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Medical immigration: the elephant in the room

The threat of unemployment among UK graduates is being blamed on the computerised recruitment
system. But, argues Graham Winyard, the real problem is government policy on medical immigration

The effects of the collapse of the United Kingdom’s
electronic recruitment and selection system for jun-
ior doctors, the Medical Training Applications Service
(MTAS), have shaken British medicine.! Anxiety has
been raised about the careers of thousands of young
doctors along with questions about the fitness for
purpose of some of medicine’s key institutions.” The
government has ordered an independent review not
only of the recruitment system but of the whole of the
new pattern of postgraduate education, Modernising
Medical Careers,’ and it is understandable that the
system is being blamed for all current difficulties.

The reality, in respect of medical unemployment, is
more complicated and more worrying. Even if MTAS
had worked perfectly, we would have still faced major
problems with medical unemployment because of the
government’s muddled approach to managing medi-
cal immigration. This has created a large surplus of
applicants over available training places, making
disappointment for thousands inevitable. The policy
confusion has compounded a longstanding failure to
address the implications of the major expansion in UK
medical school output for postgraduate education and
career structures. These are vitally important issues
for the future of medicine in this country. But because
immigration is such a sensitive matter, they remain
little discussed—the “elephant in the room.”
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Table 1| Medical staff in training posts in 2006 by country of
qualification®

Restof EEA" Elsewhere

All UK (%) (%) (%)
Specialist registrar 18449 10529 (57) 1204(7) 6716(36)
Seniorhouse officer’ 18376 ~ 9722(53)  930(5)  7724(42)

“European Economic Area.
"Excluding doctors in foundation year 2.

Implications of medical school expansion

In the late 1990s UK medical schools produced nearly
5000 graduates each year, considerably fewer than the
NHS needed. This had two important consequences:

eThe NHS recruited large numbers of doctors from
overseas, with more than one third of training posts
occupied by international medical graduates

eUK graduates, provided they were willing to be flex-
ible about their career choice, were reasonably assured
of full specialist training and a post as a consultant or
general practice principal.

In 1997 the Medical Workforce Standing Advisory
Committee advocated a long term policy aim of
being able to “rely largely on UK doctors though
not aiming for a workforce composed entirely of UK
doctors.” The committee recommended immediate
expansion of medical school places by 1000, and the
government added a further 1000 places as part of
the NHS plan published in 2000, an overall increase
of 40%. We are now halfway through this expansion,
with the number of graduate doctors set to rise from
5576 in 2006 to 7000 in 2010.

The committee’s initial recommendation was based
on some fairly conservative assumptions so the scale
of the overall increase still seems reasonable. How-
ever, its implications for postgraduate training capac-
ity have never been considered, not least because
until recently the more pressing concern was filling
the large surplus of senior house officer and specialist
registrar posts needed to run the service.

Given the NHS’s position as a near monopoly
employer, and the fact that foundation programme
graduates need at least two further years of specialty
training before they can be employed in career
posts, it seems logical to ensure that these extra
graduates are able to access such training. However,
the advisory committee explicitly excluded such
medium term planning from its remit, while shorter
term planning of training numbers has always been
based on assessments of NHS demand for consult-
ants and general practitioners rather than trainee
demand for specialist training. The only exception
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Table 2 | MTAS round one applicants analysed by country of qualification and immigration status, together with appointment rates on 26 June 2007 (unpublished data,

Department of Health)

Country of Immigration status

qualification UK Other EEA HSMP Other overseas All No (%) appointed
UK 14 650 605 663 752 16670 11471 (69)
Non-UK 1998 1803 9351 2827 15979 4643 (29)
All 16 648 2408 10014 3579 32649 16114 (49)
No (%) appointed 11043 (66) 937 (39) 3090 (31) 1044 (29) 16114 (49)

EEA= European Economic Area, HSMP= Highly skilled migrants programme.

to this has been the Department of Health’s com-
mitment to expand the number of foundation year
1 posts to match output from medical schools, while
the extra investment in year 2 posts for general
practice and other priority areas has resulted in suf-
ficient full foundation programmes to match gradu-
ate growth to date (although this is by no means
certain for the future).

Superficially, there should not be a problem.
Much of the training capacity necessary to match
the expansion of UK medical schools is in place, as
table 1 shows. Whether these posts can actually be
accessed by UK graduates depends on the competi-
tion that exists for them from doctors trained else-
where. The advisory committee explicitly assumed
that UK qualified doctors would replace those from
overseas, stating: “We believe that, given the oppor-
tunity, trusts would prefer to fill these posts with
domestic graduates rather than overseas doctors.”
But it is of course illegal for trusts and deaneries to
discriminate on the basis of country of qualification,
however much sense this might be thought to make
in terms of workforce planning.

Thus even before this summer’s problems we
faced a situation in which UK graduates might find it
increasingly difficult to obtain a place on a traditional
training programme. UK trained doctors began to
voice concerns about possible unemployment in 2005
in free text returns to cohort studies run by the UK
Medical Careers Research Group (Michael Goldacre,
personal communication).

Competition through MTAS
These concerns were dramatically realised this sum-
mer, when a centralised system to select doctors for four
levels of training post (specialty training years 1, 2, 3,
and, in a few specialties, 4) was introduced for the whole
of the UK. A total of 19172 posts were initially avail-
able through MTAS for round one applications, rising
to 19797 by June as extra posts were created; 32649
eligible applicants competed for these posts, an average
competition ratio of 1.65 applicants for each post.
Table 2 shows applicants and their success rates
in round one by immigration status and country of
training. Although the data on immigration status
and country of training are derived from self volun-
teered non-verifiable information from the MTAS
applications and so must be treated with caution, the
overall picture is clear. In a system designed for the
further training of UK medical graduates almost half
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the applicants were overseas trained doctors. There
were broadly sufficient posts to accommodate UK
applicants, together with those from the rest of the
European Economic Area (who have clear legal rights
to compete for posts on equal terms under European
law), and this was the basis of Lord Warner’s assurance
in December 2006 that “doctors in training in England
should consequently be pretty confident about secur-
ing a training post.”®

At that time it was not intended that international
medical graduates would be able to compete in the
initial application rounds. The Department of Health
had announced earlier in 2006 that it was introducing a
resident labour market test, requiring that international
graduates be recruited only when no appointable doc-
tor was available from within Europe.” As a first step
to achieving this it abolished permit-free training, but
it was subsequently unable or unwilling to secure effec-
tive action to restrict entry through the highly skilled
migrants programme. This is a scheme allowing highly
skilled people (as judged by a scoring system based on
age, educational achievement, and previous earnings)
to migrate to the UK to seek work without a specific
job offer.® It is not occupation specific and, as table 2
shows, large numbers of doctors from outside Europe
meet its criteria. The inclusion of thousands of overseas
doctors has transformed the prospects for all applicants
and has made widespread failure to secure a proper
training post inevitable.

Some of the problems may be mitigated by the crea-
tion of special posts to tide eligible applicants over
until next year’s competition round. However, compe-
tition ratios then are likely to be worse than this year
unless more radical action is taken.

Ways forward

The UK urgently needs policy coherence on immigra-
tion and medical training. It currently has the worst of
all worlds. Investing heavily in expanding our medi-
cal schools makes little sense if we cannot enable the
extra graduates to pursue a career in medicine and
contribute to the NHS. The implications of making
medicine a career in which, after seven years of train-
ing and thousands of pounds of debt, graduates face
a serious risk of permanent exclusion are enormous.
Not only is this economic nonsense, it represents a
betrayal of the legitimate expectations of those who
entered UK medical training in recent years. It is also
an abuse of doctors lured from overseas to compete
for non-existent jobs.
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It is correspondingly difficult to understand the

SUMMARY POINTS

overseas doctors with substantial specialty experi-

ambiguity on this issue of those organisations fighting
to rebuild their credibility with trainees. The BMA
is determined that the “MTAS fiasco must never be
repeated” but remains a fierce critic of the necessary
changes to immigration policy.” 1 The review led by
the medical royal colleges was “deeply concerned,”
calling for better workforce planning and “clear pol-
icy on the recruitment of overseas doctors” but saw
the large number of non-UK doctors who applied as
one of the successes of the system."!

The direct connection between policy on medical
immigration and the likelihood of unemployment
for UK medical graduates is inescapable. Although
there are compelling reasons for the UK to provide

medicine

reflect this

The UK had far more
applicants than specialty
training places this year
Government immigration
policies not MTAS have
created this imbalance 1
Expanding medical 2
schools makes little
sense if extra graduates
cannot pursue a careerin

Immigration policies
need to be changed to

ence. This muddle is in no one’s best interests and
needs open and honest discussion and clear leader-
ship, however difficult that may be.
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Analysis articles: advice to authors

These articles aim to stimulate discussion, raise debate, and air
controversies. They can cover any aspects of medicine and health
that are relevant to an international general medical audience,
including sociological and ethical aspects of medicine, polemical
pieces, and educational articles. These articles (whether single pieces
or short series of articles) are mostly unsolicited.

They should include:

e 1500-1800 words set out under informative subheadings. Please
include a 100-150 word introduction spelling out what the paper is
about and emphasising its importance

e No more than 20 references in Vancouver style, presenting the
evidence on which the key statements in the paper are made

e Up to three tables, boxes, or illustrations (clinical photographs,
imaging, line drawings, or figures—we welcome colour). We may be
able to publish some additional boxes or figures on bmj.com only

e A summary box with up to five short, single sentences highlighting
the main points

o A statement of data sources and selection criteria: as well as
the standard statements of funding, competing interests, and
contributorship

o At the end of every accepted analysis article the BA{/will add

a statement explaining the article’s provenance (such as “Non-
commissioned, externally peer reviewed”).

‘We may ask authors submitting unsolicited articles, particularly those
covering topics with related commercial interests, these questions
before proceeding:

e Has anyone (particularly a company or public relations agency)
prompted or paid you to write this article?

e Would/did a professional writer contribute to the article, and to
what extent?

e Would the BMJ article be similar to articles submitted or published
elsewhere?

Even if the answers to all of these questions were “yes,” we
wouldn’t necessarily reject the proposal or article. We appreciate
that companies can commission some excellent evidence based
work and that professional writers can present that evidence in

a particularly readable and clear way that benefits readers and
learners. We would, however, expect such companies’ and writers’
contributions to be mentioned in the article. And we would want
to know that the BA{J article did not overlap by more than 15%
with any similar publications or submissions written by the same
authors elsewhere.
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