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Preface

During the first semester of the 2007-2008 academic year at the HEBO, I fulfilled a five month internship at the EU Coherence Programme in Brussels. A long term project of the Evert Vermeer Foundation
(EVF) in cooperation with CONCORD Europe (the federation of all European development NGO’s). The EU Coherence Programme was established when it became obvious to the EVF that some European policies (for example in the fields of fisheries, agriculture and international trade) have a negative effect on developing countries and thereby contradict with European development objectives. To increase the effectiveness of European development cooperation policies, the EVF and CONCORD found it necessary to place policy coherence for development higher on the agenda of European decision-makers. 

My work at this ‘political NGO’ gave me a lot of insight in European policies and their effects on developing countries. My daily activities existed of monitoring the European Parliament on its efforts to tackle incoherent policies with a bad effect on developing countries. I also took  part in the lobbying process and attended several debates, parliamentary commissions’ meetings, consultation meetings of the EU Commission and the annual European Development Days which were held in Lisbon. 

Several times it appeared to me that the issue of migration from developing countries was often stressed as one of the key challenges to the EU in the near future. Apart from the issue of  illegal migration of Africans to southern European countries, the outflow of highly skilled workers from developing countries to the richer world, also referred to as ‘brain drain’
, is seen as an important burden for development. In the first report of the European Commission about Policy Coherence for Development, Commissioner for Development Louis Michel points out in the introduction that sometimes EU policies create undesired effects, such as on migration: “fewer than 10% of Zambian doctors trained in their home country still practice there today, with the consequences that implies on the health sector” (EC PCD report, 2007). In November last year during a panel debate, which the EU Coherence Programme partly organized, Louis Michel again stated that the main elements and at the same time challenges of EU Policy Coherence for Development is labor-division, migration and ‘brain drain’. Migration is one of the 12 key policy areas which the European Commission has set in order to improve the synergies between those areas and the EU’s development objectives. 

While working for the EU Coherence Programme I started gathering information on EU policies concerning this issue. I often heard the debate about ‘brain drain’ being linked to the recent Commission proposal for an EU ‘Blue Card’, an easier to gain working permit for highly skilled people migrating to EU member states. These developments made me curious about which EU migration policies exist and whether they are conflicting with EU development policies for Africa. Eventually, I decided to make this curiosity the central topic of my bachelor thesis. 
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Introduction

“While Africa has 10% of the World population, it bears 25% of the global disease burden and has only 3% of the global health work force” (Africa Health Strategy, 2007-2015,p.4). This quote gives a good introduction to the problem of the human resources for health (HRH) crisis in Africa, the continent facing the greatest shortages of health workers (EU Strategy for Africa, 2005,p.3). While the density of health workers per 1000 of the population in Africa is 2.3, in Europe the density is 18.9. The main consequence of undeveloped health sectors in Africa and at the same time one of the main causes of the shortages of health workers in Africa is the growing trend of the international migration of highly qualified health personnel, the so called ‘brain drain’ phenomenon. Some African countries have more health workers residing abroad than in their home country. 

The EU has been a major destination for highly skilled immigrants from Sub-Saharan countries, most of them residing in France, the UK and Germany. Poor working conditions and low remunerations are important reasons for health workers to immigrate to other wealthier countries offering better working conditions. However, a more controversial pushing factor for immigration is the active recruitment of health workers from Africa, mainly done by private recruitment agencies from the UK . 

Meanwhile, the EU is making its first steps towards a Common EU Migration Policy. With the adoption of the Lisbon Strategy, the EU has set the goal to become the World leading knowledge-based economy. More economic growth and more and better jobs are needed to meet the Lisbon ambitions. However, the EU population is ageing, and the gaps in the labour market cannot not be filled by EU citizens only. Therefore, the European Commission has recently proposed a directive for a new residence permit for third-country nationals called the EU ‘Blue Card’. The Blue Card will be given easier access for highly qualified workers to the EU labour market and gives possibilities to obtain a long-term residence permit. 

The African Union has expressed its concerns about the EU Blue Card, since it will attract highly skilled people from African developing countries and does not make provisions to leave out vulnerable sectors from the scheme (African Union, workshop brain drain, 2008,p.7). 

Furthermore, the EU is a major donor of development aid to Africa and has recently increased the budget for development cooperation in order to meet the Millennium Development Goals (MDGs). Besides that the EU holds strong ties with African countries on development cooperation issues, the EU also wants to promote Policy Coherence for Development (PCD), a pursuit to increase the coherence of EU policies in order not to create policies that have a negative effect on developing countries and contradict with EUs development objectives. 

The central question 
With these acknowledgements, the central question to be examined in this thesis is:

Are EU migration policies contradicting with EUs development objectives aiming to tackle the problem of brain drain in the African health sectors?
This thesis will examine this question by first looking at the size of the problem of brain drain in the African health sector in chapter one. The chapter will also include answers on the question what the reasons are for the migration of health professionals from Africa and what the consequences are for the African health sectors.

Knowing the actual problem and the part which the EU has as an important destination for African health workers, in chapter two we will look at how the EU has integrated the human resources for health crisis in Africa in its development aid instruments and which commitments it has made for the future. To understand the current partnership of the EU and Africa better, the chapter will also outline the historical developments of EUs development policies for Africa. 

After examining these efforts made by the EU on development cooperation level, in the third chapter we will be critically looking at EUs migration policies that aim to attract skilled people from abroad and how they possibly affect the brain drain in the African health sectors. This chapter will as well first give an outline of how the EU has come to the point to develop common EU immigration policies and how it wishes to connect these policies with development issues. 

Most of the information used for this research is based on electronic desk research, which is the most effective way to obtain EU legislative documents and other EU informative documents or websites on EU policies. Quantitative data has also been used to base some findings on and has mainly been found by using online databases and academic electronic information systems. These online databases has also been used to obtain articles and opinion papers. Field research in the form of a personal interview and the attendance and participation in a debate has helped to create a personal opinion on the subject and to form conclusions and recommendations. 
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Introduction

The first question raised when starting the research on this issue was a very basic one. Is the number of skilled workers emigrating from Africa of a negligible size or do we not worry enough about the number of skilled workers leaving their home countries? In this first chapter we will try to define the actual dimensions of the outflow of African health professionals to the EU. It is also desirable to first look at the total migration of high educated African people to get an idea of the share that health workers hold in the total migration of skilled people from Africa. To understand the impacts of the migration of health professionals on the community in the home country, the main motives for migration and the possible consequences of it will also be given. 
1.1 The migration of high educated Africans

To find data on migration rates of highly skilled people in Africa is very hard. For the simple reason that there is no uniform system of statistics on the number and, also important for this research paper, on the characteristic of migrants in the world, however few research centers and international organisations made small studies (Carrington and Detragiache, 1998, p.1). The research department of the International Monetary Fund (IMF) did a research led by Carrington and Detragiache on the question: how big is brain drain? The results were published in 1998 and are often cited in articles on the brain drain phenomenon. Their research presents emigration rates from 61 developing countries to OECD countries. Their data (mainly dating from 1990) mainly derived from U.S. census sources, the OECD and another researches on educational attainment by country. Another significant research published in 2004 was done by F. Docquier and A. Marfouk on the international mobility of skilled workers between 1990 and 2000 with support of the World Bank. The migration rates in this newer research are partly based on the IMF’s research, however this research covers a larger amount of countries and evaluates the changes between 1990 and 2000. The conclusions in this chapter will be based on these above mentioned studies. 

First, it is worthy to take a look at the following map for a quick overview on the percentages of immigration of high educated migrants which corresponds with the results of the studies mentioned above. Published by the Organisation for Economic Co-operation and Development (OECD), this map shows the share of a country’s nationals with a university degree living in (other) OECD countries. 
                [image: image2.jpg]
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One can immediately understand from this illustration that the African continent covers most countries from which a high percentage (over 20%) of high educated people have left to live in richer states. It has to be mentioned that no African country is a member of the OECD and that this international organization brings together countries which are committed to democracy and the market economy, which are at present thirty relatively rich countries in total (such as the UK, U.S., 20 EU member states, Japan etc.)(OECD, About us). 
Results from Docquier and Marfouk’s study indicate that skilled workers in African countries - in their database mentioned as ‘migration rate – tertiary education’-  are much more concerned by international migration
. An average of 23.0% of African immigrants were tertiary educated in 1990 and 31.4% in 2000, whilst the proportion of highly skilled workers in African countries was 2.2% and 3.6% in 2000 (Docquier and Marfouk, 2004, p22). Looking at the world-wide average of emigration rates of skilled workers the number only increased by 0.75%. However, it is Western, Eastern and Central Africa which suffered from severe brain drain with increases far above the world average. Mozambique (+23.8%), Equatorial Guinea (+29.7%), Mauritania (+19.6%), Angola(+18.4%) are among some other countries the ones which show the highest increase of brain drain between 1990 en 2000 (Docquier and Marfouk, 2004, p22).

It might not be a surprise that the highest brain drain increase can be seen at the less developed countries. Between 1990 and 2000 the stock of skilled immigrants in OECD countries increased with 64%. It is a worrying fact to know that the strongest rise among those immigrants can be found at those coming from less developed countries, especially from Africa (a rise of 113%) (Docquier and Marfouk, 2005, p3). 

With regards to the role of the EU as a destination for skilled African migrants, In 2005 Docquier and Marfouk publish more calculations and information on the destination of skilled migrants in 1990 and 2000 (IZA, 2005, p.10). The results for Africans with a destination in the EU- 15 in 1990 and 2000 are put in table 1 and 2 
. We can conclude that the EU, for most of the African regions, holds a large share as a destination for high educated African emigrants, often close to 50% and for Middle Africa even further above. 

Table 1. Main destination of skilled emigrants from Africa by region in 1990

	Situation

In 1990
	Stock of skilled emigrants
	
	Percentage

living in the EU-15
	Percentage living in the UK
	
	Percentage living in Germany
	
	Percentage living in France
	

	Africa
	651916
	
	45.0%
	17.3%
	
	2.8%
	
	12.3%
	

	Eastern Africa
	178901
	
	44.1%
	33.3%
	
	1.5%
	
	3.9%
	

	Middle Africa
	41839
	
	77.1%
	5.1%
	
	1.4%
	
	27.6%
	

	Northern Africa
	242710
	
	48.5%
	4.6%
	
	4.5%
	
	21.2%
	

	Southern Africa
	64118
	
	29.1%
	25.8%
	
	0.5%

	
	0.6%
	

	Western Africa
	124348
	
	36.8%
	18.7%
	
	2.9%
	
	8.0%
	


Table 2. Main destination of skilled emigrants from Africa by region in 2000
	Situation

In 2000
	Stock of skilled emigrants
	
	Percentage

living in the EU-15
	Percentage living in the UK
	
	Percentage living in Germany
	
	Percentage living in France
	

	Africa
	1387966
	
	42.6%
	18.5%
	
	3.0%
	
	15.1%
	

	Eastern Africa
	347379
	
	43.8%
	31.1%
	
	1.4%
	
	4.6%
	

	Middle Africa
	96994
	
	72.6%
	6.6%
	
	3.9%
	
	28.0%
	

	Northern Africa
	445718
	
	52.7%
	5.4%
	
	4.7%
	
	30.7%
	

	Southern Africa
	171397
	
	31.1%
	27.2%
	
	0.4%
	
	0.5%
	

	Western Africa
	326478
	
	40.2%
	21.9%
	
	3.3%
	
	8.8%
	


1.2 The migration of African health workers
1.2.1 facts and figures

As mentioned in the previous section, the lack of a universal standardization of  migration statistics makes it hard to research migration flows; especially those from developing countries where registration of immigrants is not always consistent. In that case, the researcher is depended on the receiving country’s information systems. Although the EU registration systems seem more reliable and transparent, it is still difficult for researchers to create compatible databases because of the differences in migration procedures (think of work permits, labor registration etc.) between countries (Bach. S, ILO, 2003, p.3). Therefore specific information about the characteristics of migrants and their profession is still scarce. 

Fortunately, in August 2006 the Centre for Global Development (CGDEV) has made a new database of health professional emigration from Africa available to the public. In their database numbers of physicians and nurses are presented who were born in an African country and now reside in one of the nine receiving countries included in this research. For this database the researchers made use of censuses of nine most important destination countries for African health professionals. The censuses were used in order to obtain information on the number of physicians and nurses living in each of these destination countries at time of the most recent census (CGDEV, 2006,p.7). Censuses are usually held every couple of years and in this research they date back from 1999, 2000 and 2001. The researchers combined the census data with statistics for the number of physicians and nurses who live and work in each African country. The complete results can be found in the tables in appendices 3 and 4. 

The first conclusion we can make on the information given in this database is that France, Great-Britain and Portugal are the three major destinations in the EU for  professional African health workers (in this case physicians and professional nurses). It is also proven that apart from the US, the five EU member states which were researched are the most popular destinations. Of the total number of African physicians living abroad 69.1% resided in the EU-15 in 2000. The percentage of  the professional nurses who resided in the EU-15 around 2000 is 64.2% 

Furthermore the rates of the African professional health workers not living in the country of origin are higher for countries in the Sub-Saharan region. The same countries which were cited in the previous section with a large outflow of high educated people, these also have the highest number of health workers abroad of which the biggest number often in an EU country. For example, Angola, 70% of Angolan health workers resided abroad of which the highest number in Portugal (2.006). Equatorial Guinea, 63% abroad, almost all lived in Spain. Mozambique, 75% lived abroad of which far the highest number in Portugal. Malawi, 59% lived abroad, almost all of them in Great-Britain. 

1.2.2 Motives for migration

The motives for African health workers to migrate is often explained in terms of a combination of several ‘pull and push factors’. Push factors occur in the country of origin whereas pull factors in the country of destination, both factors contribute to the persons choice to migrate. Although pull factors often attract health professional migrants unintentionally, think of ageing populations in the recipient countries, economic changes, the use of a common language and national migration policies (Dovlo, 2003, p.4), sometimes certain actions by recipient countries are taking place to deliberately attract health professionals from a country (see section 1.2.4).

The WHO’s Regional Office for Africa published a synthesis report in 2004 based on interviews and surveys about the migration of health professionals in six African countries. The push factor which have been most cited is the low wage the health workers in African countries receive. As a consequence the health workers are unable to afford basic life necessities left alone building up a pension. Lack of continuing education and training opportunities, the high risks and the amount of work, lack of proper equipment which the health professionals have been trained to work with and the social and political instability of their country are all important factors for migration (WHO Regional Office Africa, 2004, p.18). These deficiencies in the country of origin can automatically be translated and seen as pull factors in the country of destination, from which the health professional can benefit when migrating. The report also gives evidence that there are similarities on the reasons for intention to migrate and the actual reasons for emigrating. The graph in appendix 5 shows that the reasons for intention to migrate are the ones as described above, lack of promotion, bad living conditions and gaining experience. The reasons (more reasons were given per respondent) to actually emigrate were similar; in Ghana for example to gain experience (86%) and despondency (86%). In Uganda the major reason was the desire for a higher salary (72%) similar to the Zimbabweans who also gave economic reason 55%). A remarkable other reason was seen in Cameroun where 28,6% answered recruitment to be a major reason for migration.  

1.2.3 Consequences and impacts on health and development

The large outflow of health workers has many consequences for the quality of health care in developing countries. The working conditions of the health workers who remain are affected by the loss of their colleagues. As the ratio of patients per nurse or doctor increases, the workload of the health workers consequently does too, which can lead to inadequate care given to patients (WHO Regional Office Africa, 2004, p.57). In order to fill the vacancies of health workers some countries and health centers put in non-qualified personnel who work beyond their scope of practice which as well results in a decline of the quality of health care (WHO Regional Office Africa, 2004, p.58). The study of the WHO Regional Office Africa also shows that the emigration of high skilled workers also has negative effects on the equal distribution of health care in a country. “Marginal and disadvantaged areas such as rural areas have been worst affected, as the skilled workers tend to shun such areas” (WHO Regional Office Africa, 2004, p.58). The World Health Report of 2006 stated that “When a country has a fragile health system, the loss of its workforce can bring the whole system close to collapse and the consequences can be measured in lives lost. In these circumstances, the calculus of international migration shifts from brain drain or gain to ‘fatal flows’ (p.101). 

Furthermore, if so many health professionals, educated in their country of origin at public expenses, leave their country and region to live for example in EU Member States, their migration is also a financial and social loss for the investments in education their country made. For example, it is estimated that it costs $27.500 to train a doctor in Uganda, financed with government money (WHO Regional Office Africa, 2004, p.59). Another estimation states that the UK has saved about £65 million training costs by recruiting Ghanaian doctors which caused of loss for Ghana of about £35 million of training investments (The Lancet, 2008, vol.371, p.3).  We can therefore carefully state that developing countries are staffing the health sector in richer countries on their costs, a situation which has been referred to as a ‘perverse subsidy’, “a flow of resources from the poor to the rich” (Medact, 2005, p.31). 

Moreover, the migration of educated people from developing countries is often viewed from a positive perspective because of the remittances the emigrants generate, in other words, the money which they sent back home after migration. Remittances are seen as the positive feature of migration from developing countries because it is known that they exist of billions of dollars each year. In 2007 for example, the remittances flow to developing countries was estimated to reach $240 billion (World Bank, 2007, no.3). However, one can doubt the impact of remittances on development in Africa. Only 4.5% of the total remittances to developing countries had a destination in Sub-Saharan Africa, which is by far the smallest share (World Bank, 2007, no.3). Moreover, remittances are private expenditures and it depends on the households how they are spend. Therefore remittances can be effective to reduce poverty and increase the purchasing power for basic needs, but it is doubtable that they contribute to investments in urging sectors (A. de Ruiter, personal debate, 2008)(Medact, 2005, p.33).  

1.2.4 International recruitment, the UK case

The international recruitment of health workers has long been the practice of many developed states used as a ‘remedy’ to reduce the shortages of health employees in their national health sectors. An ageing population and low numbers of enrolment and graduates in nursing and medical schools are factors leading to these shortages of health personnel in European countries. The figures on the migration of health workers as outlined in the previous sections and the tables in appendices 3 and 4, show that the UK is a major receiving country of health workers from Africa.  The UK,  compared to other EU countries, had a low ratio of nurses per 1,000 population, which was a 4.5 ratio according to the OECD in 2001(Buchan, 2002, p.7). When taking office in 1997, the new Labour government increased the budget allocated for the National Health Service (NHS) sharply to improve UKs health sector. However, we do not know for sure if this was a reaction to the enlarging gap between the UK health system performance and the average for other European Union countries, or if it simply “reacts electoral expediency” (Ellison, Pierson, 2003, p.194). The government had also set targets to increase the number of nurses and doctors. One of the strategies to meet these targets was chosen to be recruitment from international sources (Pond, McPake, 2006, p.2). In 2001, the NHS launched an international advertising campaign to attract foreign-trained general practitioners and consultants. The UK did recognize the bad effects of recruitment for some countries’ own health crisis and set up guidelines for ‘ethical recruitment’ in 1999. These guidelines were replaced by a Code of Practice in 2001 which forbids NHS employers to actively recruit in developing countries, unless the UK has an international agreement with the source country (Buchan& Dovlo, 2004, p.15).  The effects of the global advertising campaign reached its targets and the strategy of international recruitment commenced in the late 90’s seemed to be successful to the UK as well: by 2003 the number of foreign-trained physicians had doubled whereas the number of those educated in Sub-Saharan Africa tripled. In 2003 a number of about 3000 African physicians and 3500 African nurses were registered in medical councils in the UK (where registration to these councils is compulsory) (Pond & McPake, 2006, p.3). The rise in the numbers of African health workers registered in the UK can be explained with the fact that the Code of Practice of the NHS does not prevent active recruitment of private recruitment agencies from developing countries for the private health sector in the UK (Buchan & Dovlo, 2004, p.17). Other explanations for the increased number of African registrants could be that earlier recruitment policies have an continuous effect on the migration flow or that registrants had first applied for education and training in the UK and after that became active in the health sector. These explanations do not disclaim the fact that international recruitment from developing countries in Africa still takes place by private recruitment agencies. 

Conclusions
Although figures of recent, up-to-date migration flows from Africa to the EU are lacking, different sources tell that the brain drain of health workers from Africa and the needs for more health personnel in the continent is still high. The EU is the major destination for African health personnel in particular some member states, such as the UK, France and Germany. The aging European population and the shortages in the European health sectors are important pull factors for potential migrants. Low salaries and bad working conditions are the pushing factors for African health workers to migrate to developed states. UKs private recruitment agencies operating in Africa also contribute to the migrants decision to leave his/her country of origin, since they contribute to the pulling factors very strongly. Consequently, the African health sector suffers from even larger shortages of health workers - with all its consequences - and public investments in education and training of health workers are lost. 
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Introduction

Now that the brain drain phenomenon in the African health sector has been sketched and defined as a serious problem for health and development in the continent, we can now take a look at which development policy goals the EU has set to tackle the issues and to improve the crisis of the health workers in the health sector in Africa. In this chapter the historical developments of the EUs development policy will be lined out for a better understanding of the core elements of EUs current development policies and relations with Africa. These general developments will be followed by looking at the actions on the policy making level taken by the EU to tackle the health worker crisis in Africa and at last information will be given on how these policies are implemented through the development funds and instruments.

2.1 The historical development of EU development policies

The very first principles of the relations between the EU and developing countries are based on provisions of the Treaty of Rome (Part four AOCT, art.131-136) which stated that non-European countries and territories with “special relations” with EEC member states were allowed to become associated with the EEC to enhance the social and economic development of these countries and territories to an extent that they aspire. Unsurprisingly, the countries with “special relations”, which were listed in an annex to the Treaty, were (former) colonies of the Community’s member states of which most among them were French-African (Dinan, 2005, p.549). The Treaty also provided for the creation of the first European Development Funds (EDFs) which were implemented between 1958 and 1963 to execute the financial and technical aid to African countries. 
2.1.1 The Yaoundé and Lomé Conventions
Following up the articles in the Treaty of Rome, the Yaoundé Convention was the first convention between the ‘associated states’ and the EEC to be signed in 1963. In fact, it was an agreement between the six EEC member states and eighteen former francophone colonies, known as the Associated African and Malgache Countries. The Convention aimed to give commercial advantages, such as duty- and quota-free export, and financial aid generated by the second EDF. Six years later, in 1969, Yaoundé II was signed and else than a ‘refill’ of a third EDF (of 1 billion ECU) the second convention had little changes to the structure and instruments as set in Yaoundé I (Rhodes, 1998, p.130). Apart from all the financial aid, an important fact was that the Yaoundé Convention showed that the EEC now recognized the sovereignty of the associated states, which were called by the Treaty of Rome, Overseas Countries and Territories (OCTs). 

After the first enlargement of the EEC in 1973, the accession of the UK and its ties with the Commonwealth developing countries widened the scope for EEC’s development objectives and commenced the first Lomé Convention signed between nine EEC member states and forty-six African, Caribbean and Pacific (ACP) states in 1975. The major objectives of the Lomé Convention -which was renewed and renegotiated four times with the accession of new EC member states and ACP countries until 1990-  were the promotion of EC-ACP trade, agricultural and industrial developments, extra aid for the least developed countries (LDCs) and support for regional cooperation (Cowles& Dinan, 2004, p. 276). 
Recessive economic developments on the world market in the 80’s, a new world order in the 90’s and the awareness that Lomé did not succeed in restructuring the economies of the ACP states, made both the EU and ACP countries rethink the existing forms of development cooperation. 

The dissatisfaction about the effectiveness of the Lomé Convention led to a new comprehension of development cooperation as included in the Maastricht Treaty in 1993. In the Maastricht Treaty a new Title was inserted called ‘development cooperation’ which stimulates the Community’s policies in the area of development cooperation to contribute to the objectives of “developing and consolidating democracy and the rule of law, and to that of respecting human rights and fundamental freedoms” (Chapter 3,Title XVII, art.130u) (Dinan, 2005, p.549). A review of the Lomé Convention in 1995 also reflected these additions to this wider development cooperation understanding. The expiration of the Lomé Convention in 2000 brought the parties the opportunity to debate the future of the EU-ACP relations (DG Dev, Cotonou Agreement, Introduction).
2.1.2 The Cotonou Agreement
What the EU had learned most from the twenty-five years of Lomé Conventions, was that the effectiveness of development cooperation depends on the political and institutional organisation of the partner country (DG DEV, Cotonou Agreement, the need for change). In 2000, the EU and seventy-nine ACP partner countries agreed on a new partnership which would be much different from its predecessor. The Cotonou Agreement would contain separate Economic Partnership Agreements (which came into force in January 2008) with groups of countries in a region who have similar economic positions and structures, unlike the less successive Lomé Convention which embraced all ACP participant countries with different levels of development resulting in less effective economic partnership. 

The Cotonou Agreement furthermore stands on five pillars combining politics, trade and development.  These five pillars are: a comprehensive political dimension, participatory approaches, a strengthened focus on poverty reduction, a new framework for economic and trade cooperation, a reform of financial cooperation (DG DEV, Cotonou Agreement, the five pillars of the partnership). Without looking at these pillars much deeper, we can conclude that they generally aim at reaching development and poverty reduction in the ACP countries by integrating them to the global economy by promoting free trade. However, they also set conditions for participation and sanctions if democratic principles and human rights are not respected. Good governance therefore became a fundamental element in the Cotonou Agreement. In terms of financial aid, the financial cooperation pillar sets principles for aid, to be given in the form of budgetary aid and sector programmes so that aid can contribute to the countries’ own policies (DG DEV, DEV, Cotonou Agreement, the five pillars of the partnership). The Cotonou Agreement will provide the general framework for the EU-ACP relations for a period of twenty years and will be reviewed every five years.  

2.1.3 The European Development Fund (EDF)

As mentioned earlier, the Treaty of Rome provided for the creation of an instrument managing and providing aid of the Community for development cooperation. The EDF finances aid under the Cotonou Agreement and aid to other OCTs. The EDF  is funded by the Member States and does not belong to the general budget of the EU, despite some recent pressure from the European Parliament to do so. The EDF is managed by a special committee and has its own financial rules. It is important to notice that Member States also have their own bilateral agreements and initiatives with developing countries which are not funded by the EDF (Scadplus,2007,EDF).

2.1.4 The European Consensus on Development

Partly because of the reason that Member States have their own development policies and initiatives and partly because the EU is committed to meet the Millenium Development Goals (the universal UN development goals for 2015), the EU felt the need for a general framework of common principles between the EU and its Member States. Therefore, in December 2005, for the first time in Europe’s cooperation, the Member States, the European Parliament and the European Commission signed a joint statement in which they agreed on objectives and principles to which they will adapt their development policies. With this increased harmonisation of the Community’s development policies, the European Consensus on Development aims at increasing the effectiveness of the EU’s development aid (Europa Glossary, 2007, the European Consensus on Development). The joint statement sets policy areas on which the EU and its Member State will mainly concentrate. Next to trade and regional integration, rural development, water and conflict prevention are some of the policy areas defined as EU ‘common’ development cooperation. 

The policy area of human development and social cohesion and employment is particularly interesting for this chapter as it raises education and health issues. In the joint statement, the EU makes clear that it finds improving health and education essential for fighting and reducing poverty in developing countries (p.27). Investing in people, promoting gender equality and equity is in line with the MDGs and improves people’s lives. The joint statement then states that the Community will also address the “exceptional human resource crisis of health providers, fair financing for health and strengthening health systems in order to promote better health outcomes, making medicines more affordable for the poor” (EU Consensus on Development, 2005, p.27). Under this same section, the Community states that it wants to better link sector and budget support to strengthen the MDGs progress and to ensure adequate funding for health and education. Education should be for all and the participation of regional initiatives for education will be supported by the Community (EU Consensus on Development, 2005, p.27).

2.2 Policy Coherence for Development 
A remarkable part of the European Consensus on Development is the section on the EUs political commitment  to advance Policy Coherence for Development (PCD). In this section of the Consensus the EU acknowledges that it is important that non-development policies “assist” developing countries in achieving the MDGs. Under the name Policy Coherence for Development, the EU “shall take account of the objectives of development cooperation in all policies that it implements which are likely to affect developing countries” (EU Consensus on Development, 2005, p.12). However, Policy Coherence for Development is not an invention of the EU Consensus for Development, the EU has a legal obligation to guarantee PCD. The legal basis can be found in the Treaty of Rome and the Maastricht Treaty establishing the European Union. In the Treaty of Rome, in Title XX on Development Cooperation, Article 178 states that “the Community shall take account of the objectives referred to in Article 177 in the policies that it implements which are likely to affect developing countries”. In Title I, the common provisions of the Maastricht Treaty, Article 3 states that the EU “shall in particular ensure the consistency of its external activities as a whole in the context in the context of its external relations, security, economic and development policies”. The Article also states that the responsibility to ensure such consistency between the Unions policies lies at the Council and the Commission. 
To make the policy commitments on PCD a reality the EU Consensus for Development states that the EU “will strengthen policy coherence for development procedures, instruments and mechanisms at all levels, and secure adequate resources and share best practice to further these aims” (EU Consensus on Development, 2005, p.12). With the implementation of a Policy Coherence for Development working unit in the organisation of the Directorate-General for Development, the EU has indeed institutionalised its commitment to improve EU policies that contradict EU development objectives. 
This thesis in fact examines the Policy Coherence for Development aspect in EU migration policies that are aiming to attract highly qualified people from third-countries to the EU labour market. The EU has also put the subject of migration on the list of the twelve specific EU policy areas for which it wishes to enhance more coherence with EU development objectives
. In 2007, the first report of the PCD unit of DG Development was published. The report has been generated and based on the outcomes of questionnaires filled in by Member States on their activities to promote PCD. Therefore, we cannot use this report to know what the EUs accomplishments are regarding its migration policies that could affect the brain drain in the African health sector. In the report the Commission states that “the Community is taking important initiatives to counter the drastic skills shortages in the health sector in Africa, the risk of brain drain is still not always adequately taken into account in the design of EU Member States’ national migration policies” (PCD report, 2007, p.183). The Commission says that some issues of importance for coherent EU migration policies are on the table and will produce positive outcomes. Such as proposals for circular migration initiatives, policy action on making remittances transfers cheaper, faster and safer, and ideas for mobility partnerships (PCD report, 2007, p.184). In chapter three we will see if these ideas are playing a role in EUs migration policy plans.  
2.3 EU policy actions to tackle the human resources for health crisis in Africa 
In May 2005, before the European Consensus on Development, the EU had already officially recognized the problem of the health workers shortages in Africa in a Communication on the ‘European Programme for Action to Confront HIV/AIDS, Malaria and Tuberculosis through External Action’ which acknowledged “the lack of health workers in poor countries as a major barrier to progress in tackling the three diseases and to progress towards MDGs 4, 5 and 6” (EC COM 642 final, 2005, p.3). The European Council then asked the Commission to come with a new communication to respond on the health workers crisis. It is difficult to mark the beginning of the European Commission’s acknowledgement of the problem, but several policy statements and actions can be found in different sources in which the European Commission announces actions to tackle the problem.

2.3.1 A new Strategy for Action

As a reaction to the Council’s request, the Commission came with a new communication at the end of 2005 called the ‘EU Strategy for Action on the Crisis in Human Resources for Health in Developing Countries’. In it the Commission defines some actions that should be taken which can be divided into three levels of intervention: EU support at national level, at regional level and at global level.
At country level, the EU announces to support the implementation of national initiatives and strategies solving the human resources crisis in the country’s health sector. In each affected country the EU will point an EU lead agency to make sure that the human resources issue would be addressed in the national policy dialogue (EU Strategy for action HRH crisis, 2005, p.12).

At a regional level the EU wants to support the Africa Regional Platform to process a regional response on the human resources crisis and to advice decision-makers on developing policies for the problem. The EU also wants to strengthen the cooperation between the different regional bodies in Africa. The development of A Regional Observatory on Human Resources under the leadership of the WHO could provide information on the resources of human resources for a better and adequate response when there are shortages (EU Strategy for action HRH crisis, 2005, p.13, 14)

To give a global response on the human resource crisis, it would need a joint and collective responsibility to support such an EU response on the issue. The Commission states in this section that the EU should “show leadership in acknowledging and better documenting European recruitment of health workers from resource-poor countries at the same time as strengthening Europe’s internal training capacity” (EU Strategy for action HRH crisis, 2005, p.15). This statement is very significant because the European Commission recognizes here the impact of its Member States policies on the health workers shortages in developing countries. However, unlike in the previous levels of intervention, the Commission now only gives ‘possible actions’ that the EU “could include” (EU Strategy for action HRH crisis, 2005, p.15). The Commission writes that those specific actions, which the EU could include, are for example a Code of Conduct on Ethical Recruitment, to prevent active recruitment of EU Member States in countries “which indicate that they wish to better control out migration” (EU Strategy for action HRH crisis, 2005, p.16). 

Over the coming years the EU will face increasing shortages of health professionals of its own, about this issue the Commission says that it wants to promote better EU health workforce planning and find solutions within the Union. It also thinks that ‘circular migration’ in combination with health should be promoted and discussed. The EU will look at possibilities for transferable pension rights and temporary return programmes to facilitate such ‘circular migration’ (EU Strategy for action HRH crisis, 2005, p.17). 
2.3.2  European Programme for Action (2007-2013)
After the strategy was adopted in 2005, the European Council came with Conclusions on the strategy and stated that “Europe is committed to supporting international action to address the global shortage of health workers and the crisis in human resources for health (HRH) in developing countries” (EC COM, 2006, 870 final, p.2). As a respond to those Conclusions the Commission came with the ‘Programme for Action to tackle the critical shortage of health workers in developing countries (2007-2013)’. The actions to be taken at country and regional level, are similar to the ones described above in the strategy for action, however the focus here is often more specific on Africa. The EU obviously shows in the programme that it wants to strengthen the regional partnerships in Africa and discuss together how the human resources for health crisis should be addressed. At country level it will support capacity building initiatives such as expansions of the country’s training capacity. 

A good step forward in this Programme is that the actions on EU level, which the Commission formulated in the strategy, now became real plans instead of ideas for policies. In the Programme for Action the EU made promises for internal EU actions. Strengthening EU health workforce planning and promoting ‘brain circulation’ are the focus areas. In order to stimulate Member States to plan their health workforce better and find solutions within the Union, a European strategy will be developed that will cover issues such as monitoring, training, recruitment and working conditions, so that developing countries’ resources will not be exploit (EC COM, 2006, 870 final,p.8).

Two working groups have been given the responsibility to research and consider recruitment practice in the EU and will develop a set of principles to guide recruitment of health workers. The principles should both give a basis for recruitment in the Union as well as in third countries for which the principles will try to “minimize any negative impact on their health workforce” (EC COM, 2006, 870 final,p.8). For those health professionals who do choose to migrate, the EU will develop mechanisms and guidelines to avoid their migration to Europe to become a permanent settlement. With transferable pension rights and temporary return programmes the EU will support the ‘circular migration’ of health workers to the EU so that ‘brain drain’ can be turned into ‘brain gain’ back again (EC COM, 2006, 870 final, p.8). 

The actions at country and regional level in Africa will find a basis in the form of budget support aid covered by the development cooperation funds (we will look at them in the next section). Although the EU values the same responsibility for the actions that the EU will have to take internally as for the actions supported in Africa, they are different in a way. The internal EU actions will most probably feel less pressure from the third countries to be implemented than the initiatives that are said to be taken in African countries; after all, the EU finances the initiatives in African countries and internal actions on EU level are changes to the EU’s own practices. 

2.4 EU Development cooperation in practice
The previous sections have shown that the health sector in Africa is a priority area for policies of the EU. Better health contributes to the development of a country where the people, when being ill, are excluded from participation in the society. The EU recognizes the problem of the shortages of health providers in the African health sector and believes it should be addressed well. Moreover, we can understand from the European Consensus on Development that the EU sees the education of people as an important investment for development, and that an improvement of the health sector in Africa can be done through the education and training of health professionals. To see whether these policy statements can be found in the implementation of  EU’s development cooperation, a closer look will be taken on the allocation of current development funds and financing instruments for the problem of health workers migration.
2.4.1 Development Cooperation Instrument (DCI)
In the EU budget period of 2007-2013 some changes have been made to the rules of EU funding opportunities. The Directorate-General for Financial Programming and Budget hoped that the new rules and funds could improve the practical use for those working with the funds (DG Budget, New funds better rules). Therefore, the funds for external action instruments and so for development cooperation in the EU budget have been reduced from thirty to nine instruments financing EU external relations programmes. The DCI is the instrument for development cooperation which covers on the one hand geographical cooperation with non ACP states and on the other hand thematic programmes for all developing countries (DG Dev, Other budget instruments). One of these thematic programmes is the ‘Investing in People’ programme and covers the priority area of human development, social cohesion and employment of the EU Consensus on Development. The thematic program ‘Investing in People’ will, under the health pillar, mainly focus on the human resources crisis in health-care systems, which according to the strategy paper of the programme “significantly limits the ability of many of the EC's partner countries to provide sufficient, effective and equitable health-care services” (DCI, Investing in People, p.4). 

The DCI has allocated €1,060 billion to the ‘Investing in People’ program for the current period of which 55% will go to the Good health for All and 12% to Education, Knowledge and Skills areas. As part of the Good Health for All allocation the crisis of human resources in health gets €40 million, in comparison with the previous budget period this is a good step forwards because no allocation was reserved for this purpose in the period of 2003-2006. Because we cannot know which countries and projects have received funding at this early stage, we consequently cannot predict how Africa will benefit from this €40 million. We can only conclude that the EU has taken the issue of the health workers crisis in account for the current budget period of the Development Cooperation Instrument. 

2.4.2 The tenth EDF 
As stated in the first section of this chapter, the European Development Fund is an ‘historical’ intergovernmental fund, set up by the Community’s Member States to finance cooperation aid for the ACP states. It does not take part in the general budget of the EU and it has its own rules. For example, the tenth EDF covers the period of 2008-2013 and the regular budget of the EU, with its own development instrument (the DCI), started in 2007 and lasts until 2013 (DG Dev, Other budget instruments) . Both instruments have the same goals and priorities, as been defined in the European Consensus for Development. 

As a comparison, the DCI’s total amount counts €16,9 billion for the 2007-2013 period and for the period of 2008-2013 the tenth EDF amounts of 22,682 billion euro’s. Although the EDF does allocate the funds per priority area as well, it does not give specific information on how much is allocated for improving the health workers crisis in Africa exactly. From the budget details we can only see that under the area of human development, €314,9 million is allocated to health in African countries and €222,8 million for education (see appendix 5). 

However, the EDF works with Country Strategy Papers which are detailed agreements between the aid receiving country and the EU, in which the focal areas and the aid delivery modalities are described and agreed upon. For example, in the Country Strategy Paper of Zambia for the tenth EDF, the problem of brain drain is stated to be very “acute” and that “the retention of qualified and skilled nationals is a very serious problem, in particular in the health sector” (p.17). The Zambian Ministry of Health had established a Human Resources for Health Strategic Plan in 2005 which is currently being endorsed by the Zambian Cabinet. Under the ninth EDF an amount of €10 million Sector Budget Support was allocated for this plan resulting in  “more trained, motivated, equitably deployed health workers in public health delivery institutions” (EC, Zambia strategy paper 10th EDF, p.48). With the funds of the tenth EDF Zambia can further implement government initiatives to tackle the issue of migrating health professionals. 

Conclusions
The historical linkages of EU Member States with African countries explain the current relations the EU has with Africa. Africa is an important partner for the EU in terms of trade relations and economic partnerships and the EU therefore shows much devotedness to keep a strong partnership with Africa. Besides that development cooperation and aid from the EU comes with a strong feeling of historical responsibility for the well-being of the African countries and their people, the development of the African continent is after all beneficial for everyone. The human resources for health crisis that occurs in some African countries is therefore a big concern for the EU. The EU is committed to the Millennium Development Goals and has officially addressed the shortages of health workers as a burden to meet the MDGs concerning health. The EU also acknowledged the fact that it is responsible for many pull factors, making the EU a major destination for African health professionals. By taking actions to avoid active pull factors such as recruitment, the EU wants to modify its policies and practices to stimulate the return of African health professionals to their country of origin. By supporting the African regional political dialogue on the issue, and by giving budget support aid to national programmes designed to tackle the issue, the EU believes it will be able to improve the situation in the health sector of African countries. 
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Introduction
In the first chapter the problem of the migration of health professionals to the EU, causing critical shortages of health workers in the African countries, has been defined. In the second chapter we have been looking at how the EU tries to tackle this problem by creating development policies that address the issue and give a framework for development aid through budget support. As we could read in the ‘European Programme for Action to tackle the critical shortages of health workers in developing countries’ the EU also promised to make changes to its own practises, such as avoiding active recruitment by EU Member States and stimulating the return of health professionals. In this chapter we will look at whether EU migration policies are in line with the objectives of the EU to avoid brain drain in the African health sector or if they might strengthen the problem. First, the historical development of EU migration policies will be given, to understand the history of the current policy proposals. Second, we will look at which efforts have been made to bring the new EU migration policies more in line with EU development objectives. Finally, we will look critically at the first common EU migration policy proposal and how it has integrated EUs development objectives.   
3.1 Major historical developments

With the signing of the Single European Act (SEA) in 1986, the provisions for the free movement of persons, services, goods and capital in the EEC, as agreed upon in the Treaty of Rome, had been completed. The last obstacles for the creation of a single market without internal borders would be abolished by the end of 1992 (SEA, 1986, Chapter 2, section II, art.13). Prior to the Single European Act, France, Germany, Belgium, Luxembourg and the Netherlands didn’t want to await a European agreement on the free movement of persons and signed an agreement on the creation of a territory without internal borders, which became known as the ‘Schengen area’ (van Krieken, 2004, p.11). Towards 1992, the disappearing of the internal borders seemed to be inevitably linked with the control of the external borders of the European Community, which in fact became a common area for policies (Cram, Dinan, Nugent, 1999, p.247). When agreeing on a free zone for the movement of persons between all the Member States, a need was arising for common rules on the external borders to guarantee the security and safety of all Member States. 
3.1.1 The Maastricht Treaty (1992)
The needs for common policies to regulate the migration of people within the Community as well as asylum seekers from third countries, increased when Western European countries were trying to deal with an asylum crisis towards the 90’s.  Large numbers of asylum applicants, especially in Germany, and increasing transborder organized crimes gave ground for cooperation on a European level (Cram, Dinan, Nugent, 1999, p.248). In 1991, during a conference on treaty reform, the Luxembourg presidency proposed to add Justice and Home Affairs to the Community’s areas of authority. When these proposals were negotiated it was clear that no Member State wanted to transfer these rising Community issues totally to the Commission’s competence. Therefore, in 1992 the Maastricht Treaty established a European Union based on three ‘pillars’. The first, called the ‘European Communities’ pillar, included the provisions (as amended by the Treaty of Maastricht) of the three Communities: the European Community, the European Atomic Energy Community (Euratom) and the former European Coal and Steel Community (ECSC). The second pillar corresponded to a new Title added in the Maastricht Treaty on a Common Foreign and Security Policy (CFSP) and the third pillar to a new Title on the cooperation in the fields of Justice and Home Affairs (Dinan, 2005, p.566). The first pillar had a supranational character, policy areas under this pillar would be only initiated by the European Commission and acts of the Council would be subject to a qualified-majority voting. The second and the third pillars were policy areas to which Member States did not want to give full competence to the Commission. Asylum, the crossing of external borders and immigration belonged to the Justice and Home Affairs pillars and thus came under intergovernmental cooperation. 
3.1.2 The Treaty of Amsterdam (1997)
Under the Treaty of Amsterdam, in 1997, some changes to the here above described composition of the pillars were made. The most significant change was the communitisation (the transfer of policy matters to the first pillar) of the policy areas of asylum, visas, immigration and other policies related to the free movement of people. Initiatives on migration policies concerning third-country nationals would now be taken by the Commission and Member States would not have a veto right anymore. As for the decision-making process, the co-decision procedure was chosen to apply for the visas, asylum and immigration matters. Britain did not want to lose control over its own borders so it won an opt-out from the provisions in the Treaty of Amsterdam on these aspects concerning the free movement of people, followed by Ireland which wanted to keep a free area over travel with Britain (Dinan, 2005, p.570). It was after these provisions in the Treaty of Amsterdam that a legal basis was provided and real progress could be expected on the coordination of migration policies and later on the initiatives on a common immigration policy.
3.1.3 The Tampere Summit (1999)
Despite that on a legal basis all doors were open for new common policies on the areas which seemed so important to the Member States, it was difficult for the Council to reach agreements on the Commission’s proposals, especially on the rights of third-country nationals (Cowles, Dinan, 2004, p.168). The Council was only able to agree on common goals and targets which became an alternative approach to the immigration matters also called the ‘open method of cooperation’ (Cowles, Dinan, 2004, p.169). Other Member States which only wanted to participate in some aspects of the common policy goals, such as Britain, Ireland and Denmark,  held on to the idea of a ‘Europe à la carte’ (Cowles, Dinan, p.169). They could benefit from the advantages of the common goals on immigration, but would opt-out from issues that affected their national objectives too strongly. At the Tampere Summit in 1999, EU leaders wanted to show that they were still committed to their ambitions to develop common policies on the issues of immigration. One of the conclusions of the Summit on immigration from third countries with significance for this thesis chapter is that the first element of a Common EU asylum and migration policy was said to be the partnership with the countries of origin. Issues such as human rights, the political situation of the country and development aspects were to be addressed well. In the Summit Conclusions, the Union and the Member States were “invited” to contribute to a greater coherence of internal and external policies of the Union, as a key element of success of the common policies and to promote co- development in the Union as well as in the countries of origin (Tampere Conclusions, 1999, A.a 11). 
3.2 Migration and Development

In chapter two we could already read that the EU has defined several actions to be taken within its internal policies to tackle the problem of brain drain in the African health sector. In this section we will look more closely at what the EU does on decision-making level to make these ideas more concrete. As we could read in the previous section the Commission and the Member States had clearly shown at the Tampere Summit, that migration, and therefore their future policies on this area, are linked to development aspects of third countries. In the conclusions of Tampere, the Commission and the Council agreed that the coherence of EU migration (internal) policies and development (external) policies, could add to the success of the Community’s policy and the development of the countries of origin. 

With these conclusions in mind, the Commission published several Communications on migration in combination with development issues, in order to show the Commissions points of view. The recognitions made in Communications often develop ground for future policies. In 2002 for example, the Commission published the Communication ‘Integrating migration issues in the European Union’s relations with third countries’. Besides announcements made on the way that migration plays an important role in the EUs development policies, the Communication again identified the need for a Code of Conduct for public medical institutions to refrain from active recruitment of medical staff in Sub-Saharan Africa (EC COM 703, 2002, p.24)
What we can also conclude from this Communication is that the EU perceives migration from a positive perspective than merely as a negative phenomenon for developing countries. In the communication the Commission states that migration could add to the development of the countries of origin. The return, whether temporarily or permanently, of the immigrant to the country of origin should, according to the EC, be seen as a win-win situation. The migrant will go back with more experience and financial and social capital to give back to the country of origin, while it has also contributed to the Member States’ labour market and economy (EC COM 703, 2002, p.16). Therefore the Commission sees the return of migrants, or circular migration when the return is temporary, as the positive link between migration and development.  
In 2005, the Commission came one more time with orientations on migration and development in a Communication called ‘Migration and Development: Some concrete orientations’. In this Communication the Commission lines out detailed initiatives that should help to gain a positive result from migration for developing countries (EC COM 390, 2005, p.2). The Communication lists the following recommendations: 
Making remittances transfers cheaper, faster and more secure: by improving data and information on the size and destination of remittances flow new initiatives can be created. With a proposal for a directive on increasing the transparency of payment services, the costs of money transfers will become fully transparent to the sender. 
Fostering circular migration and brain circulation: by looking at the feasibility of measures to transfer pension rights and by ensuring the rights for residence in the EU after the immigrant had a temporary return to the country of origin, to make the choice to return more attractive. 

Mitigate adverse effects of brain drain in developing countries: by encouraging Member States to develop mechanisms to limit active recruitment, such as codes of conduct. Creating partnerships with health institutions in developing countries and create ‘share work schemes’ between professionals in the EU and in developing countries. 
Facilitating the involvement of diasporas in home country development: by encouraging Member States to set up ‘diaspora organisations’ which keep contact with minority immigrant groups, and involve those organisations in development policy making . 
These recommendations and initiatives could be effective and improve the positive impact of immigration on the development of developing countries, but they will have to be put in practice, preferably in time when EU migration policies are created, to avoid permanent brain drain. 
3.2.1 The Tripoli Summit (2006)

On Member State level initiatives have also been taken to debate on how migration could go together with development objectives. In November 2006, The Council of Ministers of Foreign Affairs and/or Migration from both the EU and African countries came together in Tripoli, to sign a Joint Africa-EU Declaration on Migration and Development. The Joint Declaration can be seen as a Communication from the African and EU Ministries delegations on common points that both parties support and will take into account in the making of policies. With this declaration the EU Member States show their political commitment to African states on the effects of the migration of Africans to the EU. In the fields of labour migration the main efforts which both parties have agreed upon are similar to the European Commission ones: support programmes to encourage the mobility of skilled immigrants between the host country and country of origin, create partnership between EU and African institutions to encourage the movement of skilled immigrants between host country and country of origin, encourage innovative instruments to enable countries of origin to benefit from skilled African workers resided in the EU (Tripoli Joint Declaration, 2006, p.8).
These activities of the Council and the Commission show that the issue of migration and development stand high on the political agenda (EC COM 390, 2005, p.2). There is a positive believe that the migration of skilled African workers can contribute to the development of African countries, “provided that appropriate policies are in place” thus the European Commission (EC COM 390, 2005, p.2). It is still vague though, how these initiatives and measures will be implemented and how the common EU migration policies, which the EU is currently proposing, will integrate these development aspects. 
3.3 Towards a Common Immigration Policy
Knowing the point of view of the EU on how it wishes to make development part of its migration policies in order not to increase the brain drain in developing countries, we will now look at the first steps the EU has taken towards a Common EU Migration Policy. 
After the conclusions made in Tampere, several situations led to a break in achieving concrete legislation. The terrorist attacks in the US in 2001 led to a focus that was mainly set on security issues, which were also discussed in Tampere, however the attention was now set on antiterrorism actions in combination with the free movement of people and immigration (Dinan, 2005, p.574). In 2001, the Commission came with a proposal for a directive on the “conditions of entry and residence of third-country nationals for the purpose of paid employment and self-employed economic activities”, the Member States positions on the proposal were too different and legislation could not be adopted.

To confirm the conclusions made in Tampere and not to freeze the debates on immigration issues, the Council endorsed The Hague Programme in 2004, a high political conference to agree on a set of priorities to call for immediate policy actions. In 2005, the Commission responded to the outcomes of The Hague programme and launched a five year Action Plan for Freedom, Justice and Security with policy actions based on the outcomes of the Programme (EC DG JHA, The Hague Programme). Ten priority areas were defined and legislation on them would have to be achieved through the five year action plan. Examples of priority areas are: the fight against terrorism, fundamental rights and citizenship and a common asylum area. While most of the priority areas reflect the political shift and increased attention of those times for actions against terrorism and security matters, one priority area on migration management also contain plans to develop a common EU immigration policy.
3.3.1 Policy Plan on Legal Migration (2005)
Since we want to look at which EU migration policies possibly affect the migration of African health professionals to the EU, we will only select those areas concerning the legal migration of third-country nationals in combination with employment. In that case, we see that the first concrete step taken by the Commission was the ‘Policy Plan on Legal Migration’ in 2005 which was based on the outcomes of a Green Paper on ‘an EU approach to managing economic migration’ which showed large political interest for the issue (EC COM 669, 2005,p.3). 
Looking at this Green Paper, which opened a public consultation on economic and labour migration, it becomes clear that the Lisbon Strategy had a big influence on the perception of immigration of third-country nationals and the EU management of it. The Lisbon Strategy, dates back to 2000 and is an action plan to make the EU the world leading knowledge-based economy with more growth and better jobs (Europa Glossary, Lisbon Strategy). 
The strategy was reviewed in 2005 and the focus was even more placed on economic growth and more and better jobs. Knowing that the population in the EU is ageing and that the gaps in the labour market, for most countries, cannot be filled by EU nationals only, the immigration of highly skilled third-country nationals to the EU gets a positive turn and created a need to be regulated on EU level for the most beneficial outcomes (EC COM 669, 2005, p.4). 
Therefore, in the Policy Plan on Legal Migration, the Commission lines out the proposals for four specific directives on labour migration. One directive is on the conditions of entry and residence of highly skilled workers, one on the conditions of entry and residence of seasonal workers, the third on the temporary stay and residence of Intra-Corporate Transferees (ICT) and the last on the conditions of entry and residence of remunerated trainees (EC COM 669, p.7). 

In the introductory paragraph on the four directives the EU acknowledges that the policy plans could have a negative impact on the brain drain in the African health sector and therefore states that in the making of legislation to attract labour migrants “ethical recruitment should be considered, for sectors particularly vulnerable to brain drain: for example, the global crisis in human resources for health, with severe health worker shortages in parts of Africa in particular, which are compounded by the brain drain, requires a comprehensive and coherent approach to ethical recruitment of health workers” (EC COM 669, p.7). 
3.3.2 The first proposal for a directive: the EU Blue Card
As mentioned above, in the Policy Plan on Legal Migration the Commission defined four specific directives on different groups of labour immigrants, that it would issue between 2005 and 2009. Of those four directives, the Commission has recently published one of them, the proposal for a directive on the conditions of entry and residence of highly skilled workers, published in October 2007, with the official name “Proposal for a Council directive on the conditions of entry and residence of third-country nationals for the purposes of highly qualified employment” (EC COM 637, 2007). This directive is the first part of the comprehensive Common EU Migration Policy which the Council had in mind when concluding The Hague Programme in 2004.  
In the general context of the proposal, the Commission states that from Maghreb countries the EU mainly attracts unskilled or medium-skilled workers while a large percentage of the highly skilled people from those countries reside in the US or Canada (EC COM 637, 2007 p.3). The EU with its 27 different administration systems can be an unattractive destination for highly skilled workers who face difficulties to change between work and countries and to extend their stay in the EU when needed (EC COM 637, 2007 p.3). With an EU residence permit for highly qualified immigrants, the EU tries to take away these obstacles with the aim to attract more highly qualified workers to deal with the rising need of highly skilled workers on the EU labour market. 
The proposal has since its announcement often been called the proposal for an ‘EU Blue Card’ directive. Indeed, the newly proposed EU residence permit for highly qualified immigrants plays a significant role in the proposal. Third-country nationals who can show that they have a work contract of at least one year, with a salary of three times the national minimum income of the Member State will be given an EU Blue Card. The EU Blue Card is valid for two years and can be extended after that period with another two years. If the two years in the first Member State are completed the applicant can also apply for renewal of the card in another Member State. Furthermore, more provisions have been made to give the Blue Card holder the rights on a longer stay, namely that after a period of five years the holder can apply for an EC long-term resident status, in addition, family reunification has also been assured in the proposal. 
Coherence with EU development objectives

Having in mind the information given earlier in this chapter, on how the Commission wants to increase the positive impacts of the migration of highly skilled people from developing countries, we have to look at which provisions have been made in this first proposal for a common EU immigration directive that respond to the promises made by the Commission. 

In the ‘Additional Information’ part of the proposal, the Commission gives a detailed explanation of art. 17 of the directive. This article makes it possible for EU Blue Card holders to obtain an EC long-term resident status after owning a Blue Card for five years, even when they have left the EU for a while. The reasons for leaving the Community’s territory should however only be to “exercise an economic activity in an employed or self-employed capacity, or to perform a voluntary service, or to study in his/her own country of origin” (EC COM 637, 2007, art.17/5, p.28). The Commission stresses in the explanation that these conditions for the periods of absence should be very strict in order to “sustain the circular migration policy and to limit possible brain drain effects”. On the one hand it is very positive that the EU tries to stimulate brain circulation by giving immigrants the chance to leave the EU and come back again without losing their rights for residence. However, the explanation remains vague about which circular migration policy it refers to. Furthermore, it is worth noting that the Blue Card holder can only obtain the EC long-term resident status if a five year period of having an EU Blue Card has not been interrupted with an absence of longer than 16 months (EC COM 637, 2007, art.17/3, p.28). Consequently, the holder of an EU Blue Card will not do a voluntary service or a study in his/her own country of origin of longer then circa one and a half year, not to lose his or her rights on a long-term resident status.
In the first part of the proposal the Commission lines out some points it has regarded when making the directive. In one of the points it says that “Member States should refrain from pursuing active recruitment in developing countries in sectors suffering from lack of human resources” (EC COM 637, 2007, p.17). It also adds that ethical principles should especially be developed in the health sector and be applicable to both the private and public sector. Furthermore, certain mechanisms, guidelines and tools should be developed to stimulate circular and temporary migration. Other policies should thereby stimulate the positive impacts of highly skilled immigration on developing countries (EC COM 637,2007, p.17). 
Despite that the Commission shows good will to minimize the impacts of the directive on the migration of health workers from developing countries, these motivations have not been included in the directive’s articles and therefore have no legal status. Moreover, it is not clear what the Commission means with “the development of mechanisms, guidelines and other tools to facilitate circular and temporary migration”. The Commission can only hope that Member States will create programmes for the (temporary) return of their labour immigrants from developing countries so that their migration will not result in a permanent brain drain for their country of origin. Furthermore, if Member States are willing to create such programmes or mechanisms one can doubt that they will be operational in time with the directive or that immigrants are willing to participate in such programmes. 
Furthermore, if the mobility of labour immigrants in the EU is assured by the directive and the immigrants can settle in different Member States, then Community based mechanisms and programmes for circular migration on EU level could be more effective rather than leaving this responsibility to the Member States. 
Conclusions

Historical developments have shown that EU migration policies have become a high priority on the Community’s political agenda. Security issues and the safeguarding of peoples freedoms and rights are closely linked to the internal migration and mobility of EU citizens. However, with the disappearing of internal borders, the external borders of the EU have become a common ‘good’ on which common EU laws should apply to effectively maintain the safety and security of the people in the EU. Therefore, the migration of third-country nationals to the EU and the management of these immigrants became a major debate between EU Member States. When adopting and reviewing the Lisbon strategy, the migration debate entered new perspectives. It became clear to the EU that in order to reach the Lisbon ambitions, more highly qualified workers would be needed in the near future. 
The EU firmly recognized the possible negative impacts that its migration policies for the attraction of highly skilled workers could have on the brain drain in developing countries, especially in the health sector in Africa. The EU has stated in different communications and policy statements that it wants to promote coherent migration policies which should not negatively affect EUs and Africa’s development objectives. To reach coherent policies the EU has set several policy recommendations and initiatives to make the migration of highly skilled people from developing countries a positive aspect for development of those sending countries. However, when we look at the first proposal for a directive to create an EU Blue Card, no concrete measures have been taken to assure those positive impacts. The EU has only encouraged Member States to create programmes that stimulate circular migration, while no legally binding provisions have been made on decision-making level. Furthermore, the EU has no proof that the initiatives for encouraging circular migration, which it envisaged, will actually meet the EUs positive expectations. 
Conclusions and Recommendations

This thesis endeavours to answer the question whether EU migration policies are in line with EU development objectives which aim to improve the health sector in African countries and combat brain drain in these sectors. In the process of finding an answer to this question, several conclusions have been made on which some policy recommendations can be based. 

Quantitative data, given in the first chapter, have proven that although migration flows are difficult to register, the numbers of highly skilled health workers leaving the African continent do not leave doubts about it. The outflow of health professionals from some African states is tremendous and in some cases due to recruitment activities of British recruitment agencies. The recruitment of skilled health workers from developing countries by agencies from an EU Member State could be called a crime (The Lancet, 2008). Not only do these activities jeopardise EU development aid to education and health in Africa, they also undermine the development objectives of African governments and waste their investments, in case that particular government subsidises the education of its nationals. 
If we look at the amount of political statements made by the European Commission as well as the European Council, we can state that the brain drain in the African health sector has been taken as a serious problem, especially after the EU acknowledged that brain drain is a burden to meet the Millennium Development Goals, in particular the ones addressing health issues. The EU increased its Budget Support Aid for the current budget periods and has allocated money especially for programmes and initiatives in African countries that are meant to tackle the immigration of their professional health workers. These are positive developments, especially because these specific areas were not allocated money in the previous budget period of the Development Cooperation Instrument of the EU. 
The EU has a legal obligation to take account of development objectives in all its policies that are likely to affect developing countries. The Community has to ensure that its policies in all areas are coherent especially with its development policies. With the signing of the EU Consensus on Development the EU reaffirmed its commitment to promote policy coherence for development. In case of migration, the Commission has stated that PCD should be encouraged by taking brain drain risks into account when creating migration policies on EU and Member State level. 

In the aftermath of the Lisbon Strategy, initiatives for EU migration policies to attract highly skilled workers have accelerated, resulting in a proposal for a directive on an EU residence permit for highly qualified workers from third countries. It is clear that the EU Blue Card will attract medical professionals, knowing that the EU Blue Card is a demand-driven permit and that Member States are dealing with health workers shortages of themselves because of their ageing populations.
Since plans for a Common EU Migration Policy were made, the EU had put the migration of highly skilled people from developing countries to the EU in a positive perspective. The European Commission is assured of the positive impacts migration can have on development and in fact gives the impression that its future migration policies are of added value to its development objectives. 
The EU is convinced that if migration would happen in the framework of brain circulation mechanisms, the professional experience gained in the host countries could be very beneficial and be used when the immigrants would return to their home countries. If remittances were made easier and cheaper, they could also add to the development of the community living in the home country. Furthermore the partnerships between EU and African professional institutions and centres would encourage the movement of skilled workers between the home country and the EU Member States.
Indeed, these are positive initiatives showing that the EU is committed to increase policy coherence between its migration and development policies. However, the EU should be more careful with formulating the policy’s risks as positive outcomes for all parties affected by the future EU migration policy. In fact, these visions of the EU to make migration a positive aspect for development still remain abstract ideas and are not guaranteed with success.  
Of course, we cannot expect the EU to perceive development objectives as the core elements of the EU Blue Card directive, however, the proposal certainly lacks some important provisions that should deal with the brain drain risks. Although the proposal calls upon the Member States to limit active recruitment in developing countries suffering from brain drain, the proposal has no provision on ethical recruitment and does not impose any concrete measure on this issue in its articles. 
Despite that the directive does give holders of an EU Blue Card the right to interrupt their stay in the EU with sixteen months (for education or employment reasons only), without losing the rights on a long-term residence permit, these provisions do not include any practical measures or mechanisms to facilitate the process of brain circulation. Member States are free to fill in these mechanisms or programmes in the way they want and thus the success of brain circulation is depended  on the Member States’ initiatives and international agreements with African states.  
Summing up these conclusions, it can be stated that the EUs ambitions to remain a global player in the Worlds economy go difficult together with its commitments to help Africa in meeting the Millennium Development Goals and fighting poverty. The first proposal for a directive on an EU Blue Card, as part of a comprehensive EU Migration Policy, in its current state does not comply with the EUs initiatives to ensure the positive impact of migration on development. Without integrating measures into the directive’s articles that guarantee brain circulation, ethical recruitment and partnerships between Member States and African countries for co-development, this directive is not in line and contradicts with EUs development policies that aim to tackle the human resources for health crisis in Africa.
Recommendations

In order for the EU to make its migration policies more coherent with its development objectives for the health sector in Africa, the following recommendations are made: 

· Because the UK has opted-out from common Community policies on migration issues, an EU code of conduct on ethical recruitment would not be an effective tool. To prevent active recruitment by Member States in African developing countries, the EU should develop guidelines on ethical recruitment that are legally binding to all Member States which involves the private sector as well.
· The EU has no proof that circular migration will add significantly to improvements made in the health sector in the home countries of the immigrants. To assure that such circular migration processes are at least stimulated the EU Blue Card directive should include provisions on concrete circular migration mechanisms and programmes that Member States should adopt in order to stimulate brain circulation and the return of highly skilled workers from developing countries. 
· The EU should implement and stimulate concrete programmes for the cooperation of African and EU academic centres and medical institutions to build alliances and create concrete possibilities for African Blue Card holders to return, whether temporarily or permanently, to their home countries to participate in the health sector’s labour market. 
· The EU should assess the losses of investments of African governments in the education and training of workers who gain an EU Blue Card. The EU should compensate for these losses and take these into account when defining the amounts and allocation of Budget Support Aid to African countries.
·  Africa and the EU both have to deal with shortages of health workers in their health sectors, it is therefore recommended that both find solutions from within their nations and Member States to strengthen the workforce in these sectors. The EU should stimulate policies that do not depend on health workers from abroad or worse, from developing countries in Africa. 
· The EU should stimulate more coherent policy making processes by initiating multi-ministerial Council working groups and meetings in which development ministers or their representatives could participate in the making of decisions in other EU policy areas.  
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 Brain Drain in the African health sector


   Do EU policies tackle or strengthen the problem?








� The Evert Vermeer Foundation is an organisation stemmed from the Dutch labor party (Partij van de Arbeid) and shares the same social-democratic ideals of international solidarity. Evert Vermeer was the party chairman from 1955 till 1960 and always strived for solidarity with poor countries. (EVS website)


� The term is not only used in case of migration from developing countries, it refers to migration of highly skilled people in general. 


� See appendix 1


� For the complete table see appendix 2. 





� The other eleven areas are: Trade, Environment, Climate Change, Security, Agriculture, Fisheries, Social dimension of global employment and decent work, Research, Information society, Transport and Energy.
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