Central |Established Posts | - - 8 8 10
cists Hospital Number at Post | - - 5 6 6
Vacant Posts - - - 3 2 4
Gweru Established Posts [2 2 2 2 2 2
ﬁ:}"s";‘t:la' Number at Post |2 2 1 1 1 1
Vacant Posts 0 0 1 1 1 1
Kadoma District |Established Posts | 1 1 1 1 1
Hospital Number at Post | 1 1 1 1 1
Vacant Posts - 0 0 0 0 0

* Positive sign shows that the health institution employs excess staff
Source: MOHCW
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Figure 10: Most likely destinations of departing health professionals
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The suwvey also sought to establish the causes of heailfbsgronal
disenchantment. The studgsults eveal that theeasons ar varied
and can be lmadly gouped into economic, political, gfiessional and
social factors. Ma than half of theaspondents (54.7%) cited econom
ic factors as agason for leaving éble 8). Economic factors cited
include the dese to eceive betteramuneration in the intended ceun
try of destination (55%) or the desito save money quickly (54%) for
later use in the home coumntr

Political factors cited included pessimism about the &aited by
45%), the general mdoof despondency in the count24.2%) and
the high levels of crime and violence (22.9%pfEssional factors
influencing potential emigration decisions included the lack of
resouces and facilities (42.9%), heavy workloads (39.4%) and fiRsuf
cient oppotunities for ppomotion and self-immvement (32.2%).

Lastly, social factors cited included the dedio find better living con
ditions (47.2%) and chiléns safety (25.1%).

Without question, economic factors eixite geatest influence on
health pofessionals. This is in line with the general decline in the
county's economic conditions since the late 1990s. Political factors
have also gained gater pominence, as the couyis major political
paties fought fiece battles, first in the 2000 parliamengtatections,
and then in the 2002 gsidential elections. The campaigns evassoei
ated with widesprad violence, which was n@sevee in ural aeas.
This saw many mfessionals fleeing the countfor their safety and that
of their childen. Still other health pfessionals @& migrating because
of professional factors. Most of these factagkate to the poor economic
conditions pevailing in the counyr (eg general decline of health ear
sewices in the county).
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Table 8: Reasons for Intention to Leave

Reason Percentage
Economic 54.7
Because | will receive better remuneration in another country 55.0
Because of a general decline in the economic situation in this country 55.0
To save money quickly in order to buy a car, pay off a home loan, or for a 54.1

similar reason

Political 30.7
Because | see no future in this country 45.0
Because there is a general sense of despondency in this country 24.2
Because of the high levels of violence and crime in this country 22.9
Professional 29.6
Because of a lack of resources and facilities within the health care system of 45.0

this country

Because there is a general decline in the health care services of this country 42.9
Because the workload in the health services of this country is too heavy 394
Because of insufficient opportunities for promotion and self-improvement 32.2
To gain experience abroad 32.0
Because of the poor management of the health services in this country 30.7
Because | need to upgrade my professional qualifications due to the 22.9
unsatisfactory quality of education and training in this country

Because | can not find a suitable job in this country 11.3
Because an unacceptable work tempo is expected of me in this country 104
Social 23.9
In order to find better living conditions 47.2
Because the value systems in this country have declined to such an extent 32.0

that | can no longer see my way clear to remain here

To ensure a safer environment for my children 25.1
In order to travel and see the world 14.7
In order to join family / friends abroad 14.3
Because of family related matters 10.0
N =231

Note: question is multiple response

19



MEDICAL LEAVE: EXxoDUS OF HEALTH PROFESSIONAL$ROM ZIMBABWE

W ORKING CONDITIONS IN THE HEALTH SECTOR

20

his study confimed earlier findings that healthofgssionals

in Zimbabwe a& highly dissatisfied with their cuant working

conditions®® Information was soughegading indicators of

working conditions, such as working hours, client attendance,
and quality of setices offered at the health institutions. Most health
professionals in Zimbabwe @oficially supposed to be on duty for
between 31 and 40 hours a week (that is, nearly 8 hours a day).
However due to stding problems, some health giessionals end up
working up to 4 extra hours a ddg the studya small number of
respondents (1.3%)esometimes on duty for methan 50 hours per
week, 10 hours merthan the stipulated national average.

The shotage of foeign curency in Zimbabwe has alsofatted ser-
ice delivey in most health institutions, whiclely on dugs and equip
ment that a& mostly impated from other countries. Nearly 80% of the
respondents indicated that they lack basic equipment at their health
institutions, such as injections and themeters. The absence of such
basic equipment makes it fidult for health pofessionals to conduct
their duties eficiently and this consequentlyfae€ts their morale. This
may also be a ftiner motivational factor to leave.

The reseath also showed that as many as 67% of public sector nurs
es ae considering moving to the private sectbine most commonly
cited reasons for the intended move déine searh for better emunera
tion and working conditions. Even those who choosemoain in the
public sector may be involved in ‘moonlighting’ in the private health
institutions in an dbrt to augment their salaries.

Even though the healthgiessionals complained of heavy werk
loads, most of them (74.9%) veewilling to handle ma esponsibility
in their work (Bble 9). However39% of the espondents complained
that their skills and knowledgeeanot being fully utilized, which may
increase the attractiveness of migrating to other destinations Wiegr
can fully apply their prfessional skills. Rxfessional integrity still
appears to beobust with vey few being awas of bribey and coruption
in their health caz facility.

Ther is widespead disguntlement about the benefitdaréd in the
public sectarThe espondents gued that the sector does notewf
competitive salaries (87%). Some 68% said they foundficulif to
live on their existing salgirand 79% concued that it was necesgaior
public health sector pfessionals to do two or nejobs to make ends
meet (Bble 10). Theasearh established that healthofgssionals who
remain in public employment ireasingly augment their salaries by
other means. These include moonlighting in private facilities, attending
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Table 9: Working Conditions

No. %
Ability to handle more responsibility in your work
Yes 173 74.9
No 47 20.3
No Response 11 4.8
Are your skills and knowledge fully utilized in your work
Yes 141 61.0
No 78 33.8
No Response 12 5.2
Instances of illegal payment/bribes within the health care facility where you work
Yes 13 5.6
No 181 78.4
Don’t know 37 16.0
N =231

to non-medical businesses, and imf@aily requesting payments for ser
ices. The dects of such activities on the quality ofeare a subject for
future reseach.

While doctors have been able to establish privatgesiais, nurses in
Zimbabwe a& hampeed fom doing so by the ctent legal framework.
Hence, for most nurses, migrating to the private seetoains the only
viable option. Howeversome public sector health nurses who choose
not to migrate to the private sectoe angaged in patime work in the
private sector to augment their salaries. One foocoigpgpaticipant
alleged that: “Nurses in the public sectag angaging in a lot of par
time work in private clinics. By the time they come for theimmeair
duties, they will be too t&d to work. That is why we get poor\see
when we visit the clinic.” The public sector is thergkly left with
individuals who ae poorly motivated to pierm their duties.

Most health pofessionals (87%) would begpaed to stay in the
public sector if they weroffered better salaries, but many (68%@ ar
considering moving to the private sectbhe private sector clearly
offers better fringe benefits than the public sectbie espondents
expressed fears over their social security in old age, with 81% indicatir
that they fear that they will not be adequatelyijated for when they
retire. Very few (only 16%) could see any advantage to workinguralr
areas.
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Table 10: Attitudes to Remuneration in the Public and Private Sectors (%)

The public health sector does not offer competitive salaries to health workers in this country |87

If | received a better salary, | would be happy to stay in my present position 87
If you work in the public health service, it is necessary to do two (or more) jobs to 79
make ends meet

The private sector offers better fringe benefits to health workers in this country than 78
the public sector

| find it difficult to live on the salary | receive 68
I am considering moving to the private sector because | will receive a better salary 68

Do you agree with the following statements?

| worry that | will not be adequately provided for when | retire 81
Working in a rural area means that | will have to live in poor housing 54
There are positive incentives for working in a rural area in my country 16
N =231
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The movement of health gfiessionals into the private sector or out
of the county are not mutually exclusive options. As imational
migration has become so expensive (for instance natemal aifares
in Zimbabwe ae now being chayed in US$), the private sectoropr
vides the necessataunching pad for the eventual move @dul. Thus,
professionals who move to the private sectar able to save the neees
say airfares which eventually facilitates their move @do.

In some cases, @ict migration of nursesdm the public sector is
still occuring. This pattar is mostly being sustained by kinship ties,
whereby friends andelatives who éside overseas phiase air tickets
for the pospective migrant.

Another major push factor is the AIDS pandemic. Zimbabwe is one
of several sub-Saharan African countries thatadly aected by the
HIV/AIDS pandemic, with an estimated 25-30% of the sexually-active
population afected by the vins®® However the impact of HIV/AIDS
on the migration of health gfiessionals is not known. It should be
noted also that healthgdessionals have not been shby the disease.
Many ae dying and not beingeplaced.

Nearly 40% of theespondents indicated that their health institu
tions do not take adequate measup potect them fom contracting
the vius. The absence of adequatetpction ceates an unsafe envi
ronment for pofessionals. Not surprisingl$8% (64% of nurses)ar
constantly woried that they will get infected at work. Health workers,
paticularly nurses and midwives, at some public health sector institu
tions repoted a shailage of gloves which ineases their risk of cen
tracting the vias, especially when conducting deliveries. Thus, some
nurses suggested that a risk allowance beduoed. The disease has
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increased the workload of healthofgssionals, with 58% indicating
that they find caring for HIV/AIDS patients isedsful. In sum, the epi
demic is clearly having a major impact on the levels of wodsstand
perceptions of personal riskoTthat extent, it may also be a factor
prompting people to move to the private sector or out of the gountr

B-FECTS OF THE MEDICAL BRAIN DRAIN

he shotage of skilled health pfessionals has impacted nega
tively on the workloads of the sfahat choose not to
migrate. The MoOHCW estimates the @t doctor/patient
ratio as one doctor to 6,000 patients, but dseach estab
lished that this is not common at all levels of the healthsgstem.
This section assesses thieets of migration of health pfessionals on
the quality of health car
Data on the workload of doctors shows that those employed-in dis
trict hospitals have a heavier workload than their countesrpanrking
in povincial and central hospitalsdfile 11). This iselated to another
finding that health institutions located in urbaeas a& better stééd
than those inural aeas. Doctors posted toeas with lower levels of
development clearly have a much heavier workload than those
employed in mag developed city aas. For instance, while the out-
patient attendance per doctor at GuwBovincial Hospital was 1:
8,650 in 2000, the attendance per doctor at Kadoma District Hospital
was 1: 27,709.
In Zimbabwe, nurses for the backbone of the couyig health
delivery system and theyuin most health cerds in disadvantaged
areas. Nurses working iural aeas have over the years functioned in
an inceasingly expandeale, taking on theote of phamacist, doctar
physiotherapist and so tbr This has negatively impacted on the work
loads of nurses stationed in less attractegions. Accaling to the
MoHCW estimates, the awant nurse/patient ratio is one nurse to 700
patients, but the study established that nurses employeavatql
health institutions have nurse to patient ratios lower than the nation:
average (&ble 11)° For instance, in 2000 the nurse to patient ratio for
Gwern Povincial Hospital was 1:177 (below the national average).
This compaes to a ratio of 1: 1,484 at Kadoma District Hospital. The
situation is worse for nurses employed at the healtheenthez doc
tor visits ae rae. For instance, the nurse to patient attendance ratio i
2000 at Vdverly Clinic (a health cergrin Kadoma) staat 1: 7,500
and at 1: 10,500 for Epwtbr Poly Clinic (a health cerdrat the out
skirts of Harae). The patter that emages is that nurses employed on
health cen&s enduz vely heavy workloads and the situation iropes
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Table 11: Patient Attendance in Selected Health Institutions in Zimbabwe

Variable 1995 1996 1997 1998 1999 2000
Doctors |Gweru No. of patients |143,196 126,369 [166,861 |162,613 166,863 |69,202
Provmmal No. at post 5 4 7 7 8 8
Hospital
Attendance per 28,639 31,592 |[23,837 |23,230 |20,858 |8,650
doctor
Kadoma District [No. of patients [192,707 [133,509 (181,185 [182,755]180,087 |166,255
Hospital No. at post 7 5 6 7 6 6
Attendance per |27,530 [26,702 [30,198 |26,108 |[30,015 |27,709
doctor
Nurses |Gweru No. of patients 143,196 |126,369 [39,428 |40,503 |40,819 |41,629
Provincial No. at post 231 230 237 238 (232 235
Hospital
Attendance per [620 549 166 170 176 177
nurse
Kadoma District [No. of patients [192,707 [133,509 (181,185 [182,755]180,087 |166,255
Hospital No.atpost  [112 105 |90 105 |13 |2
Attendance per [1,721 1,272 [2,013 1,741 1,594 |1,484
nurse
Epworth Poly No. of patients 22,440 |38,000 |42,000
Clinic No. at post 5 5 4
Attendance per 4,488 |7,600 10,500
nurse
Mid- Gweru No. of patients  |22,417 [23,110 [22,991 (26,710 |28,539 |31,993
wives  |Provincial No.atpost |20 22 22 20 18 18
Hospital
Attendance per [1,121  [1,050 [1,045 1,336 |1,586 1,777
midwife
Epworth Poly No. of patients 10,800 |14,362 |21,065
Clinic No. at post 10 8 9
Attendance per 1,080 1,795 2,341
midwife
Pharm- |Gweru No. of patients 169,662 [173,680 [194,579 [179,633|194,540 [197,620
acists  |Provincial No. at post B b 1 1 1 1
Hospital
Attendance per 84,831 [86,840 [194,579 [179633 |194,540 |197,620
pharmacist
Kadoma District |No. of patients 20,099 |21394 146,422 |35,308
Hospital No. at post 1 1 1 1
Attendance per 20,099 21,394 146,422 |35,308

Pharmacist
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significantly as one moves to the district anovprcial health institu
tions. The study also established that less qualifiefl (stamely nurse
aides) ag carying out nursing duties at health cexgtrowing to the
shotage of health mfessionals.

The migration of skilled health gfiessionals fom the countr has
also adversely &cted the quality of camffered in the health institu
tions. This confins the findings of other studies whiatpoted falling
standads of cae, which include ‘uncaring and abusive’ attitudes
towards patient$: This can generally be attributed to low morasuit
ing from excessive workload associated with thesstrof dealing with so
many dying patients. Consequentlye quality of cag has been signifi
cantly afected, a factor arising dictly fom the shaage of health r
fessionals due to emigration.

The shotage of suitably qualified healthgessionals in the coun
try’s public health institutions has ieersed the workload of those who
remain (Bble 12). For instance, half of thespondents attend to neor
than 20 patients per shift while only 9.5% attend to less than five per
shift. As many as 78% of the healtlofassionals interewed expessed
dissatisfaction over the number of patients they attend to per day whi
they regad as exemely high. They blamed emigration for the gase
in the workload. In this case, the migration of healthf &tafeen as
both a cause of ongoing migration (by e&sing workload ofamaining
health pofessionals) and its fefct (due to theeduction of available
health pofessionals).

Table 12: Patient Attendance Rates

Number of clients attended to per shift No. %
Less than 5 22 9.5
6-10 21 9.1
11-15 37 16.0
16-20 35 15.2
More than 20 116 50.2

Satisfaction with number of clients attended to

Yes 51 22.1
No 180 77.9
N =231

The eduction in the consultation time available to patients pr
duces huied diagnoses andgscription of teatment. This obviously
affects the quality of caravailable to patients. Rbhemore, the educ
tion in consultation may lead to aomg diagnosis, a fact which may
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endanger the lives of patients. Iniews with health pofessionals
revealed that merthan half (55%) took less than ten minutes to
attend to a single patient while only 16.5% took entiran 20 minutes
to attend to an individual patientgdle 13).

Table 13: Time Spent with Patients

Average time spent on an individual patient No. %

Less than 5 minutes 43 18.6
6-10 minutes 87 37.7
11-15 minutes 35 15.2
16-20 minutes 28 12.1
More than 20 minutes 38 16.5

Satisfaction with the time spent per patient

Yes

65 28.1

No

166 71.9

Do you personally offer services that should ideally be attended to by another member of the team?

Yes 143 61.9
No 88 38.1
N =231

26

The focus goup discussions confirted the eduction in the consuka
tion time available to patients asesult of shaage of stdf One par
ticipant pointed out that: “The stiage of nurses at the clinic means
that patients have to wait for a long time befeaceiving medical gat
ment. In fact, some patients even die while theygureuing toeceive
treatment. When a patient eventuatigaives atment, consultation
is usually done huiedly as the nurses work at a fast pace so as attend to
a multitude of other patients waiting teceive the same sdce.”

The health pfessionals exgssed dissatisfaction about the average
time they spend on an individual patient (63.2%). &ivan half of
the espondents (55.8%)easometimes foed to ofer sevices that
should ideally be édred by another member of the health team. In this
categoy, 66% of the doctors and 55% of the nurses indicated that they
sometimes dér sewices that they & not supposed te@nder but do so
because of the absence of specialised personnel. This has two main con
sequences: (a) it ineases the workload of the healtlofessionals cen
cemed; and (b) the lives of patients may be endawgas some unqual
ified health pofessionals may end up fmeming moe specialised pr
cedues.

In Zimbabwe, thee ae clear dierences between theral and urban
areas. Rural @as, in paicular, lack basic infrasticture such as all-
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weather oads, electricity and clean water supplies. In additiom)| r
health cen®s in Zimbabwe often lack basiaids and equipment and
are understdéd. This translates into a heavy workload for the few
health pofessionals posted in sucleas. Because of such factors;al-
urban movement of nurses within the public sector is common and cc
sequently the stéihg situation in ural health institutions continues to
worsen. Some nurses ural aeas also move to private health institu
tions in urban aas, a move which entails both change in geographica
location (ural to urban) and employer (public to private sector).

OFFICIAL PoLicY RESPONSES

he study sought to establish the factors that might help the
retention of health pfessionals in the countrFom the
point of view of the pofessionals themselves, the most impor
tant factors that would influence them &ain ae better
salaries (76.6%) and fringe benefits (71.4%g(€ 14). Other imper
tant factors cited include a neopleasant and caring working erorir
ment (69.3%), impoved facilities andasouces in the health séces
of the county (63.3%), a mag reasonable workload (59.7%) and mor
accessible education and training opyaities (50.6%).

Table 14: Factors Motivating the Retention of Health Professionals

Factor %
Better salaries 76.6
Better fringe benefits 71.4
A more pleasant and caring working environment 69.3
Improved facilities and resources in the health services of the country 63.6
A more reasonable work load 59.7
A more peaceful social environment in the country 51.5
More accessible education and training opportunities 50.6
Better working relationships in the public health sector 48.9
Better quality education and training in my professional field 45.9
The provision of adequate day care facilities for children of employees 43.7
Better leadership in the health sector 43.3
The appointment of more competent health service managers 42.4
Innovative training opportunities such as distance education 34.6
N =231
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The infomants in key positions indicated that better salariesher
best incentive toatain skilled health pfessionals in the countrA
substantial pppotion believe that déring better incentives could
reduce outwat migration. Additional factors cited included a stable
political climate, god working conditions, mspects for fuher educa
tion, redress of the macoreconomic envonment and a well-developed
human esouces policy

T he high rate of emigation from Zimbabwe has led the govemment
to adopt several measuresto try and contain the problem. Firstly, the
govenment has introduced bonding of newly-qualified health profes
sionals. All the nurses and doctorsthat started trainingin 1997 are
bonded by the govemment for three years In the case of doctors they
are gven thdr academic certificates while their practising certificates
are withheld for three years. Some newly-qualified doctors repotedly
leave with their academic certificates for countries such as South Africa
wheee practising certificates are not mandatory.>> Other health profes
sionals may serve the duration of the bonding period, after which they
are free to make their own decisonsregating where they want to work.
Bonding clearly acts asa delayingmechanism to emigration but does not
addes the root causes of migration. Hedth professonals may dutifully
seve the period of bonding and then migrate to other countriesat the
expiry of their bonding period. Bonding itself can also have a negative
impact, increasng disati action levelsamorgd health professionals.

Secondly fellowship and scholarshipggrammes, as well as
advanced training pgrammes, have been inttuced to enhance the
capacity of the health pfessionals in the disctge of their sefices.
They ae also meant teeduce the migration of healthgbessionals
wishing to futher their studies abad. An Institute of Continuing
Health Education (ICHE) was established to cater for the specialist
postgraduate training and continuing education needs of those in the
medical field at the University of ZimbabveeSchool of Medicine.
ICHE provides all fams of continuing medical education not only for
doctors, but for all categories of healtlofeissionals: céificated educa
tion, skills advancement, update as well as sleifewal. ICHE has
achieved considerable success in spite of budgetestraints.

Thirdly, salay reviews wee intoduced to cushion healthgiession
als from the hamful efects of the countr's high cost of living.
However with the curent hypesinflation pevailing in the county, the
salay reviews ae constantly lagging behind, teby negatively déct-
ing the livelihoals of health mfessionals.

Foutthly, call allowances wer introduced to allow prfessionals to
work extra hours due to sfathotages. Ther aie better call allowances
in rural than urban ass. Call allowances have, to ataan extent,
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aided in etaining staff, but lately thee have been complaints and4{un
ior doctors have gone on strike over unpaid allowances. Goesits
policy that call allowances should not exceed the galathe health
professionals has led to clashes with members of the health team who
overtime working hours exceeded their m@i working hours.

However as noted above, the coutdrhigh rate of inflation continues
to erode any gains that might have been made as faraa§ustments of
the salaries of health gfessionals a concemed. While these meass
may achieve commendablesults in the sharterm, they cannot be
adopted as a peanent solution to the crisis.

Finally performan ce management hasbeen introduced in the health
sectarAccordingto the informantsin key positiors, performance man-
agement hasled to greater professioral acknowledgement. However,
other informantswere of the opiniontha thesydem had largelyfailed
because the results are not bang implemented because of giff resistance
tothe palicy within the system. Herce, it was argued that theimplemen-
tation of policiesaimed a retaining g aff would not achieve thededred
reallts as longas the question of low remuneration is not addressed.

The sevee shotage of health fessionals, péicularly in disadvan
taged vral aeas has pmpted the govament to ecruit foreign health
professionals. Zimbabwe has anegment with Cuba in thiegad. In
2002 thex wee 117 Cuban doctors practicing in the counittedia
repots also indicate that the gomerent is looking to other countries
such as the Demaocratic Republic of Congo for healtfepsionals, par
ticularly doctors and pharacists.

Most key infomants wes sceptical about theole played by fagign
health pofessionals. While somegaied that fogign doctors help to
ease stihg shotages and impwve the quality of cat many said that
teamwork is dffcult due to language baers and only leads to tempo
rary relief as the workers come on shoontacts. This is pégularly
true for the Spanish-speaking Cuban doctors wh@asted toural
health institutions in the cougtwhee they face mblems with the
local communities who armainly Shona-speaking. Consequeritigy
are hindeed fom dischaging their duties fully because of communica
tion problems. The Fanch-speaking healthgbessionals fom the DRC
are likely to face similar pblems. Futhemore, the fact that the Cuban
doctors have toetun annually to their home coumptat the goven-
ments expense psents a significant drain on the coyntscace for
eign curency esouces.

The community espondents indicated that they had not made any
conceted eforts to ty and etain health stéfat their local health insti
tution. They believe that it is only the gomenent that caretain
skilled health stdfat cetain geographical locations. They also lamentes
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the lack of consultation between them and the gowent, a factor
which has sidelined themofn making meaningful contributions to the
planning and implementation of developmental activities at the clinic.
These views artypical of manyural communities in Zimbabwe who,
through time, have developed a high level of dependency on the gov
emment. Howeversome communities @mctive in impoving the wel
fare of health pofessionals posted in theirear. These include the con
struction of decent accomrdation for health mfessionals and cgfing
out maintenance work aund the hospitals/clinics. The community
respondents werfuther probed on how best tetain skilled health
workers in their communityThey thought that one way tetain

health stafin the community would be tbugh the povision of goal
guality accommdation and transpbrin this egad, some thought gev
emment should der health workers loans to buy cars and houses.

Can foeign-based health giessionals be enticed back to
Zimbabwe? The experience of the IGMRetun of Qualified African
Nationals Pogramme (RQAN) is ingtictiveZ This ppgramme encour
aged theetum and eintegration of qualified African pfessionals. In
Zimbabwe, the RQAN mgramme began in 1983. Up to 1997, a total
of only 427 Zimbabwean giessionalsesiding alwad had been assisted
to relocate to Zimbabwe. &m 1995 to 1998, a merR27 pofessionals
were relocated back to the couptunder the RQAN. Eleven of these
were medical doctors, two weephamacists and one was a dentist. This
programme had a limited impact at a time when political and economic
conditions in Zimbabwe werless chonic than they a today One
could safely hypothesize that theogramme would be even les$est
tive at the pesent time.

More reseach is needed on the extent to which deggghhealth -
fessionals maintain financial contacts with home and the volume of
remittances sent back telatives still in the counyr Anecdotal evi
dence suggests that the amount is likely to be sizable.

CONCLUSION

30

his paper has pwided an overiew of the tends and déécts of
the migration of health pfessionals fsm Zimbabwe. Most of
the county's public health institutionsegrossly understééd
and the skeletal stafemaining is eeling under heavy work
loads. Both urban andnal health institutions have beerfeafted by
emigration, but theural aeas have been li@st hit and a being
sered by un- or undeqgualified health stéf The situation is much bet
ter in urban aras which have alteative souces of medical healthoar
in the fom of private health institutions. Besided$aning better setices
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to patients, albeit at a higher fee, the private health sector alddgs

an escapeoute for the dissatisfied public health sectaf@ssionals

who find the salaries fefred by the public sector unattractive. In fact,
the migration of health pfessionals to the private sector has been
viewed as parally responsible for the decline in the quality of health
care sevices dered by the public sectoFhe agument might be made

in the context of massive out-migration that this “safety valve” does at
least keep medical pfessionals in the coumtiProfessionals (especially
nurses and junior doctors) who have failed to move to the private sec
are engaged in patime work in the private sector anceasften
exhausted by the time they attend their shifts at their health institu
tions.

The overall pictue of health pofessionals employed nationally has
been one of decline. Notwithstanding the fact that healfiagsionals
have been moving to the private sectdhers have chosen temain
in the public sector for a number efisons. The findings suggest that
some pofessionals arusing private sector employment as a stepping
stone to obtaining the funds for phbasing aifares befoe moving over
seas. It has been obsed that the United Kingdom is the major desti
nation for Zimbabwean trained nurses and plaaists, while doctors
have mostly migrated to Botswana and South Africa.

The poblem of HIV/AIDS has been highlighted especially in as far
as it impacts on the workload of healtbfpssionals. The disease has
added to the strain experienced by healtfiegsionals due to its ab-
ic nature. Howeverwhat is paticularly worying is the fact that some
health pofessionals, especially those workingunat aeas, allege that
their health institutions wernot taking adequate measito potect
them from the risk of contracting HIV/AIDS. Hence, a combination of
heavy workloads and lack ofqtection have acted as a push factor for
the migration of health pfessionals &m the disadvantaged paiof
the county.

The study also assessedremt govenment policies aimed agtain
ing health pofessionals in the countrand found them to be lgly
ineffective. For instance, initiatives to attract healtbfggsionals to
maiginal (rural) areas a not yielding the desd efects as the pfes
sionals consider them inadequate. The loopholes in some of thatcur
policies have also been exposed. Ehisrclearly a need to draw up poli
cies that ar efective in retaining curent staf and re-attracting emi
grants. The findings of this study will hopefully positively aid palicy
makers in making infoned policy decisions which would alleviate the
plight of public sector health piessionals.

The high emigration rate of Zimbabwean healtbfgssionals makes
more uigent the need for the adoption obper emedial solutions.

31



MEDICAL LEAVE: EXxoDUS OF HEALTH PROFESSIONAL$ROM ZIMBABWE

However it needs to be acknowledged that migration, like globalisa
tion, is an integral component of the demn world. A county can no
longer be isolated ém global events and skilledgfessionals & no
exception. Hence, govenents need to work multi-laterally in the for
mulation of policies that can manage thecess.

The most impdant push factors identified in the studg aplitical
and economic factors. Hence, solving theenirpolitical poblems fae
ing the county is the first step towals nomalising events. The cugnt
problems facing Zimbabwe have dgly been a function of the political
events that occrad in the late 1990s. The alleged absence ofullee r
of law in the counyr saw donor suppbdwindling, leading to the cur
rent foreign curency shatages. Futhemore, lack of intenational sup
port for the govenments agrarian grgramme (coupled with dught in
the 2002/03 season) saw the copstfoa base declining. Faloscacity
in the shops ha®sulted in a high cost of living, leaving mosbies
sionals stuggling to suvive. Curently, the impasse between thdimg
and opposition pdy threatens to worsen the situation, as inflatiort con
tinues to rise. Solving the political crisis will go a long way taisar
kick-staiting the economy ane&storing namality in the county.

Economic factors wercited as the majoeasons for the migration
of health workers &im the public sectoWithin the county, the
salaries ofered in the public sector arfar below those fefed in the
private sectarThis imbalance in sakalevels has acted as a pull factor
for the piofessionals employed in the public sectorthis egad, it is
recommended that the gowenent look into the sakarstiuctures of
health pofessionals so as tedrss this anomalyOnce the mfessionals
move fom the public to the private segtitris easier for them to
engage in long-distance migration.

Public-to-private sector migration of health workers closely coagpar
to the wral-urban drift of skilled health pfessionals. Owing to a wide
range of factors, health giessionals have found conditions in theat
areas unattractive. Thus, conditions need to beodrgd for health
workers employed inural aeas. In this vein, the govenent should
introduce economic (monetgrincentives to help lar health pofes
sionals to such locations. Altetively a pogramme can be put in
place that allows newly trained giessionals (including nurses) towser
their perial of bonding in ural health institutions.

It is recommended that the govenent and its parers develop a
culture of recod-keeping in health institutions.dper policy pescrip
tions can only be déred in the pesence ofaliable data soaes. The
biggest obstacle in theseach process was encourgerin collecting
guantitative data. The MoHCW did not have up to dedewnts, and
data for categories such as phacists and dentists was not available.
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Hence, a national database has to be set up wiiclles details of
health piofessionals employed nationally in all health institutions. All
the health institutions could bequied to submit figues annually to
feed into the database. Such imh@tion would help policymakers to
monitor tends in each of the categories of health workers as well as
assisting in identifying poorly-stiEd health institutions.

Lastly, the plight of health workers needs to be examined in detail.
While poor salaries might be one of the factors leading to the migratic
of health pofessionals om the public sectptheir working conditions
also need to be impved. During the eseach pocess it emged that
some of the health pfessionals work in a climate of fear of contracting
the deadly HIV/AIDS vius. Hence, mar pieventive meas@s should
be taken toeduce the stiss associated with the fear of expesoir
health professionals to HIV/AIDS. fitective clothing has to be made
available to health pfessionals at all times so as &mluce their risk of
contracting the disease.

In conclusion, the migration of skilledgfessionals fom the countr
needs to be adeksed as a matter ofgency Arresting the cuent lev
els of skilled health mfessionals’ migration &m the counir should be
one of the major goals of the gomarent. It needs to be appiated
that a well-developed humaesouce base is agrequisite for econom
ic growth and development. Thus, tleseach calls for the adoption
and the implementation of an integrated policy that will seectiee-r
tion of skilled health mfessionals in the countrso that national goals
and aspirations can be achieved.
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