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ABSTRACT 

 

FACTORS AFFECTING THE RELOCATION AND TRANSITION OF INTERNATIONALLY 

EDUCATED NURSES MIGRATING TO THE UNITED STATES OF AMERICA 

 

 

Kristina Sylvia Ibitayo, PhD. 

 

The University of Texas at Arlington, 2010 

 

Supervising Professor:  Jennifer Gray  

A paucity of research studies and systematic reviews have been conducted on IEN nurse 

migration experiences in the US. The number of IENs in the US RN workforce is projected to 

continue growing. Therefore, studies on nurse migration and IEN relocation and transition 

experiences are essential. This exploratory descriptive study on the transition conditions and 

professional satisfaction of nurses migrating to the US provides information on the complex pull 

and push factors affecting nurse migration. 

This study described the push factors, pull factors, personal characteristics, motivation to 

migrate, transition conditions, family/social environment, work environment, and professional 

satisfaction of IENs in the US health care system.  It also described the differences in these IENs 

across source countries by world region. This study‟s conceptual framework guided the data 

analysis and exploration of concepts. 

 Results for this study indicated the majority of IENs who received their basic nursing 

education across all WHO regions experienced high professional satisfaction on all items in the 

Professional Satisfaction subscale. Although unexpected, this finding may reflect the maturity of 
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the IENs, as they were not new nurses but filled out the instrument retrospectively. Their memory 

of their relocation and transition experiences may have lost its immediacy. 

 This research study added to the knowledge base on nurse migration issues by providing 

a greater understanding of foreign nurses‟ relocation and transition experiences in the US, and 

the successful integration of foreign nurses from around the world into the healthcare workforce. 

Several IEN participants indicated in their open-ended comments that they desired transition 

programs both in their source countries and their destination countries. Individualized IEN 

transition programs could be developed with modular components and content on clinical 

practice, organizational environment, and IEN specific issues such as state board registration and 

seminars on communication issues, workplace ethics, and how to handle workplace issues such 

as discrimination. It is hoped that as IENS relocate to the US and transition into the healthcare 

environment, they will experience increased professional satisfaction.  
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CHAPTER 1 

INTRODUCTION 

Internationally educated nurses (IENs) spend considerable personal resources 

migrating to the United States (US). Their skills are not fully utilized when they migrate and do 

not transition successfully or easily into the healthcare workplace. Some of these transition 

difficulties include language, failure to pass the National Council Licensure Examination 

(NCLEX) with a subsequent delay in acquiring US nurse licensure, adjustment to the destination 

country‟s culture, and adjustment to the workplace culture (Jerdee, 2004). Knowledge of the 

transition experiences of nurses immigrating to the US is needed to promote their successful 

integration into the workforce. Dependence on the migration of IENs to fill nurse vacancy in the 

US and other developed countries has resulted in unethical recruitment of nurses from low 

resource countries. 

This research study adds to the knowledge base on nurse migration issues by providing 

a greater understanding of foreign nurses‟ relocation and transition experiences in the US. This 

study is consistent with the World Health Organization‟s (WHO) focus on better understanding 

of not only the collective nature of nurses and their motives for migrating, but also the motives of 

individual nurses (Stilwell et al., 2003). 

Chapter 1 provides the background and significance of nurse migration and their 

transition experience. The conceptual framework, purpose, research questions, and 

assumptions for this study are also described. 

Background and Significance 

The term, internationally educated nurse (IEN), is synonymous with foreign educated 

nurse. Both are operationally defined as nurses who receive their basic nursing education and 

training outside of the destination country (Xu & Kwak, 2005). Foreign born  people are defined 
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as “persons residing in the US who were not citizens at birth,”  including legal immigrants, 

refugees, temporary residents and undocumented immigrants (U.S. Bureau of Labor Statistics, 

2009, p. Technical Notes). A foreign nurse is operationally defined as a nurse who was born 

outside the destination country (Xu & Kwak, 2007), but the term does not imply nursing 

education was obtained outside the destination country. This study will use the terms source 

and destination countries except when making distinctions regarding economic state of 

countries.  

Demographics of Migration 

In 2008, foreign born people comprised 4.2 million (15.6 %) of the US civilian workforce 

(U.S. Bureau of Labor Statistics, 2009). Foreign born nurses accounted for about one third (30.5 

percent) of growth in the US registered nurse workforce between the years 2002 and 2005 

(Buerhaus, Auerbach, & Staiger, 2007). The percentage of foreign born nurses in the total US 

RN workforce increased from 9 percent in 1994 to 16.3 percent in 2008, with 10 percent having 

immigrated to the US in the last five years (Buerhaus, Auerbach, & Staiger, 2009). The need for 

Registered Nurses (RNs) in the US is projected to grow 23 percent between the years 2006 and 

2016 (U.S. Bureau of  Labor Statistics, 2009), generating continued demand for IENs.  

The US imports the most IENs in the world, followed by the United Kingdom (Aiken, 

2007). The United States and the United Kingdom recruit IENs primarily from India and the 

Philippines, two lower middle-income countries (Buchan, 2006). An underestimate of IENs in 

the US may exist if they enter the US under visas other than an occupational visa (Aiken, 2007). 

A proxy measure for the number of IENs in the US is the number registering for licensure 

(Vujicic, Zurn, Diallo, Adams, & Dal Poz, 2004). The difficulty with the proxy measure is that it 

does not include IENs still adapting to the destination country, those who are not yet in the 

workplace (Dovlo, 2007). Requests to regulatory agencies for credential verification has been 

used as a proxy (Little, 2007).  
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In the past, nurse migration patterns occurred intranationally, then in a north to north 

country pattern (Ireland to the UK) or south to south country pattern (Cuba to  Nicaragua), but 

nurse migration patterns are changing (Kingma, 2006). The most common and most discussed 

nurse migration pattern at present is from developing country to developed country (McElmurry 

et al., 2006), such as sub-Sahara Africa to Canada (Labonté, Packer, & Klassen, 2006; 

McElmurry et al., 2006). Developed countries are defined as the industrialized countries in the 

world (high income countries), whereas developing countries are defined as countries that are 

the least economically developed in the world (low income or middle income countries) (World 

Bank, 2009). Other common nurse migration patterns include moving between Commonwealth 

countries (Kingma, 2006), and from one developed country to another (Hall et al., 2009; 

Sparacio, 2005). There will be a demand for IENs to meet US health workforce needs as long 

as the supply of trained nurses in the US continues to be insufficient to meet the demand 

(Brush, Sochalski, & Berger, 2004).  

Process of Migration 

IENs spend considerable personal resources and must undergo several processes 

before practicing in the US. To acquire a US occupational visa, IENs must first undergo federal 

screening for education and licensure compatibility with US educated nurses. The Commission 

on Graduates of Foreign Nursing Schools (CGFNS International) is a recognized authority on 

evaluating international nurses‟ credentials and verifying their education and licensure.  In 

addition, IENs must demonstrate verbal and written English language proficiency with exception 

of some source countries for which the English language proficiency is waived. Prior to 

obtaining their occupational visa, they must also pass either the Qualifying Examination from 

CGFNS International or the U.S. National Council Nurse Licensing Examination (NCLEX-RN) 

(U.S. Bureau of  Labor Statistics, 2009). An overview of several organizations involved in this 

process of nurse migration is provided in Table 1.  

 Since the US Illegal Immigration Reform and Immigrant Responsibility Act (section 343) 
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was passed in 1996, completion of screening programs to verify minimum eligibility standards is 

mandated for health care professionals (except for physicians) who wish to acquire certain 

occupational visas (Commission on Graduates of Foreign Nursing Schools, n.d.-a). The 

VisaScreen program is a federally approved program administered by the International 

Commission on Healthcare Profession (ICHP), a division of CGFNS International. The program 

screens health care professionals educated outside the US who are interested in acquiring 

either a US permanent occupational visa, a temporary visa, or a visa through the North 

American Free Trade Agreement (NAFTA), (Commission on Graduates of Foreign Nursing 

Schools, n.d.-a). The IEN must pass the NCLEX and be registered with a state board of nursing 

prior to practicing as a nurse in the US. 

 One reason researchers encounter difficulties acquiring the number of IENs within a 

destination country is the various ways an IEN can enter the country. For example, an IEN may 

obtain US permanent resident status “by a family member „s sponsorship, employment, or a job 

offer” (U.S. Citizenship and Immigration Services, n.d.-a). IENs may enter the US as a minor, as 

a tourist, on a student visa, or with a spouse and not list their occupation. In addition, an IEN 

may apply for permanent residency without a VisaScreen certificate if a spouse or minor of a 

US citizen or permanent resident. However, for employment as a nurse in the US, an IEN must 

contact the US Bureau of Citizenship and Immigration Services (BCIS) and provide a 

VisaScreen certificate obtained from CGFNS International/ICHP (Commission on Graduates of 

Foreign Nursing Schools, n.d.-b).   

 



 

 

 

Table 1 Organizations Involved in Nurse Migration 

Organization Overall Function Function related to Nurse Migration 
CGFNS International Evaluates credentials of health care 

professionals and validates education, 
registration, and licensure 
 

Administers CGFNS Qualifying Exam of nursing 
knowledge and English language proficiency assessment 
 

Licensing Authority Licensing authority allowing nurse to 
practice in that country 

Validates nursing registrations and all licenses to 
CGFNS/ICHP 
 

Testing Agency Provides English language proficiency test Submits test scores to CGFNS/ICHP 
 

High school (secondary school)  Provides secondary education  A copy of diploma or equivalent submitted by IEN 
 

CGFNS/ICHP Provides VisaScreen certificate for health 
professionals 

Issues VisaScreen certificate to IEN for submission to 
consulate officer  when issuing visa or to USCIS when 
adjusting status 
 

Department of Labor (DOL) Fosters and promotes the welfare of US 
workers, potential workers, and retirees; 
administers federal labor laws 
 

“Registered nurse” is a precertified shortage occupation. 
DOL provides labor certification. 

US Bureau of Citizenship and 
Immigration Services (USCIS) 

Responsible for immigration services. 
Collects visa application fees 

Manages immigration process that allows IEN to work in 
US. Notifies IEN when visa immigration 

National Visa Center and supporting documentation, provides 
visa immigration number 
 

number available 
 

US Consulate Interviews potential immigrants, and 
decides eligibility for immigrant visa 

Issues VisaPacket to IEN to submit to customs office at 
port of entry 
 

National Council of State Board 
of Nursing 

Ensures licensed nurses provide safe, 
competent nursing care. 

Oversees licensure exams for entry-level nursing 
competence:  
NCLEX-RN registered nurses and  NCLEX-PN for 
licensed vocational/practical nurses  

State Board of Nursing State agency responsible for the regulation 
of nursing practice in that state  

Issues RN or LVN/LPN nursing license to IEN 
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US State Boards of Nursing vary in the documentation they require from CGFNS 

International for IENs, although most require some type of certification from CGFNS 

International. They usually use one of these CGFNS International programs: Certification 

Program (CP), Credentials Evaluation Service (CES), VisaScreen program, or New York 

Credentials Verification Service (NYCVS) (Nichols, Davis, & CGFNS International, 2009). The 

IEN must request that required documentation be submitted directly to either CGFNS 

International or the International Commission on Healthcare Professions (ICHP), a division of 

CGFNS International. The documentation may include nursing registrations or licenses, English 

language proficiency test results, and secondary school diplomas. CGFNS International 

administers the CGFNS Qualifying Exam of nursing knowledge and assesses English language 

proficiency (Commission on Graduates of Foreign Nursing Schools, n.d.-b). The ICHP provides 

a VisaScreen certificate to the IEN to submit to the consular officer when issuing a visa or to the 

USCIS for a change in visa status. Sponsors such as recruiting employers must apply to the 

Department of Labor (DOL) for an IEN‟s labor certificate. In the US, the occupation of registered 

nurse is a precertified labor shortage, which is of benefit to IENs requesting occupational visas. 

The US Citizenship and Immigration Services (USCIS) oversee the immigration process which 

allows an IEN to work in the US. The National Visa Center collects fees and supporting 

documentation and notifies the IEN when a visa immigration number is available. The US 

Consulate in a source country interviews the IEN and determines visa eligibility (U.S. 

Citizenship and Immigration Services, n.d.-a). 

When petitioning for an employment-based permanent visa, it typically takes at least 

one year for a US employer and IEN to complete the required immigration steps for a 

permanent visa (Jerdee, 2004). The required steps and approximate timeline are outlined in 

Table 2. First, the recruiting employer screens, interviews, and verifies IEN credentials. The 

recruiting employer then completes and submits labor certification documentation. When 
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received, the recruiting employer submits an employment-based permanent visa petition to the 

USCIS. The USCIS processes the application.  Supporting documentation is sent to the 

National Visa Center. The IEN interviews at the US Consulate in the source country (U.S. 

Citizenship and Immigration Services, n.d.-a) and presents the VisaScreen certificate from 

CGFNS International when applying for the visa (Nichols et al., 2009).  

Table 2 Approximate Immigration Timetable for Recruiting Employer and IEN 

Process Approximate Timeline in 
Months 

Recruiting employer screens, interviews, and verifies IEN 
credentials. 

Prior to decision to sponsor 
IEN 

 
Recruiting employer completes and submits labor certification 
documentation. 
 

2 

Recruiting employer submits employment-based permanent 
visa petition to USCIS 
 

2 

Processing by USCIS 2 to 4 

Submit documentation to National Visa Center 4 to 6 

IEN interview at US Consulate in source country 2 to 4 

IEN presents VisaScreen certificate from CGFNS International 
to consulate officer 

- 

 
Total  
 

12 to18 months 

Adapted from Jerdee (2004) 

 Other visa alternatives to a permanent immigrant visa include temporary non-immigrant 

visas such as the H-1B and TN NAFTA. The H-1C visa classification for recruiting nurses to 

federally designated health professional shortage areas was to expire June 15, 2005 (U.S. 

Citizenship and Immigration Services, n.d.-a), but is was extended and expired December 20, 

2009 (Nichols et al., 2009). A provision of the H-1B visa has been made for specialized 

registered nurse positions that require a bachelors degree or higher, with the IEN required to 

already hold  at least a bachelor‟s degree (Nichols et al., 2009). Because of The North America 

Free Trade Agreement, the TN NAFTA exists as a professional temporary visa for Canadian 
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and Mexican citizens who meet eligibility criteria (U.S. Citizenship and Immigration Services, 

n.d.-b). In the US, the National Council of State Boards of Nursing (NCSBN) oversees licensure 

exams for entry-level nursing competence, such as the NCLEX-RN and NCLEX-PN (The 

National Council of State Boards of Nursing, n.d.). Each State Board of Nursing regulates 

nursing practice in that state and issues an RN or LVN/LPN license to the IEN to practice in that 

state. It sets requirements regarding eligibility to take the licensure by examination: education 

level, completed application and fees, work visa, proof of  immigration documents, criminal 

background check, and medical examination (L. H. Aiken, Buchan, Sochalski, Nichols, & 

Powell, 2004) .  

Once arriving in a destination country, many foreign educated nurses fail to complete 

their requirements for licensure. In Canada, between the years 1999-2003, about 29% of 

applicants completed registration for nursing licensure, “a period in which more than 12,000 

IENs failed to qualify and were subsequently not employed in nursing in Canada (Jeans, 

Hadley, Green, & Da Prat, 2005, p. 34). The result is a loss of human capital to the destination 

country‟s health care industry (Labonté et al., 2006).  From IEN focus groups, Jeans et al. 

(2005) identifying two major reasons for failure to obtain licensure: difficulty obtaining 

documents required for the application from the source country and difficulty obtaining work 

visas. Employers indicated their top two barriers to hiring IENs were language and 

communication, as well as delays in obtaining immigration work visas.  

Reasons for Migration 

A monetary motivation of nurse migration includes increased personal income. It is the 

practice of many IENs to send money back to source countries (remittances) after obtaining 

employment.  Remittances sent from IENs back to family members in source countries (such as 

in Sub-Sahara Africa) are typically more than the amount expended on the training of skilled 

health workers (Connell, Zurn, Stilwell, Awases, & Braichet, 2007). In many developing 

countries, remittances from abroad are needed to fund daily living expenses of family members 
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living in source countries, so families may willingly invest in nurse migration expenses (Kingma, 

2006).  

Few researchers have conducted rigorous studies on the push and pull factors of nurse 

migration (Buchan, Jobanputra, Gough, & Hutt, 2006). The term “push and pull factors” is used 

throughout the nurse migration literature to describe reasons nurses emigrate from their home 

or source countries (push factors) and the appeal of destination countries (pull factors) (Buchan, 

2006; Kingma, 2006; Sparacio, 2005). Push and pull factors include income, job satisfaction, 

organizational environment and career opportunity, governance, protection and risk, social 

security and benefits (Haour-Knipe & Davies, 2008). The push and pull factors for health 

professionals may be viewed as stages (Dovlo & Martineau, 2004). They may also be 

categorized into six main categories: job security, working conditions, economic and political 

considerations, physical security, quality of life and education (Labonté et al., 2006). 

Labonté et al. (2006) studied the migration of Sub-Sahara African foreign-trained health 

professionals, (especially physicians) to Canada. Respondents identified factors influencing 

nurse migration as both push factors and pull factors, as seen in the following examples. Job 

security is a push factor when there are no available jobs or promotions and there is the risk of 

losing one‟s job. Job security becomes a pull factor when jobs are available in a destination 

country. Working conditions push a nurse towards emigration when there are low salaries, a 

deteriorating work environment, inadequate supplies, high stress, and high patient volumes; but 

working conditions pull nurses towards immigration when international salaries allow for 

savings, workloads and work conditions are reasonable. Economic and political considerations 

are a push factor when the country is economically depressed, experiencing political upheaval, 

and fraught with racial or gender discrimination, and a pull factor when a potential destination 

country is democratic and not corrupt. Physical security is a push factor when there is significant 

criminal activity, gender-based violence, and significant exposure to HIV, and a pull factor when 

the destination country is safe. Quality of life is a push factor when there are poor 



 

10 
 

accommodations, lack of transportation, and inability to have a decent life, whereas a pull factor 

when the destination country is multi-ethnic and has a good quality of life. Education is a push 

factor when there is a diminishing quality to children‟s education, and a pull factor when children 

have more opportunities in the destination country (Labonté et al., 2006). In summary, both 

push and pull factors must exist for nurse migration to occur (Mejia, 2004), and nurses migrate 

to improve their professional lives and standard of living (Kline, 2003). 

Although a salary increase is a significant pull factor of nurse migration, it is not the only 

motivator (Kingma, 2006). Nurses also may migrate out of a desire for professional growth 

(Buchan et al., 2006). Another main driver may be having immigrants from the same country 

already residing in the destination country (Vujicic et al., 2004), Nurses migrate within their 

home country or to destination countries when nursing jobs unavailable, workplace safety 

issues proliferate, and professional development opportunities are scarce where they are 

(Kingma, 2006). The transition of an IEN to a destination country‟s workplace is individualized, 

dependant on the personal and professional climate the IEN encounters, including 

psychological, social, and environmental issues (Adams & Kennedy, 2006).  

The complex push and pull factors have received little attention in the United States, 

other than related to IENs from the Philippines, Korea, and India. Gray and Johnson (2008) 

studied only African-educated nurses. Without an enhanced understanding of nurse migration 

conditions, health care systems and employers in source countries cannot create sustainable 

solutions to reduce IEN migration, while systems and employers in the US cannot create 

conditions to promote successful integration of IENs into the workplace.  

Limited empirical research has been done on IEN migration and its effect on nursing 

(Bieski, 2007). Because limited empirical research has been done on the push and pull factors 

of nurse migration, countries cannot address the problem. Limited research has also been done 

comparing migration across source countries and if their transition experiences are specific to 

that source country. The focus of this study is the relocation and transition conditions of IENs 
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migrating to the US from various source countries. The findings will add to the knowledge of 

how to develop transition programs that assist IENs in successfully transitioning to the US 

culture and US healthcare workplace, thus promoting their retention in the US healthcare 

workforce. 

Conceptual Framework 

 Migration from rural to urban areas in the 1950‟s and 1960‟s gave rise to migration 

theories such as  the neo-classical theories: Dependency Theory, World Systems Theory, and 

Articulation Theory (Horevitz, 2009). The Transnational Theory was developed in the late 

1980‟s and is popular today across disciplines, as it factors globalization, the fluidity of country 

borders, and immigrants‟ struggles with personal identities in new countries into an 

understanding of the migration process, including several sub-theories such as the Diaspora 

Theory, Border Theory, and Feminist Theory (Horevitz, 2009).  

 Because none of these theories specifically addressed relocation and transition, the  

Ibitayo (2009) conceptual model, Migration and Transition of Internationally Educated Nurses 

(Figure 1),was adapted from Gray and Johnson‟s (2008) conceptual map. Their conceptual map 

was synthesized from the nurse migration literature and the key concepts measured by the two 

surveys of nurse migration (Buchan et al., 2006; Nguyen et al., 2008). It provided the framework 

for this study and guided the review of pertinent literature in Chapter 2. Both push factors and 

pull factors interact with an IEN‟s personal characteristics to influence the motivation to migrate. 

After migrating, both the family/social environment and work environment in the destination 

country interact with the transition conditions to influence the IEN‟s professional satisfaction in 

the current job. Professional satisfaction indicates the end-stage of that individual‟s transition 

experience. 
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Conceptual Definitions 
 

Push factors and pull factors work together with personal characteristics to influence an 

IEN‟s motivation to migrate. There is a symmetrical relationship between these three factors, 

with push factors originating from source countries, pull factors originating from destination 

countries, and personal characteristics from an individual‟s demographic and educational 

characteristics. An individual‟s personal characteristics also affect what push factors and pull 

factors influence the motivation to migrate.  

Push Factors were conceptually defined as the “conditions and circumstances that 

encourage nurses to leave their country or location of work” (Kingma, 2006, p. 19). Nurses 

migrate within their home country or to destination countries when no paid nursing jobs are 

available, workplace safety issues proliferate, and professional development opportunities are 

scarce (Kingma, 2006). 

Figure 1.  Ibitayo (2009) Migration and Transition of Internationally Educated Nurses 
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Pull Factors were defined as the “conditions and circumstances in the destinations 

country that attract and facilitate the movement of nurses towards that country” (Kingma, 2006, 

p. 19). Push and pull factors include income, job satisfaction, organizational environment and 

career opportunity, governance, protection and risk, social security and benefits (Haour-Knipe & 

Davies, 2008). Push and pull factors may also be categorized into six main categories: job 

security, working conditions, economic and political considerations, physical security, quality of 

life and education (Labonté et al., 2006). 

 Personal Characteristics were defined as an individual‟s demographic characteristics 

and educational characteristics. Push factors, pull factors, and personal characteristics 

influence an individual‟s motivation to migrate. 

Motivation to migrate was defined as the primary reason the nurse chose to leave the 

source country. An IEN‟s motivation to migrate is significantly influenced by multiple factors 

including  “political forces, poverty, and the age of the migrant, past colonial and cultural ties 

and an existing émigré population in the destination country” (Kingma, 2006, p. 14).  

  In an IEN‟s relocation to a destination country, the family/social environment and the 

work environment affect the transition conditions experienced, and together all three factors 

influence the IEN‟s professional satisfaction in current job. The relationship among the three 

factors is symmetrical and two-way, so that transition conditions also affect the family/social 

environment and the work environment.  

  Transition Conditions were conceptually defined as the work conditions experienced 

during the first year after migration to a destination country. Some of these transitions difficulties 

include language, failing to pass the National Council Licensure Examination (NCLEX) with a 

subsequent delay in acquiring US nurse licensure, adjustment to the destination country‟s 

culture, and adjustment to the workplace culture (Nichols et al., 2009). 

  Family/Social Environment was defined as a nurse‟s cultural kinship group, family and 

social environment. The support of family and friends already in the destination country 
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encourages nurse migration (Kingma, 2006). Investing in family and work life increases job 

satisfaction and promotes adaption to a new environment (Hayne, Gerhardt, & Davis, 2009). 

  Work Environment was defined as the nurse‟s current work environment. The length of 

time it takes to adjust working in a US hospital is dependent on the individual and occurs in two 

stages, with initial adjustment taking 2 to 3 years, with an additional 5 to 10 years for full 

adjustment to the work environment (Yi & Jezewski, 2000).  

 Professional Satisfaction was defined as “career choice and meaningfulness of work 

within one‟s life goals” (Lynn & Redman, 2005, p. 266).  An IEN‟s professional satisfaction 

occurs as a result of successful transition to the US workforce. Although a salary increase is a 

significant pull factor of nurse migration, (Kingma, 2006), nurses also migrate out of a desire for 

professional growth (Buchan et al., 2006). 

Purpose of the Study 

The purpose of this study was to describe the push factors, pull factors, personal 

characteristics, motivation to migrate, transition conditions, family/social environment, work 

environment, and professional satisfaction of IENs in the US health care system, and to 

describe the differences in these characteristics and factors of IENs across source countries by 

world region. The exploratory descriptive study on the transition conditions and professional 

satisfaction of nurses migrating to the US provides understanding of the complex pull and push 

factors affecting nurse migration. This study enhances the understanding of US IEN transition 

experiences so  health care system administrators and employers can enhance the transition of 

IENs and successfully integrate and retain them in the health care workplace. 

Research Questions 

 Using a sample of convenience, the study collected data on an available pool of IENs 

and described them in terms of the WHO region where they received their basic nurse 

education.  The country of basic nursing education was identified by the participant and linked 
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to the WHO region by the investigator. Among IENs who received their basic nursing education 

in different countries:  

1. What professional satisfaction is experienced in their current job? 

2. What are their perceptions about transition conditions, their family/social 

environment, and their current work environment? 

3. What is the primary motivation to migrate: personal, professional, financial, or social 

reasons? 

4. What push factors, pull factors, and personal characteristics were present prior to 

migration? 

5. Are there differences in professional satisfaction, transition conditions, family/social 

environment, work environment, motivation to migrate, push factors, and pull 

factors?  

Assumptions 

 The theoretical assumptions for this study were: 

1. IEN‟s migrate to the US for personal and professional reasons known to them. 

2. IENs experience both push and pull factors when motivated to migrate. 

3. IENs experience transition conditions during the migration process. 

Chapter Summary 

Nurse migration will continue until both developing and developed countries 

successfully create a national sustainable professional nursing workforce (Brush, 2008). 

Professional nurses who migrate may choose to remain employed long-term in the destination 

country, relocate to another country, or return to their source country (Buchan et al., 2006). This 

study increases understanding of foreign nurses‟ relocation and transition experiences in the 

US, facilitating successful integration of nurses migrating to the US for employment in the 

healthcare workforce.  
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CHAPTER 2  
 

REVIEW OF RELEVANT LITERATURE  

The complex phenomenon of nurse migration occurs in the context of a global nursing 

shortage. National leaders must focus on creating and retaining their country‟s professional 

nurse workforce without looking to nurse migration to fill nurse vacancies (Brush, 2008). Since 

nurse migration exists, national leaders should collaborate internationally on ethical nurse 

recruitment (Brush, 2008; Buchan & Sochalski, 2004). Because internationally educated nurses 

(IENs) spend considerable personal resources migrating to the United States (US) (Nichols et 

al., 2009), their skills are not fully utilized if these nurses migrate and do not transition 

successfully into the healthcare workplace. Some of these transitions difficulties include 

language difficulty, failing to pass the National Council Licensure Examination (NCLEX) with a 

subsequent delay in acquiring US nurse licensure, adjustment to the destination country‟s 

culture, and adjustment to the workplace culture (Jerdee, 2004; Nichols et al., 2009). 

Knowledge of the transition experiences of nurses immigrating to the US is needed to promote 

their retention. 

This chapter will provide background information on nurse migration, including a 

statistical overview of the phenomenon. The contributions of nurse migration thought leaders 

will be followed by a review of relevant findings. A summary of what is known and what is not 

known will conclude this chapter. 

Background 

There is a global nursing shortage (Sparacio, 2005) and an increase in nurse migration 

(Kingma, 2007). Changes in family structures occur with nurse migration. Although the support 

of family and friends already in the destination country encourages nurse migration, families of 

nurse immigrants are often caught in the middle, with nurses choosing to either emigrate with 

their immediate family members or place their children in the care of a relative in the source 
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country (Kingma, 2006). In their study, Buchan et al. (2006) found one third of emigrating 

nurses with children had to leave their children in the source country. Countries from which 

nurses emigrate are source countries, and destination countries are countries to which they 

immigrate. Some countries, such as the Philippines and India, have an oversupply of nurses, 

which is created by an intentional overproduction of nursing graduates (Brush, 2008; Buchan, 

2006; Muncada, 1995; Stilwell et al., 2003). The paradox of having high nurse vacancies due to 

a lack of government funding while having an oversupply of nurses, drives nurses to either 

migrate to other countries or seek employment outside of nursing (Kingma, 2006). 

Statistical Picture 

Destination countries with the highest employment of foreign nurses are (in order from 

largest to smallest): United States (US), United Kingdom (UK), Australia, Ireland, and Norway 

(Sparacio, 2005). The US civilian workforce was composed of 4.2 million (15.6%) foreign born 

(country of birth) people in 2008 (U.S. Bureau of Labor Statistics, 2009). In the US registered 

nurse (RN) workforce, foreign born nurses accounted for one third of the RN growth between 

the years 2002 and 2005 (Buerhaus et al., 2007). Ten percent of the foreign born nurses 

immigrated to the US within the past five years (Buerhaus et al., 2009). Xu and Kwak (2005) 

conducted a secondary data analysis of the 2004 National Sample Survey of Registered Nurses 

(NSSRN) in the US, which indicated about 100,000 (3.7 %) nurses were IENs. In the US,  the 

projected need for RNs will increase 23 % between the years 2006 and 2016 (U.S. Bureau of  

Labor Statistics, 2009). Until the US successfully trains and retains its national professional 

nursing workforce, IENs will likely continue migrating to the US for nursing employment. 

Between 2001 and 2008, one third of the increase in the US registered nurse (RN) 

workforce was foreign-born (155,000), with the largest increase in 2008 (48,000) (Buerhaus et 

al., 2009). In 1994, foreign-born nurses were 9% of the total RN workforce, increasing to 16.3% 

by 2008 (an approximate of 400,000 full-time equivalent nurses) (Buerhaus et al., 2009).  
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The US is the destination country with the most IENs, followed by the United Kingdom 

(UK) (Aiken, 2007). Both the US and the UK recruit IENs primarily from India and the 

Philippines, two lower middle-income countries (Buchan, 2006). IENs may enter the US under 

other types of visas, instead of occupational visas, resulting in an underestimation of the 

number of IENs in the US (Aiken, 2007). A proxy measure for the number of IENs in the US is 

the number registering for licensure (Vujicic et al., 2004). 

Ethics of Nurse Migration 

Debates on global nurse migration include ethical concerns and the effects of nurse 

migration on the developing world, but ultimately it is an individual‟s right to choose migration 

(Kingma, 2006). It is also the right of an individual to practice nursing in his/her home country 

(Buchan, 2006). Nations attempt to maintain their country‟s nurse labor supply by developing 

policies and regulations to control the push and pull factors of nurse migration (Buchan & 

Sochalski, 2004).  

Although codes of ethical practice are available to destination countries for guiding 

foreign nurse recruitment practices, such as Canada‟s Canadian Commonwealth Code of 

Practice for the International Recruitment of Nurse, and the Melbourne Manifest, they are 

seldom used (Labonté et al., 2006). In 2001 England introduced the first country level code for 

ethical nurse recruitment, the Department of Health Code of Practice on International 

Recruitment, which was implemented in the UK. The code‟s actual impact on a source country‟s 

nurse migration cannot be determined due to a lack of comprehensive monitoring and available 

databases (Buchan, McPake, Mensah, & Rae, 2009). Buchan et al. also caution that 

implementation of a global code will also be hampered without changes in this monitoring. 

 Adequate monitoring of nurse migration is a problem of global nurse migration (Ross, 

Polsky, & Sochalski, 2005). This makes it difficult to obtain statistical data for research studies 

(Buchan et al., 2009). This lack of data is problematic as monitoring a country‟s inflow and 

outflow of nurses identifies the positive and negative implications of nurse migration (Ross et 
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al., 2005). On May 21st, 2010, the Sixty-third World Health Assembly unanimously passed a 

resolution adopting the WHO Global Code of Practice on the International Recruitment of Health 

Personnel. They committed themselves “to the voluntary principles and practices for the ethical 

international recruitment of health personnel taking into account the responsibilities and rights of 

source and destination countries, other stakeholders, and those of the migrant health personnel 

themselves (World Health Organization, 2010) 

Nurse Migration Thought Leaders  

Nurse migration is a multi-faceted issue, and different thought leaders have explored 

various issues relating to nurse migration. A thought leader is a published author in the field of 

nurse migration whose publications continue to influence those studying various aspects of 

nurse migration. This study focuses only on those nurse migration issues which relate to the 

study‟s conceptual map: push factors, pull factors, personal characteristics, motivation to 

migrate, transition conditions family/social environment, work environment, and professional 

satisfaction. In order to understand the context of nurse migration, the work of thought leaders 

in this field and some of their work are highlighted in this section.  

Brush 

A classic reference in nurse migration literature is Brush‟s (1994) dissertation, Sending 

for nurses: Foreign nurse immigration to American hospitals. Her study provided an excellent 

background to nurse migration in the US after World War II, as she studied foreign nurse 

recruitment practices of US hospitals and their employment of foreign nurses between 1945 and 

1980. After the war, the demand for nurses grew, creating a nursing shortage because of 

inability to meet the demand for nurses. Licensed vocational/practical nurse programs, 

associate degree programs, and hiring foreign nurses were attempts to curb the US nursing 

shortage (Brush, 1994). Brush continues publishing in the field of nurse migration, such as on 

the need for each country to build its own nursing capacity without resorting to foreign nurse 

migration (Brush, 2008). 
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Kingma 

 Kingma is an international consultant on nursing and health policy for the International 

Council of Nurses (ICN). Kingma‟s (2006) book, Nurses on the move: Migration and the global 

health care economy, is a seminal book on nurse migration, presenting a comprehensive 

picture of this field of study. Authors consistently cite Kingma‟s work, usually in the background 

section of their papers. Kingma continues to publish in the nurse migration field, covering 

different aspects of nurse migration such as on “brain circulation”, where foreign educated 

nurses returning to their source country with acquired knowledge from practice in a destination 

country (Kingma, 2008). 

Buchan 

 Buchan publishes work on the global effect of nurse migration on health systems 

(Buchan et al., 2006), the need for coordinated global nurse migration policies, and the need for 

national governments to focus on why nurses choose not to remain in the health workforce, 

(Buchan & Aiken, 2008). Buchan has also done extensive research within England on the 

ethical code of practice in IEN recruitment (Buchan et al., 2009) and IEN‟s career plans (Buchan 

et al., 2006). 

Aiken 

Aiken et al. (2001) studied  the quality of nursing care in hospital work environments in 

711 hospitals in the United States, Canada, England, Scotland, and Germany. In their study, 

40% of the sampled US nurses experienced job dissatisfaction, which was more often related to 

work conditions than salaries. In all the countries studied, from one-third to more than two-thirds 

of the nurses reported they were performing more non-professional tasks and getting fewer of 

their basic nursing functions completed, such as skin care, oral hygiene, patient teaching, and 

comforting patients (Aiken et al.,2001). Aiken‟s current work includes studying nurse migration 

trends in the US, analyzing data from the National Council of State Boards of Nursing (NCSBN) 
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to estimate that around 219,00 IENs (8%) are in the US registered nurse workforce, and that 

number is increasing (Aiken, 2007). 

Buerhaus  

 Buerhaus is director of the Center for Interdisciplinary Health Workforce Studies, based 

in the Institute for Medicine and Public Health at Vanderbilt University Medical Center. He 

publishes extensively on economic analyses of the US registered nurse workforce, including 

employment trends and the number of foreign born nurses (Buerhaus et al., 2007). Although the 

data from the Current Population Surveys (CPS) used by Buerhaus and colleagues did not 

provide information on whether foreign-born nurses were IENs, they predicted that future 

employment of registered nurses will increasingly be composed of older nurses and foreign-

born nurses (Buerhaus et al., 2007). The current recession eased the shortage of nurses in 

many parts of the US, however, long-term shortages of nurses are still possible unless more 

nursing schools can educate more future nurses (Buerhaus et al., 2009). Although many IENs 

may encounter difficulties communicating cross-culturally, there is a gap in knowledge related to 

the effect of cross cultural communication on patient safety outcomes (Buerhaus et al., 2009). 

Stilwell 

 Stilwell has published extensively on health worker migration and its impact on 

developing countries and was one of the principal authors for WHO‟s World health report 2006: 

Working together for health.  In 2000, almost 175 million people (2.9%) of the world‟s population 

lived outside their country of birth more than one year (Stilwell et al., 2003; Stilwell et al., 2004). 

Although nurse migration is a personal decision, structural components also influence nurse 

migration, so a better understanding of why health workers migrate is needed for policymakers 

to make effective decisions on the recruitment and retention of health workers (Stilwell et al., 

2004). Research on the behaviors and attitudes of individual IENS would increase 

understanding of the push factors and pull factors effects on migration (Stilwell et al., 2003) 
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Blythe and Baumann 

 Blythe‟s work includes providing a workforce profile of IENs in Canada included the fact 

that more than half worked in the province of Ontario (Blythe & Baumann, 2009). Since the 

majority of IENs do not enter Canada on professional visas, the exact number of IENs in 

Canada is unknown (Blythe & Baumann, 2009). Canada‟s 2006 adoption of a baccalaureate 

four-year degree as a criterion for licensure may make nurse migration less attractive to IENs. 

This restriction may pose eligibility challenges for IENs already in Canada with diploma degrees 

who must either expend more effort to become eligible or decide not to pursue nursing licensure 

and nursing practice (Blythe & Baumann, 2009). IENs with families and financial barriers have 

greater difficulties bridging educational requirements, and as more time passes, the possibility 

of them leaving nursing increases (Blythe, Baumann, Rhéaume, & McIntosh, 2009).  

Historical Patterns of Nurse Migration 

 The majority of researchers who studied nurse migration patterns and trends at the 

national level used single or multiple sources of secondary data from either a country‟s 

professional nurse registry, state or province regulatory agencies, national credentialing 

agencies such as CGFNS International, governmental agencies that provide work permits, 

national nurse surveys, and international data sources such as those available from WHO. 

Table 3 provides a listing of US datasets used in these studies. 

Table 3 United States Datasets and Dataset Purpose by Study 

 

Datasets 
 

Agency and Dataset Purpose Study 

National Sample Survey 
of Registered Nurses 
(NSSRN), datasets  

Health Resources and Services 
Administration,  
Comprehensive survey every 4 years of 
actively licensed RNs  

Xu and Kwak‟s (2005), 
Xu and Kwak (2007),  
Hall et al. (2009), 
Lee (2007) 
 

US Census 5% Public 
Use Microdata Sample 
files 

US Census Bureau, 
Population and housing unit responses 
from individual American Community 
Survey questionnaires 
 

Polsky et al. (2007) 
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Table 3 - Continued 

  

United States 

In the US, the National Sample Survey of Registered Nurses (NSSRN) was used as 

the data source for four published studies (Hall et al., 2009; Lee, 2007; Xu & Kwak, 2005, 

2007). Xu and Kwak‟s (2005) secondary data analysis used datasets from the 2000 NSSRN to 

compare the characteristics of IENs (N=1300) to US educated nurses. They found no significant 

differences in job satisfaction (no t value reported, p=0.28), but found significant differences in 

both annual gross salaries from primary nursing positions (t=--11.36, p=0.00) and annual 

income from secondary nursing positions (t=-5.15, p=0.00). IENs had higher salaries and 

incomes, worked longer hours, and had more nursing experience. The top four US source 

countries for IENs migrating to the US were the Philippines (38.9%), Canada (17.5%), India 

(10.9%) and the United Kingdom (8.9%) (Xu & Kwak, 2005).  

In Xu and Kwak‟s study (2005), the profile of a typical IEN was an unmarried female 

between the ages of 30 and 40 who worked as a staff nurse on a medical-surgical or intensive 

Datasets 
 

Agency and Dataset Purpose Study 

Immigration and 
Naturalization Service 
(INS) 
 

US Citizenship and Immigration Service 
(USCIS), Information on immigration to 
the US 
 

Muncada (1995) 

National Council of State 
Boards of Nursing 
(NCSBN) 
 

NCSBN , 
Data related to NCLEX-RN test takers 
 

Aiken (2007) 

Current Population 
Surveys (CPS) 

Census for the Bureau of Labor 
Statistics, 
Monthly survey of about 50,000 
households on labor force characteristics 
 

Buerhaus et al. (2007) 

Practice and Professional 
Issues Surveys (PPI) 

National Council of State Boards of 
Nursing (NCSBN),  
Data from nurses during their first 6 
months of practice on nursing  activities 
performed and practice issues 

Crawford (2004) 
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care unit in an urban hospital. IENs as a group earned more than US educated nurses, worked 

full-time and longer hours, were more experienced, and had a diploma or baccalaureate degree 

as their basic nursing education. Xu and Kwak (2005) found that IENs average gross annual 

primary nursing salaries was $6,446 more than US educated nurse, and their average income 

from secondary nursing positions was $4,745 more than US educated nurses. They attributed 

these salary and income difference to the IENs having more nursing experience and working 

more hours. IENs may work longer hours because of their desire to send remittances back to 

source countries. In addition, since IENs primary work settings were in the hospital, salaries 

may be higher, while working on night shifts would result in larger shift differentials (Xu & Kwak, 

2005). 

Xu and Kwak (2007) used NSSRN 1977–2000 datasets for another study, examining 

the characteristics of IENs and US educated nurses. Their findings were similar to their 2005 

study. They found IENs in the US were younger, received a higher nursing education, worked 

longer hours, were more likely staff nurses, and were employed predominantly in urban 

hospitals. As the nursing profession worldwide is predominately female, the majority of nurses 

migrating were female. They predicted IENs would likely have more productive careers and had 

already made an important contribution to the US nursing shortage, with an impact especially 

on older Americans and people in the inner cities.  

NSSRN datasets have also been used to study IENs from a specific country (Hall et al., 

2009; Lee, 2007; Polsky et al., 2007). Hall et al. (2009) conducted a secondary analysis using 

the NSSRN datasets from 1996 (N=235), 2000 (N=222), and 2004 (N=249) to study the 

behaviors of Canadian-educated nurses who had emigrated to the US. Findings suggested that 

the majority of nurses emigrated to obtain full-time work and better professional education 

opportunities. The authors identified a major limitation of this study was its inability to study 

individual behavior over time. 



 

25 
 

Lee (2007) performed secondary data analysis using NSSRN datasets from 1980 to 

1990 to examine the affect of IENs on the RN job labor market for US educated nurses. 

Findings showed the majority of IENs (75%) came from four source countries: the Philippines, 

Canada, India, and the UK, and the remaining 25% IENs came from developing countries. Lee 

concluded that if 2% of the US‟s inactive domestic nurses reentered the workforce (1% of the 

full-time nurses), there would be no RN shortage. 

Another large dataset that has been used is from the US Census. Polsky et al. (2007) 

studied the entry of IENs into the US RN workforce force (N=40827) using 1990 and 2000 US 

Census 5% Public Use Microdata Sample files to compare the characteristics of IEN to US 

educated nurses and identify common trends in source countries. Findings from 1990 to 2000 

included: IENs growth from 8.8% of the RN workforce to 15.2%, and a doubling of IENs from 

low-income countries (21%). This study was limited by use of self reported RN licensure data 

and by the level of foreign IEN training being inferred by age, education, and year of entry into 

the US (Polsky et al., 2007). 

In Muncada‟s (1995) exploratory study of labor migration and the immigration of Filipino 

IENs, secondary data were used from the Immigration and Naturalization Service (INS) and was 

combined with multiple data sources including interviews and field work in the Philippines. The 

author found high vacancy rates of US RN positions correlated negatively with the immigration 

of Filipino nurses. This study was limited by the lack of available data from INS on work visas 

for Filipino IENs. 

Choy (1998) used archival research and in-depth interviews (N=43) with Filipino IENs in 

the US. Choy analyzed the development of this workforce, finding nurse emigration from the 

Philippines did not begin after 1965, but instead began with American imperialism and the 

colonization of the Philippines. Nurse migration is now a part of Filipino nurse psyche as a way 

for socio-economic progress (Choy, 1998). 
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Other Countries 

Three relevant studies have been conducted on IEN trends and patterns in nurse 

migration in other countries. Buchan (2007) synthesized nurse migration flows in and out of the 

UK using the nurse registration data, finding that in the early 1990‟s, 1 in 10 new registrants 

were IENs, but until 2005, 40-50% of the new registrants each year were IENs. New 

requirements implemented since September 2005, such as English proficiency, may restrict IEN 

applicants, but even with an increase in nurses educated in the UK, other nurses will retire, and 

the long-term demand for IENs may still exist (Buchan, 2007). 

Ross et al. (2005) used country-level data (N=98) from sources such as the World 

Bank, International Monetary Fund (IMF) and WHO, and UK IEN registration data on these 

countries (between 1998 and 2002) from the Nursing and Midwifery Council, to develop and test 

a regression model predicting the number of UK registered IEN inflows based on the 

characteristics of source countries. Major findings indicate IENs from English speaking low-

income countries with bilateral trade agreements are more likely to emigrate to the UK, and 

other causes of nurse migration may have more influence than wages.  

Blythe and Baumann (2009) used published literature and secondary data to profile 

IENs in Ontario Canada (N=21,295). Findings showed that many groups of IENs worked more 

fulltime hours, most IENs came from the Philippines and India, and although national changes 

in educational and professional standards made a big impact on IENs, generalizations about 

IENs cannot be made. 

Motivation to Migrate

Individual decisions to migrate are driven by push factors and pull factors, which 

comprise the motivation to migrate. Buchan et al. (2006) used registration data from the Nurses 

and Midwives Council (NMC) to select a random sample of international nurses working in 

London (N=380), for a survey study. They mailed questionnaires that included questions as to 

why these nurses came to the UK and what they intended to do in the future. Major findings 
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indicated 60% planned to stay in the UK for at least five years, while 25% planned to stay two to 

five years. When asked about relocation to another country, 43% indicated they were thinking 

about it, with the majority considering a move to the US. After a pilot test of the survey for 

cultural and language relevance, minor modifications were made of the questionnaire, 

assessing demographics, motivations, experiences and career plans of IENs. Although 

representing the majority of IENs, the study‟s main limitation was including only IENs who were 

members of the professional association, the Royal College of Nursing (RCN) (Buchan et al., 

2006). Selected questions from the questionnaire were used in the development of the NIRTQ2, 

the instrument for this proposed study. 

The motivation to migrate has also been studied with African educated IENs. Nguyen et 

al. (2008) studied a convenience sample of nursing students enrolled in two Ugandan 

universities (N=139) using a questionnaire to explore their intentions to migrate. The 

questionnaire included questions on “demographics, stability and safety of the country, 

finances, sense of professional pride and obligation, future plans and outlook of working 

conditions” (Nguyen et al., 2008, p. 3). The authors also conducted two focus groups at only 

one university. Findings showed that 70% of the student participants intended to migrate from 

Uganda (with the US or Canada as the primary destination country), and 76% of these intended 

to return to Uganda. Additional findings indicated increased income was the most important 

push and pull factor, as in Uganda nurses earn less than $100 monthly, whereas in the US they 

can earn $3000 monthly (Nguyen et al., 2008). The study‟s limitation was lack of information on 

the student‟s level of training (Nguyen et al., 2008).  

Labonté et al (2006) used semi-structured interviews with a purposive sample of 

leaders to study health professionals migration from Sub-Sahara Africa to Canada. 

Respondents identified six main categories of push factors and pull factors: job security, 

working conditions, economic and political considerations, physical security, quality of life and 

education. Findings showed that the principal reason IENs migrate is source country push 
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factors (Labonté et al., 2006). An interesting finding was the respondent identification of a new 

push factor, gender discrimination/violence (Labonté et al., 2006). 

In Canada, between the years 1999-2003, about 29% of applicants completed 

registration for nursing licensure, “a period in which more than 12,000 IENs failed to qualify and 

were subsequently not employed in nursing in Canada (Jeans et al., 2005, p. 34). The result is 

a loss of human capital to the destination country‟s health care industry (Labonté et al., 2006).  

Vujicic et al. (2004) examined wage differential data from source countries and 

destination countries to examine the relationship between wage and desire to migrate. Findings 

suggested that increasing source country wages would not decrease the supply of nurse 

migrants because the difference in wages between destination countries and sources countries 

is so large. Instead, source countries should place emphasis on changing the reason nurses are 

leaving their home countries, as this would have a greater impact on retaining nurses in their 

home countries (Vujicic et al., 2004). 

Work Satisfaction and Employment Setting 

Although improving income is a major pull factor to destination countries, professional 

satisfaction is also cited as an important reason for nurses to migration. IENs desire a sense of 

professional satisfaction within the workplace which includes recognition for work experience 

and nursing skills. Nurse retention is also affected by work satisfaction experienced in IEN 

employment settings. 

Three studies compared US educated nurses to IENs related to professional workplace 

issues with mixed results. Crawford (2004) compared practice setting data of IENs who had 

successfully passed the NCLEX-RN with US educated nurses, finding only 46% of the IENs 

entered the US to work as a nurse. Liou and Cheng‟s (2009) compared perception of practice in 

the US with Asian IENs and Asian nurses educated in the US, finding supportive managers, a 

safe working environment, and collegial relationships with staff and physicians positively 

influenced perception of practice. McCloskey and Aquino‟s (1988) study of IENs and US 
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educated nurses indicated there was no difference in job effectives between the two groups. 

Perhaps a more positive perception of practice leads to an IEN‟s increased professional 

satisfaction in the US healthcare system, and job effectiveness does not differ between IENs 

and US educated nurses since both groups work in similar healthcare environments. If an IEN 

did not enter the US with the intent to practice nursing, yet was seeking employment as a nurse, 

perhaps their professional satisfaction would be negatively affected. 

 In Crawford‟s (2004) secondary analysis of 2003‟s Practice and Professional Issues 

Surveys (PPI), IENs (N=401) who had passed the NCLEX-RN were compared with US 

educated nurses (N=570) to learn about IENs processes for acquiring US licensure and to 

compare practice setting data between IENs and US educated nurses. Findings from the IEN 

sample included: only 46% entered the US with the primary intent of seeking employment as a 

nurse, it cost the IEN an average total of $2513 to obtain RN licensure, which was $700 more 

than for IENs using a recruiter, and IENs were less likely to work in rural settings (6.7%), as 

compared to US educated nurses (12.7%). The study‟s limitation was sample selection from 

only candidates who successfully passed the NCLEX-RN. 

 Liou and Cheng‟s (2009) tested the reliability and validity of Practice Environment Scale 

of the Nursing Work Index (PES-NWI) with Asian nurses educated in the US and Asian IENs‟ 

(N=230) to study their perception of practice in the US (81.3% were IENs). Cronbach‟s alpha for 

the entire PES-NWI was.96 and a range from.49 to.79 for item-total correlation coefficients. Five 

factors explained 59% of variance in their perception of the practice environment: 1) nurse 

participation and development; 2) nurse manager ability, leadership, and support of nurses; 3) 

nursing foundations for quality of care; 4) staffing and resource adequacy; and 5) collegial 

nurse-physician relations (Liou & Cheng, 2009). The study‟s major limitation was the sample 

contained only Asian nurses who worked in hospitals, and were recruited through snowball 

sampling. 
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In McCloskey and Aquino‟s (1988) study, IENs (N=41) job effectiveness was compared 

with US educated nurses (N=199) using secondary data from the researcher‟s previous study,  

with findings indicating the two groups variances were not unequal, and there were no 

significant differences in job effectiveness. McCloskey and Aquino identified the study‟s major 

limitation was using secondary data which did not have some of the variables needed for this 

study.  

IENs may face discrimination in the destination country‟s workplace when co-workers 

resent additional transition packages of IENs, such as housing, cultural transition classes, 

language classes, and nursing test preparation classes. Discrimination may occur when 

resentment builds over communication difficulties IENs experience and the US educated nurse 

takes on extra duties, such as answering the telephone or calling health care providers for the 

IEN. Some IENs may also experience racism (DiCicco-Bloom, 2004). On the other hand, IENs 

may have a positive experience in the work environment when co-workers are friendly and 

supportive (Liou & Cheng, 2009) or transition programs exist in their new workplace.   

Transition Experiences 

When IENs experience optimum transition conditions, their professional capabilities are 

maximized. Several studies have shown that having family (Ryan, 2007) and social support 

systems (Blythe et al., 2009) in the US assist IENs in successfully transitioning into the US 

culture and US healthcare system. This study‟s family/social environment concept  is a part of 

the transition process.  Xu‟s (2007) metasynthesis had several findings similar to DiCicco-

Bloom‟s (2004) case study, including IENs experiencing marginalization and discrimination. 

These relate back to this study‟s concept of work environment, which is a part of the successful 

transition process into professional satisfaction. Charest‟s (1992) study showed that 

professional collaboration with fellow staff members was crucial  to a successful transition.  

Without it, both the IEN and their US educated peers experienced frustration in the work 

environment during the transition period. Sherman and Eggenberger‟s (2008) study showed that 
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unit managers were also crucial to the IEN‟s successful transition into the work environment and 

achievement of professional satisfaction. Yi and Jezewski‟s (2000) identified the initial 

adjustment phase of an IEN to a US hospital took two to three years to complete, however, in 

Charest‟s (1992) study,  after just two years only 19 of the 37 recruited Filipino IENs remained 

with the medical center. This suggests those IENs who left may still have been in the 

adjustment phase of their transition experiences. 

Hayne, Gerhardt and Davis (2009) studied Filipino nurses in the US (N=15) and key 

stakeholders using the Nursing Work Index-Revised and Occupation Stress instruments, finding 

that investing in the family and work life of Filipinos increased job satisfaction and promotes 

adaption to a new environment. The study‟s major limitation was its small sample size. 

In another study of Filipino nurses, Lopez (1990) described IENs and their acculturation into US 

nursing practice (N=78). Lopez used a triangulation method of in-depth interviews, 

observations, collaboration inquiry, and a survey questionnaire. This definition of acculturation 

was used by Lopez (1990): “the process of change which occurs when groups of nurses having 

two different cultures come into continuous first hand contact with each other” (p. 6). The 

acculturation frameworks of Berry, Dyal and Dyal, and Taft were used to interpret study 

findings. Findings showed that common difficulties included difficulties with technical equipment, 

initial communication problems because of American expressions, supervising nurse aides, and 

passing the nursing licensure exam. However, adjustment to a new culture was facilitated with 

social support networks, religion, and diversionary activities. Lopez (1990) recommended 

having nursing preceptors and transition programs that address cross cultural issues would 

facilitate the  integration of IENS into the US health workplace. A limitation of this study is the 

sample of IENs studied were from only three northeastern US cities.  

Sherman and Eggenberger‟s (2008) qualitative study described the transition 

experiences and challenges of IENs in the US using semi-structured interviews with a purposive 

sample of IENs from seven countries (N=21), nurse managers with experience managing IENs 
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(N=10), and 2 experts. Four themes emerged from the nurse leaders: cultural challenges during 

transition; significance of leadership support; orientation needs of recruited nurses; and 

contributions that internationally recruited nurses make to their nursing units. Three themes 

emerged from the IENs: differences in nursing practice; challenges with transitioning to a 

different culture; and educational needs during orientation. The biggest transition challenge for 

IENs was “the fear of lawsuits and litigation” (Sherman & Eggenberger, 2008, pp. 540-541).  

In another qualitative study, Yi (1993) interviewed Korean IENs in New York City 

(N=12) about their experiences adjusting  to US hospitals, using grounded theory to discover 

the emerging major category of “adjustment to U.S. professional nursing practice"  and five sub-

categories: language barrier, differences in nursing care, differences in interpersonal 

relationships, culture shock, social support, and major strategies. Findings showed that Korean 

IENs adjusted better to US hospitals if they had: more than one year of nursing experience in 

Korea but less than six years, experience working with a heterogeneous group of nurses, and a 

support system of other Korean nurses. A limitation of this study was that the sample came from 

one ethnic group within one city in the US (Yi, 1993).  

Yi and Jezewski‟s (2000) exploratory study used grounded theory methodology to 

describe Korean IEN‟s (N=12) experiences in US hospitals. The core category that emerged 

was “adjustment to USA hospitals,” which contained five sub-categories of coping strategies 

separated into two stages: the initial adjustment phase which requires 2-3 years to complete 

and the second phase which takes 5-10 more years to complete. The study‟s limitation was the 

sample was comprised of one ethnic group. 

Case study methodology was used by two researchers to explore IEN transition 

experiences. DiCicco-Bloom (2004) used semi-structured in-depth interviews of IENs in the US 

who were born in Kerala, India (N=10), to explore race, gender, and immigration in their 

personal and work lives. Four of the participants were between the ages of 40 to 44, and six 

participants were between the ages of 45-50.  The dominant themes that emerged were cultural 
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displacement, racial experiences/alienation in the workplace and home, and being a non-White, 

immigrant female nurse (DiCicco-Bloom, 2004). This study was limited by studying only women 

from one locale in India.  

In Charest‟s (1992) case study on the socialization experiences of Filipino graduate 

nurses (N=37) into one US medical center from 1987 to 1989, major findings indicated staff 

nurses were not a part of the initial orientation and socialization process of these IENs into the 

US workplace culture. Staff floor nurses became frustrated and regarded the IENs and their 

education and training preceptors as disruptions to a unit‟s already busy routine. Since clinical 

preceptorship by floor staff nursing was delayed, IENs formed professional relationships with 

the education and training staff and bonded with them, which minimized the effectiveness of the 

clinical preceptors. Charest (1992) findings indicated many IENs did not pass the NCLEX-RN 

initially, which further exacerbated the tension between staff nurses and IENs, as the IENs 

could not fulfill the reason they were hired, to fill the medical center‟s nursing vacancies. After 

two years, only 19 of the Filipino IENs remained at the medical center. The study was limited by 

the convenience sample of IENs who were recruited for a specific nursing shortage.  

Relevant syntheses of the literature about IEN transitions were published in 2007 and 

2009. From Xu‟s (2007) metasynthesis of 14 empirical studies on Asian nurses working in 

Western countries, four main themes emerged: communication as a daunting challenge; 

differences in nursing practice; marginalization, discrimination, and exploitation; and cultural 

differences. Limitations of this synthesis include its focus on using only studies from the UK and 

including non-research publications (Xu, 2007).  

Lin‟ s (2009) synthesized literature on the employment of Asian IEN‟s in the US and 

their adjustment to the US and the US health system, identifying eight empirical studies that met 

inclusion criteria. Lin grouped findings into 6 categories: a) overcoming language barriers, (b) 

dealing with discrimination (c) adopting U.S. nursing practices, (d) adjusting to the U.S. social 

customs, (e) becoming accustomed to the U.S. culture, and (f ) reconciling work ethics.  
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For female immigrants, successful transition in destination countries may require 

membership in not only ethnic networks, but also local networks with practical information about 

local neighborhoods, childcare, and the workplace (Ryan, 2007). For successful integration into 

the health workforce, access to information, support and resources are essential throughout the 

migration process (Blythe et al., 2009). 

 In Zizzo and Xu‟s (2009) systematic review of 20 IEN post-hire transitional programs, 

13 focused on IEN transition conditions and adaption issues. The only government mandated 

injunction for a formal IEN transition program post-hire was in the United Kingdom, where the 

transition of IENs into their professional workplace are facilitated (Zizzo & Xu, 2009). Six of the 

of 20 articles contained either expert opinions or future program proposals, and were not 

research based. The remaining 14 articles discussed transition programs implemented for IENs, 

and three of these articles had no empirical data (Zizzo & Xu, 2009). From the research-based 

articles, Zizzo and Xu constructed a profile of 10 transition programs, with each program 

containing either none or some of these success indicators:1) buddy support system, 2) logistic 

support, 3) registration, 4) fitness for practice, 5) reduce vacancy factor, 6) equality of 

opportunity, 7) valuing culture, 8) mentorship, 9) prepared for practice, 10) training course, 11) 

study days, 12) professional identity and commitment to work, 13) all IENs registered, and 14) 

higher job satisfaction with better communication skills and few complaints. Since patient safety 

and quality of care are patient care priorities, it is ironic that few IEN transition programs exists, 

especially since IENs cannot be expected to be fully integrated into the healthcare system 

immediately (Zizzo & Xu, 2009).  

Although Lin‟ s (2009) synthesis focused on Asian IENs, the findings may be relevant to 

other cultural groups and the design of effective IEN transition programs, as Lin synthesized 

information from several studies on specific IEN adaption needs such as: language barriers, 

discrimination, US social culture, US nursing practice, and US work ethics. These identified IEN 

needs could become the foundation for content areas of a successful transition program.
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Summary of Literature Review 

 There is a paucity of research studies and systematic reviews on IEN nurse migration 

experiences in the US. The UK had been a primary destination country for nurse migration, 

either as a final destination or as a stepping stone for migration to other countries, while Canada 

also served as a popular destination country for IENs migrating to North America. Since both of 

these countries are also developed countries like the US, there is a similarity in the IEN 

relocation and transition experiences to those countries. Therefore, those pertinent research 

studies add valuable insight to the complex phenomenon of global nurse migration. Secondary 

data analysis and surveys were the most common study method, however only one survey in 

this review of relevant literature had a sample of IENs other than Asians. Asian IENs have been 

the major focus of research performed in the US; however the US IEN RN workforce is also 

composed of other ethnic groups. Therefore, not only is continued research on the migration 

experiences of Asian IENs needed (Lin, 2009), but also research conducted with other ethnic 

groups of  IENs in the US. The number of IENs in the US RN workforce is projected to continue 

growing. Because of this trend and the knowledge gaps identified in this review, current 

information on the migration experiences of IENs is needed. This national exploratory 

descriptive study addresses the nurse migration experiences of IENs in the US who have 

migrated from countries around the world.  
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CHAPTER 3 
 

METHODS AND PROCEDURES 

 This study on the transition conditions and professional satisfaction of nurses migrating 

to the US provided understanding of the complex pull and push factors affecting nurse 

migration. This chapter describe the research design, sample, and setting. This study obtained 

and analyzed data using an instrument questionnaire completed by participants. The 

procedures will be described including ethical considerations and delimitations. 

Research Design 

The study used an exploratory descriptive research design to describe the push 

factors, pull factors, personal characteristics, motivation to migrate, transition conditions, 

family/social environment, work environment, and professional satisfaction of IENs in the US 

health care system, It also described the differences in these IENs across source countries by 

world region. There are six WHO regions in the world comprised of both developed and 

developing countries: African Region, Regions of the Americas, South-East Asia Region, 

European Region, Eastern Mediterranean Region, and Western Pacific Region. 

Sample 

The target population was IENs who migrated to the US. Inclusion criteria for IENs in 

this study were licensed vocational/practical nurses and registered nurses licensed in the US 

who migrated to the US after they received their basic nursing education in any country other 

than the US. Exclusion criteria were IENs who had not yet obtained their professional license. 

Recruitment was not limited to any specific ethnic population. 

The sample was a non-random convenience sample of IENs. Because the Nurse 

International Relocation and Transition Questionnaire 2 (NIRTQ2) is a new instrument with an 

unknown effect size, the effect size for the purposes of power analysis was estimated using 

preliminary findings of Gray and Johnson‟s ongoing study of African IENs. The probability for 
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the power analysis was set at p=.05, with a nominal power of .8. The power analysis results 

indicated 16 subjects were needed for each of the World Health Organization regions (6 x 16 

=96 for the total sample) to minimize the risk of Type II error. Sampling was intended to yield 16 

subjects from each WHO region, and was a key factor in guiding selection of gatekeepers.  

The setting was the professional community of nurses in the United States. Participants 

were recruited through key gatekeepers. These key gatekeepers were officers in national 

nursing associations in the US, nurse leaders in seven of the large health care systems or 

hospitals in the Dallas/Fort Worth area, and published experts in this field who reside in the US. 

Sampling Method and Key Gatekeeper Characteristics 

Potential IENs were identified through key gatekeepers. Gatekeepers were individuals 

with the following identifying characteristics: 1) a president or executive director of a 

professional organization, a health care leader in a position of power, or a recognized expert in 

the field of nurse migration; and 2) having the ability to identify and contact potential study 

participants who may be difficult to contact if they are members of hidden populations.  

Subject recruitment was done using the following method:  

 The majority of subject recruitment was  done by e-mail announcements (Appendix 

D) to IENs identified by key gatekeepers. The investigator requested that the key 

gatekeepers email information to their network (members of a professional 

organization, employed nurses, or IEN colleagues) about this study, including a link 

to the online electronic survey. Of the 7 large hospital systems or hospitals  

contacted in the Dallas/Fort Worth metropolis, 6 agreed to participate in this study. 

Out of 13 nursing associations contacted, 8 agreed to participate. Out of 4 nursing 

migration experts, 1 agreed to assist in recruiting participants for this study. 

Appendix E identifies key gatekeepers in nursing associations, hospitals, and 

experts that the investigator contacted. Other individual key gatekeepers who do 
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not fit in these categories but who had access to hidden populations of IENS are 

not on the list provided in Appendix E. 

 If the key gatekeepers declined emailing study announcements to their members, 

they were asked to post an announcement of this study on their organizational 

webpage with a link to the electronic survey for subject recruitment. One hospital 

did this. 

 Published experts on nurse migration were contacted by the investigator for 

distribution of this study‟s information via either a flyer and/or and or an email with a 

link to the electronic survey. One expert agreed to distribute this study‟s information 

via listserv email. 

Measurement Methods 

One data source was used to answer the research questions, the NIRTQ2, which has 

empirical indicators for each key concept in this study‟s conceptual map. Based upon a 

thorough review of literature, Gray and Johnson (2008) adapted items from two existing 

instruments (Buchan et al., 2006; Nguyen et al., 2008) to form their instrument, the NIRTQ2.

 Buchan et al.‟s (2006) questionnaire was used to describe the career path of their 

participants using nominal data. It contained 58 items divided into seven sections: nursing 

qualifications, before you came to the UK, after you arrived in the UK, supervised 

practice/adaption courses, nursing in the UK, your background, and further research. Two 

questions, 6 and 39, were used in the NIRTQ2. Buchan et al.‟s instrument does not have 

published content validity and reliability information.  

Nguyen et al‟s (2008) questionnaire had a medical focus and used a combination of 

likert scales, forced choice questions, and open-ended questions. It contained 39 items and is 

divided into three sections: general opinions, future plans, and background information. The 

frequency, percentage, and summary of the means for each of these categories were reported. 

Nguyen et al‟s questionnaire does not have published content validity and reliability information. 
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A major finding was 70% of the participants desired to migrate from Uganda (Nguyen et al., 

2008). 

The NIRTQ2 questionnaire contains 54 items extracted primarily from Nguyen‟s 

questionnaires. The 54 items were selected to measure the concepts on the conceptual map 

and describe personal information of respondents. The NIRTQ2 assesses the transition and 

relocation experiences of IENs in the health care workforce. 

Instrument Validity 

  An expert panel of professional migration experts (N=6) evaluated the instrument‟s 

content validity (Gray & Johnson, 2008). A Content Validity Index (CVI) was calculated for each 

item. A scale has excellent content validity when the items have CVIs of at least .78, and a 

scale CVI average of  at least .90 (Polit, Beck, & Owen, 2007).  

Only two items on the NIRTQ were revised for the NIRTQ2 due to receiving a low CVI 

below the criteria of 76% (Gray & Johnson, 2008). Gray and Johnson‟s (2009) NIRTQ content 

validity results with item CVIs, subscale CVIs, and scale CVI are summarized in Table 4. The 

Push Factors Subscale (Items 1-6) item CVIs ranged from .66 to 1.0. Original item 6 had a CVI 

of .66 and two reviewers provided suggestions related to effective patient care. The Transition 

Conditions Subscale (Items 14-19) item CVIs ranged from .66 to 1.0. Original item 16 also had 

a CVI .66; the item addressed expectations and other items in that section addressed work 

conditions and experiences. Original item 16 was omitted and a new item suggested by a 

reviewer was substituted. The NIRTQ Scale CVI was .92. 

Table 4 Nurse International Relocation and Transition Questionnaire (NIRTQ) Content 
Validity Index Results (Gray & Johnson, 2009) 

 
Original 
Item 

NITRTQ Subscale N of ratings that 
subscale items 
were relevant  

N of  
total 
ratings 

Item 
CVI 
Ranges for 
subscales 

Subscale 
CVI and 
Scale 
CVI 

Items 1-6 Push Factors  34 36 .66 to 1.0 .94 
 

Items 7-12 Pull Factors  32 35 .83 to 1.0 .91 
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Table 4 -   Continued 
 

Original Item NITRTQ Subscale N of ratings that 
subscale items 
were relevant  

N of  
total 
ratings 

Item 
CVI 
Ranges for 
subscales 

Subscale 
CVI and 
Scale 
CVI 

Items 14-19 Transition 
Conditions 
 

31 35 .66 to 1.0 .88 
 

Items 20-25 Professional 
Satisfaction  
 

35 36 .83 to 1.0 .97 
 

Items 26-32 Family/Social 
Environment  
 

32 36 .83 to 1.0 .88 
 

Items 33-38 Work Environment  33 36 .83 to 1.0 .91 
 

 NIRTQ Scale 197 214  .92 
 

Instrument Reliability  

Reliability is the extent “any measuring procedure yields the same results on repeated 

trials”  (Carmines & Zeller, 1979, p. 11). Because the Gray and Johnson study is ongoing, no 

reliability estimates are available for the NIRTQ2. Instrument reliability in this study was 

evaluated using Cronbach‟s alpha for each subscale to assess for internal consistency. 

Cronbach‟s alpha is a reliability estimate of the expected correlation between one test and a 

hypothetical test with the same number of items (Carmines & Zeller, 1979).  

Sources of Data 

A copy of the NIRTQ2 instrument is in Appendix A. The concepts measured in this 

study and their empirical indicators are provided in Table 5. The empirical indicator(s) for each 

concept are included, grouped according to the concept they measure. The subscale scores 

were computed by adding the item responses in each subscale and dividing the sum by the 

number of items. The Personal Characteristics section of the NIRTQ2 elicited participant 

demographic information and educational information.  
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Table 5 Subscales and Empirical Indicators in NIRTQ2 Instrument  

Subscale Response Set Scoring Empirical 
Indicators  

 

Example 

Push Factors All items scored 1=Strongly 
Disagree to 5=Strongly Agree 

Subscale Score 
for  

Items 1-6 

I was motivated to 
migrate from my country 
because my pay was too 

low. 
 

Pull Factors All items scored 1=Strongly 
Disagree to 5=Strongly Agree 

Subscale Score 
for  
Items 7-10 

I was motivated to move 
to the US because 
several family members 
had already moved here. 
 

Motivation to 
Migrate 
 

Personal, Professional, 
Financial, Social 

Primary 
Reason 
Selected for 
Item 11 

Before coming to the US, 
which of the following 
most influenced your 
decision to move to US 
to work as a nurse? 
 

Transition 
Conditions 

Items 13,16-17 scored from 1 
to 5. 
Items 12,14-15 Reverse 
scored from 5=Strongly 
Disagree to 1=Strongly Agree  
 

Subscale Score 
for 
 Items 12-17 

I experienced language 
barriers when 
communicating with 
patients and staff. 

Professional 
Satisfaction 

All items scored 1=Strongly 
Disagree to 5=Strongly Agree 

Subscale Score 
for  
Items 18-23 
 

I currently have a job that 
matches my level of 
nursing skill 

Family/Social 
Environment 

All items scored 1=Strongly 
Disagree to 5=Strongly Agree 

Subscale Score 
for  
Items 24-30 
 

During my first year in 
the US, I had a group of 
nurses from my home 
country as friends. 
 

Work 
Environment 

Items 31, 35-37 scored from 
1 to 5. 
Items 32-34 Reverse scored 
from 5=Strongly Disagree to 
1=Strongly Agree 
 

Subscale Score 
for  
Items 31-37 
 

The nurses I work with 
support each other and 
me. 

Personal 
Characteristics 

Combination of open ended 
questions and single 
response questions 

Items 38-54 In what country did you 
receive your basic 
nursing training? 

 

Procedure 

Data collection was conducted using an electronic copy of the NIRTQ2 hosted on an 

internet based survey program, SurveyMonkey. The program was password protected and 
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allowed the investigator to create an electronic survey, select the option to collect data from 

respondents anonymously, and create a specific survey link with those collector settings and 

restrictions. This specific survey link could be emailed or placed on a webpage, with all 

responses combined in SurveyMonkey into one results summary. The investigator and 

Institutional Review Board‟s (IRB) contact information were included in the email. The email 

stated that a subject‟s agreement to participate in the study was determined by activation of the 

electronic link to the NIRTQ2 questionnaire (Appendix A) on SurveyMonkey. IENs that met the 

inclusion criteria and completed the online NIRTQ2 were included in the study. Inclusion 

criterion of IEN status was verified by item 45 in the NITRQ2, “In what country did you receive 

your basic training?”  

Flow Chart of Data Collection Process 

Data were collected following the steps outlined in a flow chart of the data collection 

process (Appendix F). The investigator requested key gatekeepers email the study information 

and electronic link to the NIRTQ2 on SurveyMonkey to potential IEN participants. The email 

script and electronic link was provided by the investigator (Appendix D). If the key gatekeeper 

declined sending emails to potential participants, the investigator requested the key gatekeeper 

post the study information and the electronic link on their organizational webpage. The 

investigator also contacted published experts in this field to distribute fliers or email potential 

participants study information and the NIRTQ2 electronic link. The IEN participant agreed to 

participate in this study by activating the electronic link to the NIRTQ2 instrument on 

SurveyMonkey.  

The same study information contained in the emails, web pages, or flyers was also 

visible for the participant to read immediately after accessing the survey online (Appendix D). 

This text was on the page preceding the NIRTQ2. Data from all study participants were 

collected anonymously in SurveyMonkey.  
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Flow Chart of Data Preparation Process 

Data were cleaned and prepared for analysis following the steps outlined in a flow chart of the 

data preparation process (Figure 2). Only the investigator downloaded the NIRTQ2 

questionnaire source data from SurveyMonkey (which is provided in Excel format) into the 

software program, Statistical Package for the Social Sciences (SPSS) version 16. Missing data 

were left blank. If the case had more than 10% total missing data in the subscales of the 

NIRTQ2 or missing the country of basic nursing education, listwise deletion in SPSS was done 

(n=28).   

 

Figure 2 Flow Chart of Data Preparation Process  

Ethical Considerations 

Review Process 

The investigator submitted an application for exempt status to the University of Texas at 

Arlington‟s Institutional Review Board (IRB), based on no use of identified data or identification 

of human subjects in this study. The risk to human subjects was the potential for loss of 

confidentiality. To minimize this risk, no written documentation of informed consent was 

obtained from participants, so no link to name and response was obtained. The research 

Download SurveyMonkey 
source file into SPSS Check for missing data

Delete cases with > 10% 
missing data  or missing 
country of basic nursing 

education

Perform SPSS statistical 
tests
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presented no more than minimal risk of harm to subjects and involved no procedures for which 

written consent is normally required outside of the research context. The respondents‟ 

agreement to participate in the study was determined by voluntary activation of the 

SurveyMonkey web page link to the NIRTQ2 questionnaire. Once study approval was obtained 

from the University of Texas at Arlington‟s IRB, the investigator contacted either the nursing 

executive in the nursing education or nursing research department at seven of the large hospital 

system or hospitals in the Dallas Fort Worth area. Several sites indicated IRB approval from that 

institution was required. In addition, one national nursing association required approval by their 

research committee. Where required, once IRB approval and/or research committee approval 

was obtained from thirteen organizations (Appendix G), data collection from that organization or 

association began.  

Risk/Benefit Ratio 

 This study posed minimal risks to individuals as personal identifiers from emails 

generated were separate from the anonymous NIRTQ2 data collected on SurveyMonkey. The 

key gatekeepers contacted potential IENs study participants via email, organizational web 

pages or flyers. Emails to participants were not sent by the investigator, could not be linked to 

the data, and were not used in data analyses or any report generated from this study. All data 

collected from SurveyMonkey were anonymous. All electronic data were safeguarded by using 

anonymous data from respondents. Any records relating to the data collection process (contact 

information for key gatekeepers, emails to gatekeepers) were deleted or shredded after the 

study findings were reported.  

Statistical Analyses Used for Sample Description 

IENs who immigrated to the US provided the country of basic nurse training information 

and the investigator coded the WHO region based on the region of that country‟s location. 

There are six WHO regions: African Region, Regions of the Americas, South-East Asia Region, 

European Region, Eastern Mediterranean Region, and Western Pacific Region. Data for each 
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case were identified and reported by the WHO region of the IEN‟s country of basic nurse 

training. The data were displayed using these WHO regions. The number of IENs responding 

from each region was reported. 

Items eliciting the personal characteristics of the participants provided the data for 

describing the demographic characteristics of the sample. Statistical analyses were performed 

using SPSS to obtain frequency distributions and measures of central tendency.  

Data Analyses Used to Answer Research Questions 

Scoring of Quantitative Items 

Of the 37 items on the NIRTQ2, 6 were reverse scored. IEN responses to items 1-10, 

13, 16-31, and 35-37 of the NIRTQ2 were scored using a 5 point likert scale on all items from 

Strongly Disagree to Strongly Agree, scored from 1 to 5 respectively. IEN responses to items 

12, 14-15, and 32-34 were reverse scored using a 5 point likert scale on all items from Strongly 

Disagree to Strongly Agree, scored from 5 to 1 respectively.  

Performance of Instrument 

 Cronbach‟s alpha was obtained for each subscale to which participants responded on a 

Likert scale and for the combination of these subscales to assess instrument reliability. The 

personal characteristic items (demographic characteristics) and Item 11 (primary motivation for 

migrating) were not included. 

Descriptive Analyses  

To answer the research questions, descriptive analyses of IEN responses to items 1-37 

of the NIRTQ2 were analyzed using item frequencies and percentages to determine which item 

was selected most frequently as the most important factor. A total frequency and total 

percentage for each subscale was obtained by taking each item‟s frequency and percentage 

and dividing by the number of items in each subscale. 

Items 1-10 and 12-37 were analyzed using item means and standard deviations to 

determine the average item response. A total subscale mean for each subscale was calculated 
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by adding each subscale‟s item means and dividing that score by the number of subscale items. 

A total subscale standard deviation for each subscale was calculated by adding each subscale 

item‟s standard deviation and dividing that score by the number of subscale items (Tables 15-

20). 

Open Ended Questions Analysis 

 At the end of each subscale for items 1-37, an open ended question allowed the 

participant to provide additional information. These data were analyzed for pertinent findings 

related to each subscale using line by line content analysis (Weber, 2006). Items 38-54 

captured IEN responses using a combination of open-ended questions and single choice 

questions to obtain participant personal characteristics (demographic information), 

Analyses of Research Questions 

All research questions except for research question 3 were analyzed using Kruskal-

Wallis Tests with Post-hoc analyses using Mann-Whitney U tests. Kruskal-Wallis Tests were 

used to examine differences in IEN responses across WHO regions on the instrument‟s 

subscales (push factors, pull factors, transition conditions, professional satisfaction, 

family/social environment, and work environment). A significant result of the Kruskal-Wallis Test 

“indicates there is a significant difference between at least two of the sample medians in the set 

of k medians. As a result of the latter, the researcher can conclude there is a high likelihood that 

at least two of the samples represent populations with different median values” (Sheskin, 2004, 

p. 757). 

The differences in motivation to migrate were described using frequencies and 

percentages. Due to unequal group sizes with one of the WHO regions containing only two 

participants, the planned Chi-Square Test of Independence could not be run on the motivation 

to migrate factor. Instead, frequencies and percentages were used to describe motivation to 

migrate. 
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Delimitations 

The delimitation of this study was the use of a convenience sample of IENs who have 

migrated to the US and were/are employed as registered nurses or licensed vocational/practical 

nurses who elected to respond. Findings from this study cannot be generalized to all IENs who 

have migrated to the US.  

Chapter Summary 

 In summary, data were collected from a sample of IENs in the US to examine 

relationships in the conceptual map and answer the research questions. A procedure for 

checking the data for accuracy was described. This chapter described the methods used to 

conduct this exploratory descriptive study on the relocation and transition experiences of IENs 

who have migrated to the US, using an ethically sound and rigorous approach. 
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CHAPTER 4 
 

FINDINGS  
 

The purpose of this chapter is to present the findings of a study conducted with 

internationally educated nurses describing their relocation and transition experiences when 

migrating to the US. This chapter contains descriptive statistics summarizing sample 

characteristics and participant responses to the study‟s instrument. Percent of responses to 

each item were calculated based on the number of responses to that item. Throughout this 

chapter, statistical results for each research question are presented.   

Sample Description 

 Using a sample of convenience, the study collected data on an available pool of IENs 

and described them in terms of the WHO region where they received their basic nurse 

education.  Data here are presented by WHO regions, and differences among IENs will be 

discussed later in the chapter.   

 Data were collected from 157 internationally educated nurses (IENs) who received their 

basic nursing education outside the US (Table 6). Data from 28 potential participants were 

excluded due to missing data (n= 24) or the country of basic nursing education being the US 

itself (n= 4). The IEN‟s country of basic nursing training was coded into one of the six WHO 

regions.  

Table 6 Number of IEN Participants Completing the NIRTQ2 by WHO Region (N=157) 

WHO Region N 
African Region 16 

Region of the Americas 
 

17 

South-East Asia Region 
 

37 

European Region 24 
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      Table 6 – Continued 

WHO Region N 
Eastern Mediterranean Region 
 

2 

Western Pacific Region 6 

 

 The mean age of IENs in this study was 46.62 (SD = 10.51). The majority of 

participants were females (92.3%). Most nurses received their basic nurse training in English 

(89.6%), and the highest nursing degree held was a bachelor‟s degree was the (51.9%).   The 

majority of participants had been in the US 19.95 years. Findings showed that the principal 

reason IENs migrate is source country push factors.  

Performance of Instrument 

 Cronbach‟s alpha was obtained for each of the six subscales to which participants 

responded on a Likert scale and for the combination of these subscales to assess instrument 

reliability (Table 7). The assessment of internal consistency did not include personal 

characteristic items (demographic characteristics) and Item 11 (primary motivation for 

migrating). Two of the subscales had Cronbach‟s Alphas lower than .70, Transition Conditions 

and Work Environment. These subscales had 6 items that were reverse scored, which may 

have introduced measurement error. The remaining four subscales were greater than .70, 

indicating good internal consistency for those subscales. The value of Cronbach‟s alpha ranges 

from 0 and 1, and although “reliabilities should not be below .80 for widely used scales” 

(Carmines & Zeller, 1979, p. 51), a reliability coefficient of .70 or greater is considered 

acceptable for a new scale (Nunnally, 1978).  

Table 7 Subscale Reliability Statistics 
 

Subscales Mean SD 
 

Number of 
Items   

Cronbach‟s 
Alpha 

Professional Satisfaction  4.34 .27 6 .786 
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Table 7 - Continued 

Subscales Mean SD 
 

Number of 
Items   

Cronbach‟s 
Alpha 

Transition conditions  3.50 .69 6 .605 
 

Family/Social Environment 4.08 .37 7 .702 
 

Work Environment 3.63 .60 7 .681 
 

Push Factors 
 

2.70 .53 6 .795 

Pull Factors 
 

2.90 .22 4 .783 
 

 

Participant Responses on the NIRTQ2 

The least variation in participants responses were on the Pull Factors subscale (Total 

M=2.90, SD=.22) and the Professional Satisfaction subscale (Total M=4.34, SD=.27). The 

Transition Conditions subscale had the most variation (Total M=3.50, SD=.69). 

Professional Satisfaction 

Research Question 1 

What professional satisfaction is experienced in their current job? 

All but 10 participants either agreed or strongly agreed that their current job matched their skill 

level (Table 8).  For all of the items on the professional satisfaction subscale, the majority of 

respondents answered either agree or strongly agree, suggesting a high level of professional 

satisfaction. 

One participant‟s open-ended comment indicated a high level of professional 

involvement. “I am always working at improving myself personally and professionally. I am 

active at professional organizations and maintain several professional memberships” (Western 

Pacific Region). One participant said there were “more opportunities to learn more and more” 

(South-East Asia Region), however while “the opportunities are at all levels, but you need to 

grab them as soon as you can and take advantage of each of them” (Region of the Americas).  
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Several participants commented on their adjustment experience taking at least several 

months. “It took several months to adjust, hated it at first, was going to leave after 6 months” 

(European Region). “I believe we have adapted and assimilated - myself and other Filipino 

nurses I worked with - in a short period of time” (Western Pacific Region).  

Table 8 Professional Satisfaction Subscale (N=157) 

Professional 
Satisfaction 

Strongly 
Disagree 

Disagree  Neutral  Agree  Strongly 
Agree 

Item  
 

 Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency (%) 
Mean (SD) 

Current job 
matches 
level of 
nursing skill  
 

2 (1.3%) 3 (1.9%) 5 (3.2%) 75 (48.1%) 71 (45.5%) 156 (100%) 
4.35 (.75) 

Satisfied with 
current job 
 

2 (1.3%) 2 (1.3%) 7 (4.5%) 73 (46.5%) 73 (46.5%) 157 (100%) 
4.36 (.74) 

Work as a 
nurse in US  
personally 
rewarding 
 

3 (1.9%) 0 1 (.6%) 84 (53.8%) 68 (43.6%) 157 (100%) 
4.37 (.69) 

Salary equal 
to peers 
 

7 (4.5%) 13 (8.4%)  26 (16.8%) 64 (41.3%) 45 (29%) 155 (100%) 
3.82 (1.08) 

Adjusted to 
US nursing 
practice 
 

0 1 (.6%) 0 70 (44.9%) 85 (54.5%) 156 (100%) 
4.53 (.54) 

Opportunities 
to increase 
knowledge 
and grow as 
a nurse 
 

1 (.6%) 0 2 (1.3%) 58 (37.2%) 95 (60.9%) 156 (100%) 
4.58 (.59) 

Total M(SD)      4.34 (.27) 

Note: Percentages may vary in the cell within each table due to missing data.  

Transition Conditions  

Research Question 2 

 What are their perceptions about transition conditions, their family/social environment, 

and their current work environment? 
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The majority of respondents were surprised by the difference in American culture 

(Table 9). They did know who to contact with questions however, and indicated nurse co-

workers respected their education and experience.  Few respondents felt they were not fully 

utilizing skills, education and experience in their jobs.  

In their open-ended comments, several participants in this study experienced communication 

difficulties due to perceived regional colloquialisms, accents, and discrimination:  

 “It‟s more of the way people speak/accent is the biggest adjustment I had to make” 

(Western Pacific Region). “Each time I am talking to patient and staff, it is a different language 

or version of English. I am just getting used to English, but which one?” (Western Pacific 

Region). “I thought English was said all the same but apparently not here in Texas” (Western 

Pacific Region). 

 “They always say that we do not speak English and that they do not understand me, 

they were so prejudiced and so much discrimination up till this moment” (African Region). 

 In this study, several participants indicated a desire for transition programs, both in 

source countries and a six-month program in destination countries. These participants had 

received their basic nursing education in different WHO regions, indicating the perceived need 

for transition programs may be common to IENs across IEN regions.  

 “There should be an agency from home countries, professionals who are already 

established, whose role will be to fully orient the new ones before they start work” (African 

Region). “Assistance with relocation and talking with nurses from my home country help 

facilitate my transition” (Region of the Americas). “Foreign educated nurses need 

comprehensive orientation and support during the first 6 months particularly of their arrival in the 

US. The culture shock of these nurses is something that recruiters and nursing organizations 

need to be aware of” (Western Pacific Region). 
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Table 9 Transition Conditions Subscale (N=157) 

Transition 
conditions 

Strongly 
Disagree 

Disagree  Neutral  Agree  Strongly 
Agree 

Item  
 

 Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Mean (SD) 

Language 
barriers 
 

25 (16%) 54 (34.6%) 17 (10.9%) 46 (29.5%) 14 (9%) 156 (100%)  
3.19 (1.27) 

Nurse co-
worker 
respect for 
education 
and 
experience 
 

8 (5.1%) 10 (6.4%) 27 (17.2%) 81 (51.6%) 31 (19.7%) 157 (100%) 
3.75 (1.01) 

Job not fully 
utilize skills, 
experience, 
and 
education 
 

30 (19.1%) 84 (53.5%) 20 (12.7%) 17 (10.8%) 6 (3.8%) 157 (100%) 
3.73 (1.02) 

Surprised by 
difference in 
American 
culture and 
own culture 
 

6 (3.8%) 20 (12.7%) 25 (15.9%) 62 (39.5%) 44 (28%) 157 (100%) 
2.25 (1.11) 

Orientation 
prepared for 
working  
independently 
 

2 (1.3%) 14 (8.9%) 16 (10.2%) 90 (57.3%) 35 (22.3%) 157 (100%) 
3.90 (.890) 

Knew who to 
ask or where 
to get 
answers to 
questions 
 

1 (.6%) 4 (2.5%) 6 (3.8%) 102 (65%) 44 (28%) 157 (100%) 
4.17 (.672) 

Total M(SD)      3.50 (.69) 

Note: Percentages may vary in the cell within each table due to missing data.  

Family/Social Environment 

For all of the items on the professional satisfaction subscale, the majority of 

respondents answered either agree or strongly agree, suggesting a high level of family/social 

environment support (Table 10).There were no strongly disagree responses for these three 
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items: family supportive of being a nurse, made new friends, and enjoy living in the US.  Overall, 

the responses suggest that although the majority of IENs had friends from their home country at 

work and at home, about 25% of the IENSs did not experience these friendships.  

 Several open-ended comments from participants highlighted the need for support from 

family, community, and church: 

 “Because of immediate family and kids, most probably will settle down here in US” 

(South-East Asia Region). “We have social gatherings about 2-3 times a year. One of them is 

an RN. I still miss home” (European Region). “I consider myself a true American, but I still 

adhere to many of the Philippine culture, traditions, and superstitions” (Western Pacific Region). 

“I cannot imagine one with no support from church in this culture” (Western Pacific Region). 

Table 10 Family/Social Environment Subscale (N=157) 

Family/Social 
Environment 

Strongly 
Disagree 

Disagree  Neutral  Agree  Strongly 
Agree 

Item  
 

 Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Mean (SD) 

Group of 
nurses from 
home 
country as 
friends 
 

20 (12.8%) 19 (12.2%) 14 (9%) 56 (35.9%) 47 (30.1%) 157 (100%) 
3.58 (1.37) 

Many friends 
in community 
from home 
country 
 

16 (10.2%) 23 (14.6%) 16 (10.2%) 67(42.7%) 35 (22.3%) 155 (100%) 
3.52 (1.27) 

Family 
supportive of 
being a 
nurse 
 

0 2 (1.3%) 12 (7.6%) 64 (40.8%) 79 (50.3%) 157 (100%) 
4.40 (.69) 

Made new 
friends from 
other  
Countries 
 

0 3 (1.9%) 9 (5.8%) 83 (53.5%) 60 (38.7%) 155 (100%) 
4.29 (.66) 
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Table 10 – Continued 

Family/Social 
Environment 

Strongly 
Disagree 

Disagree  Neutral  Agree  Strongly 
Agree 

Item  
 

 Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Mean (SD) 

Found a 
place to 
worship and 
practice my 
religion 
 

3 (2%) 1 (.7%)  15 (9.9%) 61 (40.1%) 72 (47.4%) 152 (100%) 
4.30 (.83) 

Enjoy living 
in US 
 

0 1 (.6%) 13 (8.3%) 78 (49.7%) 65 (41.4%) 157 (100%) 
4.32 (.65) 

Feel safe 
living in US 
 

1 (.6%) 2 (1.3%) 22 (14%) 78 (49.7%) 54 (34.4%) 157 (100%) 
4.16 (.76) 

Total M (SD)      4.08 (.37) 

Note: Percentages may vary in the cell within each table due to missing data. 

Work Environment 

The majority of respondents selected either agree or strongly agree on the item about 

being protected from injury in current job (Table 11). Similarly, the participants believed both 

supervisors and physicians valued their experience and education. A slight majority of the 

respondents (52.5%) experienced racism in the US workplace.  

 In their open-ended comments participants had varied experiences in the work 

environment. A participant from the European Region experienced respect, “The nursing 

education we got in the UK was very good and has been respected by US nurses and medical 

staff.” However, a participant from the African Region had a different experience, “I feel that my 

experience and education is felt to be inferior and is undermined” (African Region). One 

participant commented on a mixed experience, “There are physicians who value my experience 

and education and there are those who don‟t” (Western Pacific Region). 

 Participants described their experiences of discrimination in the US work environment 

vividly, such as “remembering the experience causes nightmares” (African Region). Another 

commented that the experience was “stressful because Black American nurses and some other 
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nurses see you as a threat to take their job” (African Region). Not all discrimination occurred at 

the beginning as noted by one nurse who wrote, “Experienced discrimination from some staff 

members and my nurse manager who was initially nice to me” (Western Pacific Region). One 

participant experienced overt racism: There is “always racism, look and laugh then talk back” 

(South-East Asia Region). In this study, discrimination was experienced by IENs from different 

WHO regions. 

Table 11 Work Environment Subscale (N=157) 

Work 
Environment 

Strongly 
Disagree 

Disagree  Neutral  Agree  Strongly 
Agree 

Item  
 

 Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Mean (SD) 

Can protect 
from injury 
in current 
job 
 

1 (.6%) 1 (.6%) 11 (7%) 94 (59.9%) 50 (31.8%) 157 (100%) 
4.22 (.65) 

Patient load 
in current 
job too 
heavy 
 

19 (12.3%) 49 (31.8%) 49 (31.8%) 25 (16.2%) 12 (7.8%) 154 (100%) 
3.25 (1.11) 

Experienced 
racism in 
workplace in 
US 
 

18 (11.5%) 29 (18.6%) 27 (17.3%) 59 (37.8%) 23 (14.7%) 156 (100%) 
2.74 (1.25) 

Nurses 
more 
respected in 
home 
country than 
in US  
 

19 (12.2%) 51 (32.7%) 34 (21.8%) 28 (17.9%) 24 (15.4%) 156 (100%) 
3.08 (1.27) 

Nurses work 
with support 
each other 
and me 
 

2 (1.3%) 3 (1.9%) 21 (13.4%) 90 (57.3%) 41 (26.1%) 157 (100%) 
4.05 (.77) 

Supervisor 
values my 
experience 
and 
education 
 

1 (.6%) 6 (3.8%) 13 (8.3%) 82 (52.2%) 55 (35%) 157 (100%) 
4.17 (.79) 



 

57 
 

Table 11 - Continued 

Work 
Environment 

Strongly 
Disagree 

Disagree  Neutral  Agree  Strongly 
Agree 

Item  
 

 Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Mean (SD) 

Physicians 
value my 
experience 
and education  

3 (1.9%) 8 (5.1%) 22 (14.1%) 83 (53.2%) 40 (25.6%) 156 (100%) 
3.96 (.88) 

 
Total M(SD) 

      
3.63 (.60) 

Note: Percentages may vary in the cell within each table due to missing data. 

Motivation to Migrate 

Research Question 3 

 What is the primary motivation to migrate: personal, professional, financial, or social 

reasons?  

 The most frequently selected motivation to migrate (item 11) was Personal Reasons 

(32.3%), while the motivation selected least frequently was Social Reasons (18.7%) (Table 12). 

However, a Chi-Square Test (x2(3)=5.80, ns)  revealed no significant difference in  motivation to 

migrate responses.  

Table 12 Motivation to Migrate Factors (N=155) 

Motivation to Migrate Factors Yes Response 

Personal reasons 50 (32.3%) 

Professional reasons 37 (23.9%) 

Financial reasons 39 (25.2%) 

Social reasons 29 (18.7%) 

Total 155 (100%) 

 

 Across all WHO regions, the European Region had the highest percentage of 

responses in one category; 79.2% (n=19) motivated for Personal Reasons (Table 13). The 
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largest group of IENs, those receiving their basic nursing education in the Western Pacific 

Region, indicated financial reasons as their primary motivation. In the South-East Asia region, 

41.7% indicated their strongest motivator was Social Reasons (n = 15). 

 In their open-ended comments, participants had different reasons for migrating. One 

participant in this study said “higher pay was my motivational factor” (South-East Asia Region), 

while another participant “moved to this country to join my husband” (South-East Asia Region). 

A participant from the European Region migrated for “travel, adventure, wanted to do something 

different.” Also, several participants migrated to support family:  

 “I am one of the many who left my country because I have to support my brothers and 

sister, though I was not really forced by my family to do it, but because I am the eldest” 

(Western Pacific Region). “It will allow me to sponsor my siblings to US for better education and 

career” (South-East Region). 

Table 13 Comparison of Motivation to Migrate across WHO Regions (N=157) 

WHO Region Personal 
Reasons 

Professional 
Reasons 

Financial 
Reasons 

Social 
Reasons 

Total IENs 
per region 

 Frequency 
(%) 

    

African Region   4 (25.0%) 4 (25.0%)  5(31.3%) 3 (18.8%) 16 (100%) 

Region of the 
Americas 

 4 (25.0%) 8 (50.0%) 2 (12.5%) 2 (12.5%) 16 (100%) 

South-East Asia 
Region  

 5 (13.9%) 8 (22.2%) 8 (22.2%) 15 (41.7%)  36 (100%) 

European Region    19 (79.2%) 1 (4.2%) NA 4 (16.7%)  36 (100%) 

Eastern 
Mediterranean 
Region  
 

NA  1 (50.0%) NA 1 (50.0%)    2 (100%) 

Western Pacific 
Region  

18 (29.5%)  15 (24.6%) 24 (39.3%) 4 (6.6%)   61 (100%) 

Total  
(N=157) 

 50 (32.3%)  37 (23.9%) 39 (25.2%) 29 (18.7%)  155 (100%) 
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Push Factors 

Research Question 4 

What push factors, pull factors, and personal characteristics were present prior to 

migration? 

On the Push Factors subscale, the majority of respondents either agreed or strongly 

agreed that low pay was a push factor for migrating (Table 14). On the other hand, jobs were 

available. Similarly, the majority of respondents indicated working conditions, not having enough 

nurses, and not having enough medicine, supplies, or staff were not push factors for migration. 

However, the majority of IENs either agreed or strongly agreed that a desire for additional 

opportunities for nursing education was a motivator. Overall, the responses suggest the 

strongest push factors are low pay and additional opportunities for nursing education.  

In this study an open-ended comment by one participant from the Western Pacific 

Region supports the availability of jobs, “There are a lot of nurses available to work in hospitals 

but hospitals refuse to pay them,,.nurses are the ones actually paying the hospitals to get 

experience.” Participants experienced varied work-related push factors in their source countries 

such as:  “the work environment is “very appalling and discouraging” (African Region), “nurses 

do not have a role in decision making” (Western Pacific Region). “One participant from the 

Western Pacific Region indicated in the US there are “better educational and economic 

opportunities for my children.”  

Table 14 Push Factors Subscale (N=157) 

Push 
Factors 

Strongly 
Disagree  

Disagree  Neutral  Agree  Strongly 
Agree 

Item  
 

 Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Mean (SD) 
Pay too 
low 

25 (15.9%) 26 (16.6%) 19 (12.1%) 45 (28.7%) 42 (26.8%) 157 (100%) 
3.34 (1.44) 
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Table 14 - Continued 

Push 
Factors 

Strongly 
Disagree  

Disagree  Neutral  Agree  Strongly 
Agree 

Item  
 

 Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Mean (SD) 
       

Lack of 
available 
nursing jobs 
 

41 (26.1%) 63 (40.1%) 13 (8.3%) 19 (12.1%) 21 (13.4%) 157 (100%) 
2.46 (1.35) 

Additional 
opportunities 
for nursing 
education 
 

19 (12.2%) 24 (15.4%) 27 
(17.3%) 

47 (30.1%) 39 (25%) 156 (100%) 
3.40 (1.34) 

Working 
conditions 
not safe for 
nurses 
 

50 (31.8%) 57 (36.3%) 18 
(11.5%) 

15 (9.6%) 17 (10.8%) 157 (100%) 
2.31 (1.31) 

Not enough 
nurses and 
too much 
work 
 

48 (30.6%) 64 (40.8%) 16 
(10.2%) 

20 (12.7%) 9 (5.7%) 157 (100%) 
2.22 (1.18) 

Not enough 
medicines, 
supplies, 
and staff 
 

45 (28.8%) 48 (30.8%) 27 
(17.3%) 

21 (13.5%) 15 (9.6%) 156 (100%) 
2.44 (1.30) 

Total M(SD)      2.70 (.53) 

Note: Percentages may vary in the cell within each table due to missing data.  

Pull Factors 

For the majority of participants, political stability was not a pull factor (Table 15). 

However, for the majority of respondents, a better education and job opportunities for family 

was a strong pull factor Overall, making money to send home did not influence the IENs either 

way. 

  Interestingly, several participants in this study indicated in their open-ended comments 

that political stability was a pull factor for them. There is “stability within the political parties, 

safety and security in all spheres of life” (African Region). “The time I left there was no true 
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freedom” (Western Pacific Region). Financial stability was also a pull factor for several 

participants. There is “extremely high crime in my country, high unemployment, a lot of poverty” 

(African Region). I “came here to improve financial status only” (South-East Asia Region). 

Table 15 Pull Factors Subscale (N=157) 

Pull Factors Strongly 
Disagree 

Disagree  Neutral  Agree  Strongly 
Agree 

Item  
 

 Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Frequency 
(%) 

Mean (SD) 

Live in a 
country with 
greater 
political 
stability 
 

32 (20.8%) 42 (27.3%) 19 (12.3%) 41 (26.6%) 20 (13%) 154 (100%) 
2.84 (1.37) 

Better 
education 
and job 
opportunities 
for family 
 

32 (20.9%) 25 (16.3%) 13 (8.5%) 46 (30.1%) 37 
(24.2%) 

153 (100%) 
3.20 (1.50) 

Several 
family 
members 
already 
moved to 
US 
 

40 (26%) 37 (24%) 24 (15.6%) 39 (25.3%) 14 (9.1%) 154 (100%) 
2.68 (1.34) 

Make money 
to send 
home 
 

38 (24.5%) 28 (18.1%) 22 (14.2%) 40 (25.8%) 27 
(17.4%) 

155 (100%) 
2.94 (1.46) 

Total M(SD)      2.90 (.22) 

Note: Percentages may vary in the cell within each table due to missing data.   

Personal Characteristics 

 The mean age of IENs in this study was 46.62 (SD = 10.51), with the average age of 

the participants from the Region of the Americas being younger and the oldest being from the 

European Region (Table 16). Of the total 12 male IENs in this study, 6 were from the Western 

Pacific region, accounting for 10% of IENs from that region.  After the bachelor‟s degree, the 

diploma degree was the highest nursing degree held (51.9%). The bachelor‟s degree was most 

frequent among IENs from the Western Pacific region (75.4%), and lowest in the African Region 
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(25%). The diploma degree was highest in the Region of the Americas (43.8%), followed by the 

European Region (37.5%). The Associate degree was highest in the European Region (25%) 

and lowest in the Western Pacific Region (3.3%).  The ten nurses holding doctorate degrees 

were split evenly between DNP and PhD degrees. Three of the PhD graduates had received 

their basic nurse training in the Western Pacific Region, while four of the DNP nurses had 

received their basic nurse training in South-East Asia Region.  

Table 16 Personal Characteristics of Age, Gender, and Basic Nurse Training per Region  

WHO Region Age 
 

Gender  
 

Training in 
English  
 

Highest 
nursing 
degree  

Highest 
nursing 
degree  
 

 Mean, SD 
 

Frequency (%) 
 

Frequency 
(%) 

 Frequency 
(%) 

African Region 
(n=16) 

45.64(8.00) 
 

Male= 1 (6.3%),  
Female=15 (93.8%)  
 

16 (100%) 
 

Diploma 
Associate  
Bachelors  
Master‟s  
PhD  
 

4 (25%) 
2 (12.5%) 
4 (25%) 
5 (31.3%) 
1 (6.3%) 

Region of the 
Americas 
(n=17) 

41.27 (7.71) 
 

Male=1 (5.9%),  
Female=16 (94.1%) 
 

14 (82.4%) 
 

Diploma  
Associate  
Bachelors  
Master‟s  
 

7 (43.8%)  
3 (18.8%) 
5 (31.3%) 
1 (6.3%) 

South-East 
Asia Region  
(n=37) 

42.11 (9.99) 
 

 Female=37 (100%) 
 
 

37 (100%) 
 

Diploma  
Associate  
Bachelors  
Master‟s  
DNP  
PhD 
 

9 (24.3%) 
2 (5.4%) 
17 
(45.9%) 
4 (10.8%) 
4 (10.8%) 
1 (2.7%) 

European 
Region   
(n=24) 

 53.95 
(7.38) 
 

Male=3 (12.5%),  
Female=21 (87.5%) 
 

 19 (79.2%) 
 

Diploma  
Associate  
Bachelors  
Master‟s  

9 (37.5%)  
6 (25%), 
8 (33.3%) 
1 (4.2%) 
 

Eastern 
Mediterranean 
Region  
(n=2) 
 

46 (9.90) 
 

Male=1 (50%),  
Female=1 (50%) 
 

1 (50%) 
 

Bachelors  
Master‟s  
 
 

1 (50%) 
1 (50%) 
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Table 16 - Continued 

WHO 
Region 

Age 
 

Gender  
 

Training in 
English  
 

Highest 
nursing 
degree  

Highest 
nursing 
degree  
 

 Mean, SD 
 

Frequency (%) 
 

Frequency (%)  Frequency 
(%) 

Western 
Pacific 
Region 
(n=61) 

47.62 (11.35) 
 

Male=6 (10%),  
Female=54 (90%) 
 
 

51 (87.9%) 
 
 

Diploma  
Associate  
Bachelors  
Master‟s  
DNP  
PhD 
 

1 (1.6%) 
2 (3.3%) 
46 (75.4%) 
8 (13.1%) 
1 (1.6%) 
3 (4.9%) 

Total  
(N=157) 

46.62 (10.51) 
n=130 
 

Male=12 (7.7%), 
Female=144 
(92.3%)  
n=156 
 

138 (89.6%) 
n=154  
 

Diploma 
Associate 
Bachelors  
Master‟s  
DNP  
PhD  
 

30(19.2%) 
15 (9.6%) 
81 (51.9%) 
20 (12.8%) 
5 (3.2%) 
5 (3.2%)  
n=156 
 

Note: Percentages may vary in the cell within each table due to missing data.  

The majority of IENs were married or had a partner (89%), and the partner lived with 

the IEN in the US (97.2%) (Table 17). Half of the IENs had children under age 18 (n = 77, 50%). 

The majority of IENs had children under and older than 18 living with them (n = 86, 86%). IENs 

in four of the six WHO regions reported having children living with them more than they reported 

having children under age 18. These responses could mean the IENs have children over age 18 

living with them, but the data were difficult to interpret. 

Table 17 Personal Characteristics of Marital Status and Children Living Arrangements 

WHO Region Married or 
partner 

Partner living 
with you in US  
 

Have children 
under age 18 
 

Children living 
with you in US  

 Frequency (%) Frequency (%) Frequency (%) 
 

Frequency (%) 
 

African Region 
 (n = 16) 
 

15 (93.8%) 
 

14 (93.3%) 
 

11 (73.3%) 
 

14 (100%) 
 

Region of the Americas 
(n = 17) 
 

11 (64.7%) 
 

12 (92.3%) 
 

9 (56.3%) 
 

10 (90.9%) 
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Table 17 - Continued 

WHO Region Married or 
partner 

Partner living 
with you in US  
 

Have children 
under age 18 
 

Children living 
with you in US  

 Frequency (%) Frequency (%) Frequency (%) 
 

Frequency (%) 
 

South-East Asia Region 
(n = 37) 
 

37 (100%) 
 
 

37 (100%) 
 

20 (55.6%) 
 

23 (82.5%) 
 

European Region 
(n = 24) 

19 (82.6%) 
 
 

20 (100%) 
 

4 (16.7%) 
 

4 (66.7%) 
 

Eastern Mediterranean 
Region  
(n = 2) 
 

2 (100%) 
 

2 (100%) 
 

1 (50%) 
 

 1 (100%) 
 

Western Pacific Region 
(n = 61) 
 

54 (90%) 
 
 

53 (96.4%) 
 

32 (52.5%)%) 
 

34 (82.9%) 
 

Total 
(N =157) 

138 (89%) 
 n =155 
 

138 (97.2%) 
n = 142 
 

77 (50%) 
n = 154 
 

86 (86%) 
n = 100 

Note: Percentages may vary in the cell within each table due to missing data.  

Excluding the Eastern Mediterranean Region which had only 2 participants, the length 

of time in years from basic training to immigration was longest for IENs who received their basic 

training in the African Region (M=8.93, SD=8.13); and shortest for IENs who received their 

basic training in the Region of the Americas (M=3.46, SD=3.41). The length of time in years 

from immigration to employment in the US was longest for IENs who received their basic 

training in the African Region (M=1.21, SD=.98), and shortest for IENs who received their basic 

training in the Western Pacific Region.  

Data used for analysis in Table 18 were from participants who provided data for all 3 

time fields (years since basic training, years since arrival in US, and years since employment in 

US). Using the present year of 2010, the mean and standard deviation for the number of years 

since basic training were calculated (M=26.33,SD=10.78). Using the present time of 2010, 

years since arrival in US was calculated (M=19.95, SD=11.71). Using the present time of 2010, 

the number of years since employment was also calculated (M=19.41, SD=12.02). Years from 

basic training to immigration were calculated subtracting years since arrival in US from years 
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since basic training. Years from immigration to employment were calculated subtracting years 

since employment in US from years since arrival in US. Data from two additional cases were not 

used in the analysis, as the year of Basic Training was greater than the year of immigration to 

the US, thus for the analysis n=142.  The number of Years from Basic Training to Immigration 

was M=6.38 (SD=5.51). The number of Years from Immigration to Employment was M=.54, 

(SD=1.12)).  

Table 18 Years since Basic Training, Immigration, and Employment 

WHO Region Years  Since 
Basic 
Training 
 

Years Since 
Arrival in US 
 
 

Years Since 
Employment 
in US 

Years From 
Basic 
Training to 
Immigration 

Years From 
Immigration 
to 
Employment 

 Mean (SD) 
 

Mean (SD) 
 

Mean (SD) 
 

Mean (SD) 
 

Mean (SD) 

African 
Region 
(n = 16) 
 

24. 29 (9.12 ) 
 

15.36 (7.81) 
 

14.14 (7.56 ) 
 

8.93 (8.13) 
 

1.21 (.98) 
 

Region of the 
Americas  
(n = 17) 
 

21.85 (8.10) 
 

18.38 (8.42) 
 

17.69 (8.85) 
 

3.46 (3.41) 
 

.69 (2.21) 
 

South-East 
Asia Region 
(n = 37) 
 

22.62 (10.49) 
 

16.68 (11.28) 
 

16.18 (11.42) 
 

5.94 (4.29) 
 

 .50 (.62) 
 

European 
Region 
(n = 24) 
 

33.71 (5.82) 
 

27.14 (9.72) 
 

26.71 (10.79) 
 

6.57 (6.26) 
 

.43 (1.54) 
 

Eastern 
Mediterranean 
Region  
(n = 2) 
 

24.50 (10.61) 
 
 

13.00 (12.73) 
 

12.00 (11.31) 
 

11.50 (2.12) 
 

1.00 (1.41 ) 
 

Western 
Pacific Region 
(n = 58) 
 

27.40 (11.90) 
 

20.97 (12.91) 
 

20.57 (13.14) 
 

6.43 (5.34) 
 

.40 (.77) 
 

Total 
(N =142) 

26.33 (10.78) 
n = 142 
 

19.95 (11.71) 
n = 142 
 

19.41 (12.02) 
n = 142 
 

6.38 (5.51) 
n = 142 
 

 .54 (1.12) 
n = 142  
 

Note: Data for this table is only from responses where all 3 time fields were provided 
and immigration year was greater than year basic training completed. 
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The majority of IENs (79.8%) obtained their basic nursing education from five countries: 

the Philippines, India, Nigeria, Canada, and England (Table 19). Out of the total sample 

(N=157), The Philippines was the most frequent country of basic nursing education. Although 

England had the lowest frequency (6.4%) in this top five list, the United Kingdom was selected 

by 6 other participants as their country of basic nursing education, while two other UK countries 

(Scotland and Ireland) were selected by three participants.  If these other responses had been 

included in the analysis, the frequency for the combined UK countries would have been much 

higher than England by itself (n=19, 12.1%). 

Table 19 Countries of Basic Nursing Education (N =157) 

 

Most of the participants were employed and working full-time (91.7%) (Table11). The 

highest frequency of fulltime workers had received their basic nursing education in the Region 

of the Americas (100%), while the lowest frequency of full-time employed IENS was in the 

Western Pacific Region (88.5%) (Table 20). The remaining participants were employed part-

time (3.8%), self-employed (2.5%), or other (1.9%). No participants were unemployed or 

employed and on leave. 

Table 20 Description of Current Employment Situation (N =157) 

WHO Region Full-Time Part-Time Self-Employed  Other  
 Frequency (%) Frequency (%) Frequency (%) Frequency (%) 
African Region  
(n = 16) 
 

12 (75%) 1 (6.3%) 3 (18.8%) 0 

Region of the Americas  
(n = 17) 

17 (100%) 0 0 0 

Country 
 

Frequency (%) 
 

Philippines 51 (32.5%) 
India 37 (23.6%) 

Nigeria 14 (8.9%) 

Canada 13 (8.3%) 
England 10 (6.4%) 
Total 125 (79.7%) 
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Table 20 - Continued 

WHO Region Full-Time Part-Time Self-Employed  Other  
 Frequency (%) Frequency (%) Frequency (%) Frequency (%) 
South-East Asia Region 
(n = 37) 
 

36 (97.3%) 1 (2.7%) 0 0 

European Region  
(n = 24) 
 

23 (95.8%) 1 (4.2%) 0 0 

Eastern Mediterranean 
Region  
(n = 2) 
 

2 (100%) 0 0 0 

Western Pacific Region   
(n = 61) 
 

54 (88.5%) 3 (4.9%) 1 (1.6%) 3 (4.9%) 

Total 144 (91.7%) 
 

6 (3.8%) 4 (2.5%) 3 (1.9%) 

Note: Percentages may vary in the cell within each table due to missing data.  

 Most of the participants were Staff Nurses (n = 88, 56.1%), followed by those in 

Leadership positions (n = 39, SD = 24.8%) (Table 21).  The category of “other” originally 

contained a total of 22 responses (14%), however all but two of these  descriptions were either 

recoded into existing variables, subsumed into the renamed variable of “leadership” (containing 

nursing supervisor/manager/administrator, charge nurse, or head nurse), or recoded into a new 

variable such as educator/faculty, infection control, informatics, research, and consultant.  

Table 21 Description of Main Job (N=157) 

WHO Region Job Title  
 

Frequency (%) 

African Region 
(n=16) 

Staff Nurse  
CNS/NP/Midwife  
Leadership  
Educator/Faculty  
 

7 (43.8%) 
3 (18.8%) 
5 (31.3%) 
1 (6.3%) 

Region of the Americas  
(n=17) 

Staff Nurse  
CNS/NP/Midwife  
Leadership  
Educator/Faculty  
Informatics  
 

8 (47.1%) 
1 (5.9%) 
6 (35.3%) 
1 (5.9%) 
1 (5.9%) 

 

 



 

68 
 

 Table 21 - Continued 

WHO Region Job Title  Frequency (%) 

South-East Asia Region 
(n=37) 

Staff Nurse 
CNS/NP/Midwife 
Leadership 
Educator/Faculty  
Research  
Other  
 

24 (64.9%) 
6 (16.2%) 
4 (10.8%) 
1 (2.7%) 
1 (2.7%) 
1 (2.7%) 
 

European Region 
(n=24) 

Staff Nurse  
CNS/NP/Midwife  
Leadership  
Infection Control  
Research  
 

13 (54.2%) 
1 (4.2%) 
 8 (33.3%) 
1 (4.2%) 
1 (4.2%) 

Eastern Mediterranean Region 
(n=2) 

Leadership 
Educator/Faculty  
 

1 (50%) 
1 (50%) 

Western Pacific Region  
(n=61) 

Staff Nurse  
CNS/NP/Midwife  
Leadership  
Educator/Faculty  
Informatics  
Consultant  
Other   
 

36 (59%) 
2 (3.3%) 
15 (24.6%) 
5 (8.2%) 
1 (1.6%) 
1 (.6%) 
1 (1.6%) 
 

All countries 
(N=157) 

Staff Nurse  
CNS/NP/Midwife 
Leadership  
Infection Control  
Educator/Faculty  
Research  
Informatics  
Consultant  
Other 

88 (56.1%)  
13 (8.3%) 
39 (24.8%) 
1 (.6%) 
9 (5.7%) 
2 (1.3%) 
2 (1.3%) 
1 (.6%) 
2 (1.3%) 

Note: Percentages may vary in the cell within each table due to missing data. 

The majority of IENs worked in an acute care hospital (86.5%), followed by other health 

care organizations (7.1%) (Table 22). IENs who received their basic nursing education from the 

African Region were either employed at an acute care hospital (40%), other health care 

organization (40%), or home health agencies (20%). In the distribution of nurses across 

employment settings for nurses, IENs educated in the African Region differed in employment 

from nurses in the other regions.  Of the five IENs working in a home health agency, three were 
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educated in the African Region. 

Table 22 Description of Work Setting 

WHO Region Work Setting  
 

Frequency (%) 

African Region 
(n=16) 

Acute care hospital 
Home health agency 
Other health care organization 
 

6 (40%) 
3 (20%) 
6(40%) 

Region of the Americas  
(n=17) 

Acute care hospital 
Other health care organization 
Not working in health care 
 

14 (82.4%), 
2 (11.8%), 
1 (5.9%) 

South-East Asia Region 
(n=37) 
 

Acute care hospital 
 

37 (100%) 

European Region 
(n=24) 

Acute care hospital 
Home health agency 
 

23 (95.8%) 
1 (4.2%) 

Eastern Mediterranean Region 
(n=2) 
 

Acute care hospital 
 

2 (100%) 

Western Pacific Region  
(n=61) 

Acute care hospital 
Nursing home 
Home health agency 
Other health care organization 
Not working in health care 
 

53 (86.9%) 
1 (1.6%) 
1 (1.6%) 
3 (4.9%) 
3 (4.9%) 

All countries 
(N=157) 

Acute care hospital 
Nursing home 
Home health agency 
Other health care organization 
Not working in health care 
n = 156 
 

135 (86.5%) 
1 (.6%), 
5 (3.2%), 
11 (7.1 %), 
4 (2.6%)  
 

Note: Percentages may vary in the cell within each table due to missing data.  

The majority of IENs plan to stay in the US permanently (n = 129, 83.8%) (Table 23). 

Among the 25 IENs planning to leave the US, most planned to stay at least five more years (n = 

20, 80%). Of IENs who received their basic nursing education in the African Region, 10 

participants planned to stay in the US, while 5 planned to leave sometime after 5 years. 

Similarly, in the Region of the Americas, 13 participants planned to stay in the US permanently, 

while 5 participants planned to leave the US. 
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Table 23 Descriptions of Plan to Stay or Leave US (N=157) 

WHO Region Plan to stay in 
US permanently  

When plan to leave US 
 

 Frequency (%) Frequency (%) * 
African Region (n=16) 10 (62.5%) 

 
Sometime after 5 years=5 (100%) 

Region of the Americas (n=17) 13 (76.5%) 
 

Within next 1-2 years=1 (20%), 
Sometime after 5 years=4 (80%) 
 

South-East Asia Region (n=37) 32 (86.5%) 
 

Within next 3-5 years=1 (20%), 
Sometime after 5 years=4 (80%) 
 

European Region (n=24) 21 (91.3%) 
 

Within next 3-5 years=1 (50%), 
Sometime after 5 years=1 (50%) 
 

Eastern Mediterranean Region (n=2) 
 

2 (100%) 
 

Not applicable 

Western Pacific Region (n=61) 51 (86.4%) 
 

Within next 3-5 years=2 (25%), 
Sometime after 5 years=6 (75%) 
 

All countries (N=157) 129 (83.8%) 
 

Within next 1-2 years=1 (4%), 
Within next 3-5 years=4 (16%), 
Sometime after 5 years=20 (80%) 

Notes: Percentages may vary in the cell within each table due to missing data. * 
Percent of those planning to leave the US 

 
Subscales by WHO Region 

 
 In all WHO regions, the Professional Satisfaction subscale had the highest mean, while 

the Push Factors and Pull Factors subscales had the lowest mean across all WHO regions 

except for the African Region (Table 24). For IENs educated in the African Region, Transition 

Conditions had the lowest mean. IENs educated in the Region of the Americas, the European 

Region, and the Eastern Mediterranean Region responded similarly, with Professional 

Satisfaction having the highest means and Pull Factors having the lowest means. Whereas, 

IENs educated in the South-East Asia Region and the Western Pacific Region had similar 

responses, with Professional Satisfaction having the highest mean and Push Factors the lowest 

means. Professional Satisfaction had the highest subscale mean, which may be associated with 

the convenience sampling method of professional nurses. 
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Table 24 Item Means of Subscales by WHO Region 
 

WHO Region Push 
Factors 
 

Pull 
Factors 

Transition 
conditions 

Professional 
Satisfaction 

Family/ 
Social 
Environ-
ment 

Work 
Environ-
ment 

 Item Mean 
(SD) 

Item 
Mean 
(SD) 

Item Mean 
(SD) 

Item Mean 
(SD) 

Item 
Mean 
(SD) 

Item 
Mean 
(SD) 

African Region  
 

3.30 (.95) 3.48 (.74) 3.10 (.71) 4.27 (.61) 4.01 (.57) 3.13 (.61) 

Region of the 
Americas 
 

2.34 (.77) 1.92 (.98) 3.90 (.65) 4.54 (.43) 3.78 (.53) 3.73 (.67) 

South-East 
Asia Region   
 

2.60 (.79) 3.16 (.89) 3.33 (.39) 4.19 (.47) 4.13 (.46) 3.53 (.58) 

European 
Region   
 

1.78 (.58) 1.44 (.55) 3.74 (.56) 4.38 (.57) 3.84 (.56) 3.81 (.59) 

Eastern  
Mediterranean 
Region  
 

2.25 (1.53) 2.00 (0) 3.17 (.24) 4.08 (.35) 3.43 (0) 3.43 (.40) 

Western 
Pacific Region    

3.09 (.83) 3.42 (.81) 3.50 (.56) 4.40 (.53) 4.25 (.57) 3.72 (.47) 

 

Differences among Countries of Basic Nursing Education by WHO Region  

Research Question 5 

 Among IENs who received their basic nursing education in different countries,  

Are there differences in professional satisfaction, transition conditions, family/social 

environment, work environment, motivation to migrate, push factors, and pull factors? 

Professional Satisfaction  

 For IENs who received their basic nursing education in any of the six WHO Regions, 

the Professional Satisfaction subscale had the highest item mean on the NIRTQ2 subscale 

(Table 24). A Kruskal-Wallis test was computed to compare the six WHO regions on 

Professional Satisfaction (Table 25). Results revealed no significant differences existed across 

WHO regions (X2 (5) = 8.43; ns).  
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Table 25 Summary of Kruskal-Wallis Tests of NIRTQ2 Subscales  
 
Subscale 
 

N 
 

Mean  
 

SD 
 

Significance 
 

Push Factors 
 

155 2.70 .93 .000 

Pull Factors 151 2.90 1.10 .000 

Transition Conditions 156 3.50 .59 .000 

Professional Satisfaction   151 4.34 .53 .134 

Family/Social Environment  149 4.08 .56 .007 

Work Environment    151 3.63 .58 .006 

 

Transition Conditions 

 IENs who received their basic nursing education in the Region of the Americas had the 

highest item mean on the Transition Conditions subscale, while the African Region had the 

lowest item mean (Table 24). A Kruskal-Wallis test was computed to compare the six WHO 

regions on Transition Conditions (Table 25). Results revealed that significant differences exist 

across WHO regions in Transition Conditions (X2 (5) =25.38; p < .05). Mann-Whitney U tests 

were subsequently computed for pair-wise comparisons of regions. 

 The Region of the Americas had significantly higher responses than the Africa Region 

(z = -3.18; p < .05), but the European Region did not significantly differ from the Region of the 

Americas (z = -.96; ns). The European Region had significantly higher responses than the 

African Region (z = -2.97; p < .05), but the Eastern Mediterranean Region did not significantly 

differ from the European Region (z = -1.65; ns). The Region of the Americas had significantly 

higher responses than the South-East Asia Region (z = -3.60; p < .05), but the Eastern 

Mediterranean Region did not significantly differ from the South-East Asia Region (z = -.77; ns). 

The Western Pacific Region did not significantly differ from the South-East Asia Region (z = -

1.83; ns). The Region of the Americas had significantly higher responses than the Western 

Pacific Region (z = -2.72; p < .05).  The European Region had significantly higher responses 
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than the Western Pacific Region (z = -2.12; p < .05), but the Eastern Mediterranean Region did 

not differ significantly from the Western Pacific Region (z = -1.22; ns). 

Family/Social Environment  

 IENs who received their basic nursing education  in the Western Pacific Region had the 

highest item mean on the Family/Social Environment subscale, while the Eastern 

Mediterranean had the lowest item mean (Table 24). A Kruskal-Wallis test was computed to 

compare the six WHO regions on Family/Social Environment (Table 25). Results revealed that 

significant differences exist across WHO regions in Family/Social Environment (X2 (5) =16.11; p 

< .05). Mann-Whitney U tests were subsequently computed for pair-wise comparisons of 

regions. 

 The South-East Asia Region had significantly higher responses than the Region of the 

Americas (z = -2.27; p < .05), but the African Region did not significantly differ from South-East 

Asia Region (z = -.81; ns). The Western Pacific Region had significantly higher responses than 

the Region of the Americas (z = -2.99; p < .05), and the Western Pacific Region had 

significantly higher responses than the European Region (z = -2.69; p < .05). There were no 

other significantly higher responses comparing the Family/Social Environment across the six 

WHO regions. 

Work Environment  

 IENs who received their basic nursing education in the European Region had the 

highest item mean on the Work Environment subscale, and the African Region had the lowest 

item mean (Table 24). A Kruskal-Wallis test was computed to compare the six WHO regions on 

Work Environment (Table 25). Results revealed that significant differences exist across WHO 

regions in Work Environment (X2 (5) = 16.13; p < .05). Mann-Whitney U tests were 

subsequently computed for pair-wise comparisons of regions. 

 The African Region had significantly higher responses than the Region of the Americas 

(z = - 2.62; p < .05), but the South-East Asia Region did not significantly differ from the Region 
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of the Americas (z = -2.24; ns). The African Region had significantly higher responses than the 

South-East Asia region (z = - 2.24; p < .05), the European Region (z = - 3.10; p < .05), and the 

Western Pacific Region (z = - 3.35; p < .05). There were no other significant responses in Work 

Environment across WHO Regions. 

Push Factors  

 IENs who received their basic nursing education in the African region had the highest 

item mean on the Push Factors subscale, and the European Region had the lowest item mean 

(Table 24). A Kruskal-Wallis test was computed to compare the six WHO regions on Push 

Factors (Table 25). Results revealed that significant differences exist across WHO regions in 

Push Factors (X2 (5) = 44.79; p < .05). Mann-Whitney U tests were subsequently computed for 

pair-wise comparisons of regions. 

 The African Region had significantly higher responses than the Region of the Americas 

(z = -2.88; p < .05), but the South-East Asia Region did not significantly differ from Region of the 

Americas (z = -1.25; ns), nor did the Eastern Mediterranean Region differ significantly from 

Region of the Americas (z = -.134; ns). The African Region had significantly higher responses 

than the South-East Asia Region (z = -2.63; p < .05), but the South-East Asia Region did not 

differ significantly from the Eastern Mediterranean Region z = -.328; ns). The African Region 

had significantly higher responses than the European Region (z = -4.50; p < .05), but the 

European Region did not differ significantly from the Eastern Mediterranean Region z = -.53; 

ns). The Region of the Americas had significantly higher responses than the European Region 

(z = -2.23; p < .05). The Western Pacific Region had significantly higher responses than the 

Region of the Americas (z = -3.16; p < .05). The South-East Asia Region had significantly 

higher responses than the European Region (z = -3.90; p < .05). The Western Pacific Region 

had significantly higher responses than the South-East Asia Region (z = -2.31; p < .05) and the 

European Region (z = -5.88; p < .05).  
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Pull Factors  

 IENs who received their basic nursing education in the African region had the highest 

item mean on the Pull Factors subscale, and the European Region had the lowest item mean 

(Table 24). A Kruskal-Wallis test was computed to compare the six WHO regions on Pull 

Factors (Table 25). Results revealed that significant differences exist across WHO regions in 

Pull Factors (X2 (5) = 63.25; p < .05). Mann-Whitney U tests were subsequently computed for 

pair-wise comparisons of regions. 

 The African Region had significantly higher responses than the Region of the Americas 

(z = -3.71; p < .001) but the European Region did not significantly differ from Region of the 

Americas (z = -1.39; ns). The Eastern Mediterranean Region also did not significantly differ from 

Region of the Americas (z = -.42; ns). The African Region had significantly higher responses 

than the European Region (z = -4.95; p < .05) but the Eastern Mediterranean Region did not 

significantly differ from the European Region (z = -1.21; ns). The Region of the Americas had 

significantly higher responses than the South-East Asia Region (z = -3.67; p < .05) but the 

European Region did not significantly differ from the Eastern Mediterranean Region (z = 1.21; 

ns).  The Western Pacific Region had significantly higher responses than the Region of the 

Americas (z = -4.53; p < .05) but the South-East Asia Region did not significantly differ from the 

Western Pacific Region (z = -1.31; ns).  The South-East Asia Region had significantly higher 

responses than the European Region (z = -5.56; p < .05). The Western Pacific Region had 

significantly higher responses than the European Region (z = -6.52; p < .05) 

Chapter Summary 

 This chapter described the data analyses used to conduct this exploratory descriptive 

study on the relocation and transition experiences of IENs who had migrated to the US using an 

ethically sound and rigorous approach. There was not a significant difference in the IENs 

primary motivation to migrate. The majority of IENs in this study experienced a high level 

professional satisfaction. Among IENs who received their basic nursing education in different 
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WHO regions, there were no significant differences in professional satisfaction. However, there 

was a difference among IENs in different WHO regions in transition conditions, family/social 

environment, work environment, motivation to migrate, push factors, and pull factors.  
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CHAPTER 5 
 

DISCUSSION 

 The purpose of this chapter is to provide a discussion on findings of this research study 

on the relocation and transition experiences of internationally educated nurses migrating to the 

US. The need for enhanced understanding of the complex pull and push factors affecting nurse 

migration provided direction for this study.  

Participant Responses by WHO Region 

 The intention was to recruit participants who received their basic nurse education from 

all six WHO regions; however there was a lack of response from some gatekeepers and it 

became a challenge to obtain participants from all WHO regions. Therefore, a sample of 

convenience was used. 

 There was some variation in responses on the NIRTQ2 by WHO region.  Professional 

Satisfaction had the highest mean across all WHO Regions. Push Factors had the lowest mean 

across all WHO Regions, with IEN respondents from the European Region having the lowest 

item mean for both Pull Factors and Push Factors.  The Region of the Americas had the highest 

mean for Transition Conditions, while Africa had the lowest mean, indicating a more positive 

transition experience for IENs from the Region of the Americas. There was little variation in the 

item means across WHO Region for both Family/Social Environment and Work Environment. 

 IENs who received their basic nursing education in the Region of the Americas had the 

highest item mean on transition conditions, while the Africa Region had the lowest item mean. 

This indicates IENs who migrated from countries such as Canada experienced more positive 

transition conditions than IENs migrating from African countries. IENs from the Western Pacific 

Region had the highest item mean for Family/Social Environment, followed by the South-East 

Asia Region. A high value is placed on family and social connectedness by IENs. IENs from the 

European Region had the highest item mean for Work Environment, while the African Region 
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had the lowest item means. This indicates IENS from the European Region had positive, 

supportive experiences in their places of employment, whereas IENs from the African Region 

did not have as positive experiences (such as reflected in discrimination). The African Region 

had the highest item mean for push factors and pull factors than IENs from other regions. This 

indicates there were factors in both their source country and their destination country which 

motivated them to migrate. IENs from the Western Pacific Region and the South-East Asia 

Region also had a high item mean for pull factors, indicating there were factors in the US 

motivating their migration. 

Professional Satisfaction  

 Based on items in the Professional Satisfaction subscale, the majority of IENs in this 

study experienced a high level of professional satisfaction. In fact, they were high on every item, 

such as adjustment to US nursing practice and satisfaction with current job. These finding are 

similar to Buchan et al.‟s (2006) findings where nurses migrate for professional growth, as early 

as 1988 McCloskey and Aquino found positive perceptions of the practice environment lead to 

increased IEN professional satisfaction. 

 In this study, subjects were recruited by individual professional nurses and professional 

organizations, which may have influenced the high level of IEN professional satisfaction found. 

Buchan et al (2006) had similar findings and identified a major limitation of their IEN UK study 

was including only members of the professional association, the Royal College of Nursing.  

 Yi and Jezewski (2000) found adjusting to work in a US hospital typically occurs in two 

stages, with initial adjustment taking 2 to 3 years, and an additional 5 to 10 years for full 

adjustment to the work environment. In this study, all but one of the IENs responded they had 

adjusted to US nursing practice, most likely due to the length of time they had been in the US. 

None of these IENs had been in the US less than 3 years, 28.1% had been in the US between 3 

and 10 years, and the majority of participants (77.7%) had been in the US more than 10 years. 
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The finding of high levels of professional satisfaction may also be due to the short time between 

immigration to employment for all IENs in this study (M=.54 years). 

 These findings of high levels of professional satisfaction were unexpected. This may be 

attributed to the maturity of the IENs, as they were not new nurses but filled out the instrument 

retrospectively. Their memory of their relocation and transition experiences may have lost its 

immediacy. 

Transition Conditions 

 Based on items in the Transition Conditions subscale, the majority of IENs did not 

experience language barriers and knew who to contact for questions, however they were 

surprised by differences in the American culture. Co-workers respected their education and 

experience, and IENs felt their jobs utilized their skills, education, and experience. These 

findings are different than Lin‟s (2009) finding on IEN adaption needs (language barriers, 

discrimination, US social culture, US nursing practice, and US work ethics). This finding on 

differences in American culture is similar to both Xu‟s (2007) findings on cultural differences and 

Lopez‟s (1990) findings on initial communication problems because of American expressions. 

Family/Social Environment 

 Based on items in the Family/Social Environment subscale, such as having fellow 

nurses and friends in the community who are from their home country, having a place to 

worship and practice religion, and feeling safe living in the US, the majority of IEN respondents 

had a positive family/social environment. This is similar to findings in other studies where having 

family and friends from the IEN‟s home country (Hayne et al., 2009; Lopez, 1990; Ryan, 2007) 

and social support systems (Blythe & Baumann, 2009) contributed positively to IEN relocation 

experiences in a new country.  

Work Environment 

 Based on items in the Work Environment subscale, the majority of IENs felt safe on 

their current job, had a workload that was not too heavy, and worked with supportive fellow 
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nurses. The majority of IENs also believed nurses were more respected in the US, and that 

supervisors and physicians valued their experiences and education. However, the majority of 

IENs also experienced racism in the workplace. This finding on racism is similar to other studies 

findings on racism (DiCicco-Bloom, 2004; Xu, 2007) and discrimination (Xu, 2007). The findings 

on staff support, supervisor support, and physician support are similar to other studies (Liou & 

Cheng, 2009; Sherman & Eggenberger, 2008), indicating these support mechanisms increase 

professional satisfaction. The finding on supportive fellow nurses differs from Charest‟s (1992) 

study, where fellow nurses were not supportive of the IENs. Charest‟s data were collected in 

one institution with one group of IENs who were recruited specifically to fill the institution‟s 

nursing shortage.  

Motivation to Migrate 

 In this study, the highest factor for motivation to migrate was for Personal Reasons. 

Similarly, in Buchan et al.‟s study (2006), the authors found that IENs in the UK who had 

migrated from Australia, New Zealand, or the US chose “personal reasons” as their main 

motivator to migrate.   

Push Factors 

 Based on items in the Push Factors subscale, low pay was the strongest push factor for 

the majority of IENS in this study, which differs from Vujicic et al.‟s (2004) study, which cautions 

that changes in a source country‟s working conditions and living conditions will have a bigger 

influence on decreasing nurse migration than increasing wages. IENs in this study did not 

experience a lack of nursing jobs in their home countries, which differs from other studies where 

an oversupply of nurses is created (Brush, 2008; Buchan, 2006; Muncada, 1995; Stilwell et al., 

2003). Another strong push factor for IENs in this study was advancing their nursing education, 

similar to Labonté et al.‟s (2006) findings.  
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Pull Factors 

Based on items in the Pull Factors subscale, remittances did not influence IENs either 

way, which differs from studies where IENs worked longer hours to send remittances home (Xu 

& Kwak, 2005, 2007). The strongest pull factor was obtaining a better education and job 

opportunities for the family, similar to findings in other studies (Choy, 1998; Hall et al., 2009). 

Political stability was not a strong pull factor, unlike Labonté et al‟s. (2006) Canadian study. 

Personal Characteristics 

 The distribution of IENs across WHO regions by country of basic nurse training in this 

study was similar to findings of IEN source countries in large datasets including IENs who 

migrated to Canada (Blythe et al., 2009). The largest number of IENs migrated from the 

Western Pacific region (Xu & Kwak, 2005). Eighty percent of the IENs in this study received 

their basic nursing education from five countries: the Philippines, India, Nigeria, Canada, and 

England. The same groups of top source countries were in other IEN studies, with the exception 

of Nigeria (Lee, 2007; Xu & Kwak, 2005).  

 IENs in this study were predominantly female and married, similar to finding in other 

studies (Hall et al., 2009; Lee, 2007; Xu & Kwak, 2005, 2007). Fifty percent of IENs in this study 

had children, compared to 40% in Xu & Kwak‟s study (2005). IENs were younger (mean age of 

37) in Polsky et al‟s study (2007). In this study, 86 percent of IENs with children had children 

living with them in the US, whereas in Buchan et al.‟s (2006) UK study, one third of IENs with 

children had to leave their children in the source country. This difference may be due to the 

length of time IENs in this study have spent in the US.  

 The highest basic nursing education received by 52% of IENs in this study was a 

bachelor‟s degree, similar to findings from other studies (Lee, 2007; Polsky et al., 2007; Xu & 

Kwak, 2007). This differs from studies where the majority of IENS received a diploma degree as 

their basic nursing education (Hall et al., 2009; Xu & Kwak, 2005). Although language barriers 

were not an issue for IENs in this study, Buerhaus et al. (2009) found many IENs may 



 

82 
 

encounter difficulties communicating cross-culturally. There is a gap in knowledge related to the 

effect of cross cultural communication on patient safety outcomes.  

Employment 

 The typical IEN in this study was employed fulltime, a staff nurse, and worked in a 

hospital, similar to finding in other studies (Hall et al., 2009; Lee, 2007; Polsky et al., 2007; Xu & 

Kwak, 2005, 2007). However, the high frequency of IENs in this study holding leadership 

positions (25%) differs from Xu and Kwak‟s study (2005), where 9% of IENs held leadership 

positions. 

 The mean of years from basic training to immigration was 6.38. The mean of years from 

immigration to employment was .54, indicated the IENs in this study were employed within half 

a year of arrival in the US. This short time until employment may be attributed to this study‟s 

sampling method of nurses from professional organizations and professional healthcare 

settings. This study did not address if IENs were recruited by healthcare organizations or 

received employment assistance upon arrival in the US.  

Plan to Leave or Stay in the US 

 In this study, the majority of IENs planned to stay in the US (84%). Of those planning to 

leave the US, 80 percent plan to do so sometime after 5 years. Because of this IEN stability, it is 

worth investing effort in the IEN transition period to the US healthcare system. Similarly, in 

Buchan et al.‟s (2006) study, the majority of IENs planned to stay in the UK at least 5 years. In 

Nguyen et al.‟s (2008) study of Ugandan student nurses, the majority planned to migrate to 

either the UK or US, however the majority of those planned to return to Uganda. This difference 

may be due to IENs coming to stay in the US, so are established and reflect professional 

maturity, while students who had not yet migrated from Uganda could not imagine not returning 

to their home country. 
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Limitations 

 Limitations of this study included self reported data and potential bias introduced by 

IENs when completing the NIRTQ2. Initial content validity of the study has been established by 

Gray and Johnson in the Nurse International Relocation and Transition Questionnaire 2 

(NIRTQ2). As a new instrument, however, reliability assessment is ongoing in their study of 

African IENs. The number of respondents from source countries was dependent on which IENs 

responded. Utilizing self reported data such as in questionnaires was limited by accuracy of the 

data reported by the IEN.  

 One of this study‟s limitations was the sample method of convenience sampling, which 

may have resulted in a high number of respondents being from professional organizations and 

professional nursing associations who have been in the US longer. Therefore, they may have 

responded more positively on the Professional Satisfaction subscale. This study‟s results are 

specific to the sample studied and cannot be generalized to the entire population of IENs who 

have migrated to the US. 

Performance of Instrument 

 In this study, the instrument‟s (NIRTQ2) performance was adequate and served as a 

valuable guide to collect IEN data.  Since the instrument‟s initial development and content 

validity focused on nurses from the African region, the investigator will suggest possible 

instrument revisions to the developers of the NIRTQ2. These suggestions will include 

conducting content validity with representatives of the other WHO regions and revision of the 

reverse scored items within the instrument‟s subscales. Additional suggestions will include 

modifying wording on one item which may be difficult to understand, modifying “lack of job 

availability” to “no jobs available.” In the demographic section age wording needs to be added to 

the follow up question on children, “If you answered YES, are your children currently: Living with 

you in the US…” It is recommended that there be an age match in the two questions, as IENs in 

this study reported having more children living with them than they had reported for the 
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question, “Do you have children under the age of 18 years?”  It would also be beneficial to add 

two questions to the demographic section, indicating whether the IEN‟s immigration was 

sponsored by an employer, and whether the IEN is a member of a professional association. 

This study‟s findings on the transition and relocation experiences of IENs provided 

support for the validity of the Ibitayo (2009) model, Migration and Transition of Internationally 

Educated Nurses. The Ibitayo model provided the desired endpoint of the transition experience, 

professional satisfaction, and was useful in guiding this study‟s data analysis and discussion of 

findings. Since the majority of this study‟s participants had been in the US for several years and 

had experienced high professional satisfaction, the model‟s endpoint was achieved by the 

majority of the participants. The other concepts of the model provided a schema for discovering 

what IEN experiences and personal characteristics contributed to the high professional 

satisfaction. 

Implications for Nursing 

 The relocation and transition experiences of IENs needs to be studied in order to fully 

integrate IENs who have migrated to the US into the healthcare system. Although this study‟s 

result cannot be generalized to the entire population of IENs who have migrated to the US, it 

may be of interest to health care organizations in the US who are considering development of 

an IEN transition program. This study‟s findings indicated IENs remain in the US for a long 

period of time and are a long-term investment for healthcare organizations. Healthcare 

organizations and educational institutions recruiting IENs may want to advertise employment 

benefits such as education and increased professionalism. IENs in the US healthcare workforce 

are reflective of the various patient populations they serve. In addition, IENs serve as a 

resource for future IENs as they relocate and transition into the US healthcare environment.  

 Many new graduate nurses have internships in health care organizations on specific 

nursing units or in specialty service lines, thus ensuring their successful transition into the role 

of a professional nurse and integration within that facility‟s corporate mindset.  Organizations 
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that make this type of commitment to new nurses and that are considering employing IENs to 

meet their nursing needs should be receptive to a transition program for IENs who migrated to 

the US. An envisioned transition program would have a structure similar to the internship model 

in regards to generic nursing practice and knowledge specific to that organization. However, 

time needs can be added for several other components specific to IENs, such as successful 

registration with state boards of nursing and seminars on communication skills and cultural 

practices as a nurse in the US healthcare system. This study‟s findings indicate a beneficial 

seminar would be on workplace ethics and how to handle workplace issues such as 

discrimination. The transition program could be from 2 to 9 months in length and constructed in 

modules (Jeans et al., 2005) specific to individual IEN needs. Healthcare organizations that 

include cultural competency content in new employee orientation programs (Nichols et al., 

2009) should be receptive to a modified transition program specific to IENs from different 

cultural groups.  

 An IEN transition program should include as many of these ten success indicators 

identified by Zizzo and Xu (2009) as possible: 1) buddy support system, 2) logistic support, 3) 

registration, 4) fitness for practice, 5) reduce vacancy factor, 6) equality of opportunity, 7) 

valuing culture, 8) mentorship, 9) prepared for practice, 10) training course, 11) study days, 12) 

professional identity and commitment to work, 13) all IENs registered, and 14) higher job 

satisfaction with better communication skills and few complaints.   

 Transition programs need to be evidence-based in order to effectively meet the needs 

of IENs from different WHO regions. The significant differences in the transition experiences of 

nurses from WHO regions revealed by this study indicate a need for program developers to take 

into account an IEN‟s source country or WHO region when designing IEN transition programs. 

Also, open-ended comments show individual IENs are interested in transition programs, both in 

source countries and destination countries. 
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Future Recommendations 

Future studies include using a phenomenological qualitative approach to explore the 

initial relocation and transition experiences of IENs who have been in the US less than one 

year. Since information on IEN employment agencies was not collected in this study, a future 

study might explore whether the relocation and transition experiences of IENs differ when using 

an employment agency, compared to IENs migrating to the US on their own initiative.  

Another potential future study is forming a research team that includes the NIRTQ2 

instrument developers and a statistician to conduct secondary analysis of this study‟s data, 

using multiple regression statistical analysis to further examine the contribution of each of the 

factors to IENs‟ professional satisfaction. The instrument developers organized the NIRTQ2 

items according to the definitions of the concepts in the initial Gray and Johnson model. To 

estimate construct validity of the instrument, factor analyses need to be done to make sure the 

items in each subscale actually measure the designated concept for that subscale. The results 

of a factor analysis may indicate the need to revise the instrument and to refine the Ibitayo 

model.  

There are few research based IEN transition programs; however, there is a need for 

transition programs to assist health care organizations in meeting patient safety and quality of 

care priorities. This is important since IENs cannot be expected to be fully integrated into the 

healthcare system immediately (Zizzo & Xu, 2009).  

Conclusion 

 There are issues surrounding global nurse migration and the ethical recruitment of 

IENs. Therefore, studies on nurse migration and IEN relocation and transition experiences are 

essential. This study contributed to the understanding of the complex pull and push factors 

affecting nurse migration, and the IEN relocation and transition experiences in the US.  

 Results for this study indicated the majority of IENs across all WHO regions (by country 

of basic nursing education) experienced high professional satisfaction. Although this finding was 
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unexpected, it supports the conceptual framework. 

 This research study added to the knowledge base on nurse migration issues by 

providing a greater understanding of foreign nurses‟ relocation and transition experiences in the 

US, and the successful integration of foreign nurses from around the world into the healthcare 

workforce. Several IEN participants indicated in their open-ended comments that they desired 

transition programs both in their source countries and their destination countries. Future studies 

with IENs may result in the development and piloting of an IEN focused transition program.

 In summary, data were collected from a convenience sample of IENs in the US to 

examine relationships in the conceptual map and answer the research questions. It is hoped 

that as IENS relocate to the US and transition into the healthcare environment, they will 

experience increased professional satisfaction. This chapter discussed the findings of this 

exploratory descriptive study on the relocation and transition experiences of IENs who had 

migrated to the US using an ethically sound and rigorous approach. 
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APPENDIX A 
 

NURSE INTERNATIONAL RELOCATION AND TRANSITION QUESTIONNAIRE 2 

(GRAY & JOHNSON, 2008) 
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Nurse International Relocation and Transition Questionnaire 2 (Gray & Johnson, 2008) 
 

Nurse International Relocation and Transition Questionnaire 2 
On each question, mark the answer that indicates your level of agreement.  

There is no right or wrong answer. 

 

The first group of questions asks about the things related to nursing and health care that motivated you to migrate to 

the United States. 

  Strongly 

Disagree 

Disagree Neutral Agree Strongly 

Agree 

1. I was motivated to migrate from my country 

because my pay was too low.  

     

2. I was motivated to leave my country due to a 

lack of available nursing jobs. 

     

3. I was motivated to move from my country to 

have additional opportunities for nursing 

education. 

     

4. I was motivated to leave my country because 

working conditions of nurses were not safe.  

     

5. I was motivated to move from my country 

because there were not enough nurses and too 
much work to do.  

     

6. I was motivated to move from my country 
because there were not enough medicines, 

supplies, and staff to provide effective patient 

care. 

     

Provide any additional information you like about work in your home country that motivated you to move. 

 

 
 

 

 

 

 

 

 

This group of questions asks about situations in your family and home country that increased your motivation to 

move. 

  Strongly 

Disagree 

Disagree Neutral Agree Strongly 

Agree 

7. I was motivated to leave my country to live in a 

country with greater political stability.  

     

8. I was motivated to leave my country with my family so 

that they could have better education and job 

opportunities.  

     

9. I was motivated to move to the United States because 

several family members had already moved here. 

     

10. I was motivated to move to the United States so I could 

make money to send home.  
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Provide any additional information you would like about your family situation or the social/political conditions in 

your home country that motivated you to move. 

 

 
11. Before coming to the US, which of the following factors most influenced your decision to move to 

the US to work as a nurse?  Please tick one answer only: 
Personal Reasons (To travel/ experience a different way of living)     

   
Professional Reasons (To gain professional development)      

  
Financial Reasons (To earn a living from the profession/ be able to send money home)   

Social Reasons (To join family/ friends overseas or to enable children to grow up in the US)   

   

Think about how you felt when you first arrived and about your first job in nursing in the US. Answer these 

questions about your first year in your first nursing job in the US. 
 

  Strongly 
Disagree 

Disagree Neutral Agree Strongly 
Agree 

12. I experienced language barriers when 
communicating with patients and staff. 

     

13. The nurses I worked with showed respect for my 
education and experience. 

     

14. My job did not fully utilize my skills, experience, 

and education. 

     

15. When I first arrived in the US, I was  
surprised by the differences in the American  

culture and my own culture 

     

16. The orientation I received prepared me for 

working independently. 

     

17. When I had questions, I knew who to ask or 

where to get the answer. 

     

Provide any additional information you like about your first nursing job in the US. 
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These questions are about your professional satisfaction in your current job. 
 

  Strongly 
Disagree 

Disagree Neutral Agree Strongly 
Agree 

18. I currently have a job that matches my level of nursing 
skill. 

     

19. I am satisfied with my current job. 
 

     

20. My work as a nurse in the US is personally rewarding. 
 

     

21. My salary is equal to that of my peers. 
 

     

22. I feel I have adjusted to US nursing practice. 
 

     

23. I have opportunities to increase my knowledge and 
grow as a nurse. 

     

Provide any additional information you would like about how you feel about yourself as a nurse in the US. 
 

 

 

 
 

 

These questions are about your family, friends, and community.  

 

  Strongly 

Disagree 

Disagree Neutral Agree Strongly 

Agree 

24. During my first year in the US, I had a group of 

nurses from my home country as friends. 

     

25. I have many friends in my community who are 

from my home country.  

     

26. My family is supportive of me being a nurse in 

the US. 

     

27.  I have made new friends from other countries. 

 

     

28. I have found a place to worship and practice my 

religion (if applicable). 

     

29. I enjoy living in the US. 

 

     

30. I feel safe living in the US. 

 

     

Provide any additional information that you would like about your family, friends, and community.  
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These questions are about your current work environment.  

 

  Strongly 

Disagree 

Disagree Neutral Agree Strongly 

Agree 

31. I can protect myself from injury in my current 

job. 

     

32. The patient load in my current job is too heavy. 

 

     

33. I have experienced racism in the workplace in 

the US. 

     

34. Nurses are more respected in my home country 

than in the US. 

     

35. The nurses I work with support each other and 

me. 

     

36. My supervisor values my experience and 

education.  

     

37. Physicians value my experience and education. 

 

     

Provide any additional information that you would like about your current work environment.  

 
 

 

 

 
 

 

 
Please finish the survey by answering these questions about you and your experiences.  
 
 
Personal Information 
 
38. How old are you?   

 

39. What is your sex? (Please tick the correct answer) 

Male      

Female    

40. What is your nationality? 
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41. Do you have a husband, wife, or partner? 

 

Yes    
No    

If you answered YES, is your husband/wife/partner currently:  Please tick the correct answer 

 

Living with you in the US    

Living in your home Country   

Other (Please specify)   

 

42. Do you have children under the age of 18 years? Please tick the correct answer 

 

Yes    
No         

If you answered YES, are your children currently: Please tick the correct answer 
 

Living with you in the US    

Living in your home Country   

Other (Please specify)   

 
43. What year did you immigrate to the US?   

 

44.  What year did you begin working as a nurse in the US?  

   

45.  In what country did you receive your basic nursing training?  

 

46. In what year did you receive your basic nursing training? 

  

47. Was your nursing training in English? 

 

Yes   
No    
If you answered NO, in what language was your nursing education taught? 

 

 

 

48.  What is the highest degree you hold in nursing? 

 

Diploma 

Associates degree  

Bachelors    

Master’s  

Doctor of Nursing Practice  

PhD   
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49. If you have worked in other countries outside of your home country and other than the US, list them 

below.  

Name of Country 
 

Name of Country 
 

Name of Country 
 

Name of Country 
 

  

50. Which of the following best describes your current employment situation?  

Please tick one answer only. 
 

Employed and working full time   

Employed and working part time   

Employed, currently on leave   

Self employed   

Unemployed   

Other (please specify)   

 

51. Which of the following most closely describes your job title for your main job? 

Please tick one answer only.  
 

Staff Nurse  

Health Care Assistant/Nursing Auxiliary   

Clinical Nurse Specialist/Nurse Practitioner/Midwife   

Nursing supervisor/ manager/ administrator   

Other (please specify)   

 

52. Which of the following most closely describes your work setting for your main job? 

 

Acute care hospital  

Nursing home or skilled care center  

Home health agency  

Other health care organization  

Not working in health care  

53. Do you plan to stay in the US permanently?  
  

 Yes   

No  

 

54. If you answered NO on the previous question, when do you plan to leave the US? 

Within the next year   

Within the next 1 to 2 years  

Within the next 3 to 5 years  

Sometime after five years  

 

 

Please use this space to add any additional information that you wish to share about your experiences, 

motivations and aspirations or any other information that you feel is relevant. 
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Thank you for completing this questionnaire. 

 

 

 

 

 

 

 
This questionnaire was adapted with author permission from the surveys described in the following two 

articles.  

Buchan, J., Jobanputra, R., Gough, P., & Hutt, R. (2006). Internationally recruited nurses in London: A 

survey of career paths and plans.  Human Resources for Health, 4(14).  
Nguyen, L., Ropers, S., Nderitu, E., Zuyderuin, A., Luboga, S., & Hagopian, A. (2008). Intent to migrate 

among nursing students in Uganda: Measures of the brain drain in the next generation of health 

professionals.  Human Resources for Health, 6 (5).   
Both are articles are available from http://www human-resources-health.com 
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APPENDIX B 
 

PERMISSION LETTER TO USE INSTRUMENT
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APPENDIX C 

 
PERMISSION LETTER TO USE GRAY AND JOHNSON‟S 

CONCEPTUAL MAP AND INSTRUMENT 
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APPENDIX D 
 

 STUDY INFORMATION SCRIPT FOR EMAILS, ORGANIZATIONAL WEBPAGES, AND 

SURVEYMONKEY 
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Study Information Script for emails, Organizational WebPages, and SurveyMonkey 
 

 
Factors Affecting the Relocation and Transition of Internationally Educated Nurses Migrating to 

the United States of America 
 

You are being asked to participate in a research study. Participation is voluntary. Please direct 
any questions to Kristina Ibitayo, RN, MSN, nursing student, at . This study has 
been approved by the UTA IRB Protocol:_(insert protocol number)___. 
 
The subject of the relocation and transition experiences of internationally educated nurses in the 
United States has received little research overall, especially across different cultural groups. 
This study will increase understanding of foreign nurses‟ relocation and transition experiences in 
the US, facilitating successful integration of nurses migrating to the US for employment in the 
healthcare workforce.  
 
This web-based questionnaire should take approximately 30 minutes to complete. This web-
based questionnaire will have questions regarding nursing education and demographic 
information. Both open ended and closed questions will be asked, as well as questions on a 5-
point scale from Strongly Disagree to Strongly Agree. The questions are regarding: conditions in 
the source country that motivate a nurse to migrate, conditions in the destination country that 
motivate a nurse to migrate, motivation to migrate reasons, transition conditions, family/social 
environment, work environment, and professional satisfaction. 
 
All data will be collected anonymously. No disclosure of your responses outside could 
reasonably place you at risk of criminal or civil liability or be damaging to your financial standing, 
employability or reputation. All responses will remain confidential. Everyone in this study will 
receive the same survey. You will not benefit directly from this research; however, there is a 
benefit to society, as this study will further expand the knowledge base on the relocation and 
transition experience of IENs in the US. 
 
You are asked to provide personal information and a brief amount of your time. All information 
provided will be maintained on a secure server. You may choose not to answer any questions 
or quit at any time at no consequence. You have the right to decline participation in this 
research as participation is voluntary. 
 
In the unlikely event it becomes necessary for the Institutional Review Board to review your 
research records, then the University of Texas at Arlington will protect the confidentiality of 
those records to the extent permitted by law. The data resulting from your participation may be 
made available to other researchers in the future for research purposes not detailed within this 
consent form. The data will contain no identifying information that could associate you with it, or 
with your participation in the study. 
 
Questions about this research or your rights should be directed to Kristina Ibitayo at 

 By continuing with this survey, you voluntarily give your consent to participate in this 
research study.   
 
 (insert electronic link to SurveyMonkey for emails, web pages, and flyers here)______ 
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APPENDIX E 
 

LISTING OF LARGEST HEALTH SYSTEMS AND HOSPITALS IN THE DALLAS/FORT 

WORTH METROPOLIS, NURSING ASSOCIATIONS, AND MIGRATION EXPERTS 
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Listing of Largest Health Systems and Hospitals in the Dallas/Fort Worth Metropolis, Nursing 
Associations, and Migration Experts 

 
 

Health Systems and Hospitals in Dallas/Fort Worth 
Metropolis 

 

 
Contacted 

 

 
Recruited 

 

 
Received 

IRB 
approval 

UT Southwestern Medical Center/  
Parkland Health and Hospital System 

x x x 

Baylor Health Care System x x x 
Methodist Dallas Medical Center  x  x 
Cook Children‟s Medical Center Fort Worth x x  
Medical City Dallas Hospital x x x 
Texas Health Resources  x x x 
John Peter Smith Health Network x   

 
Nursing Associations 

 

   

National Coalition of Ethnic Minority Nurse 
Associations (NCEMNA) 

x   

Philippine Nurses Association of America, Inc. 
(PNAA) 

x x  

National Black Nurses Association, Inc. (NBNA) x   
Asian American/Pacific Islander Nurses Association, 
Inc. (AAPINA) 

x x  

National Association of Hispanic Nurses, Inc. 
(NAHN) 

x x  

Canadian Nurses Association (CAN) x   
National Association of Indian Nurses of America 
(NAINA) 

x x  

Nigerian Nurses Association of USA, Inc x x  
New York Korean Nurses Association  x   
National American Arab Nurses Association 
(NAANA) 

x x  

Texas Nurses Association – District 3 (Tarrant, Fort 
Worth area) 

x x  

Texas Nurses Association – District 4 (Dallas area) x   
Texas Nurses Association  – District 25 x x  

 
Migration Experts in the US 

 

   

Xu, Yu x x  
Brush, Barbara L. x   
DiCicco-Bloom, Barbara x   
Jezewski, Mary Ann x   
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APPENDIX F 
 

FLOW CHART FOR DATA COLLECTION PROCESS 
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Flow Chart for Data Collection Process 
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APPENDIX G 

INSTITUTIONAL REVIEW BOARD AND RESEARCH COMMITEE APPOVAL LETTERS 
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Subject Re: Request to conduct a study with PNAA members (with attached documents per PNAA guidelines) 

From Leo Jurado 

To Ibitayo, Kristina S;  

Sent Tuesday, April 13, 2010 8:11 PM 

 Hi Kristina, 
I am glad we were able to connect. Feel free to send the link and I will forward it to the membership. 
Leo Jurado 
------Original Message------ 
From: Ibitayo, Kristina S 
To: k  
Cc: p  
Subject: RE: Request to conduct a study with PNAA members (with attacheddocuments per PNAA 
guidelines) 
Sent: Apr 13, 2010 2:56 PM 
  
Dr. Abriam-Yago,  
   
Hello. Has a decision been made regarding conducting my study with PNAA members? Thank you.  
   
Sincerely, 
Kristina  
   
Kristina Ibitayo, RN, MSN, PhD(c) 
PhD in nursing student 
The University of Texas at Arlington 
Telephone  

  
   
   
From: Ibitayo, Kristina S 
Sent: Wednesday, March 31, 2010 10:25 PM 
To:  

' 
Subject: RE: Request to conduct a study with PNAA members (with attached documents per PNAA 
guidelines)  
  
Dr. Abriam-Yago,  
   
Hello. I am following up on my request to conduct a study with PNAA members. Do you require anything 
additional for the PNAA approval process?  
   
Best regards, 
Kristina  
   
Kristina Ibitayo, RN, MSN, PhD(c) 
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