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1  | INTRODUC TION

With internationally qualified nurses (IQNs) constituting an ever‐in‐
creasing proportion of the nursing workforce in developed coun‐
tries, bridging programmes endeavour to enhance ‘cultural fit’ and 
readiness to practice in the new country (Khalili, Ramji, Mitchell, 
& Raymond, 2015; Riden, Jacobs, & Marshall, 2014; Sherwood & 
Shaffer, 2014; Tie, Birks, & Mills, 2018; Xu, 2010). However, re‐
search indicates that the transition process may extend well beyond 
an initial few weeks. It behoves managers, nurse leaders, educators, 
preceptors and mentors to be aware of the often lengthier process 

of accommodating differences that disrupt strongly held beliefs and 
values. Successful transition involves reciprocity, rather than being 
the unilateral responsibility of IQNs (Brunton & Cook, 2018; Philip, 
Woodward‐Kron, Manias, & Noronha, 2019). Studies demonstrate 
that supportive leadership is a significant factor in transition and 
that leaders benefit from professional development to facilitate this 
process (Brunton & Cook, 2018; Khalili et al., 2015; Ramji & Etowa, 
2018; Timilsina Bhandari, Xiao, & Belan, 2014; Viken, Solum, & 
Lyberg, 2018). The first author, who is an internationally qualified 
nurse, and currently a nurse educator, aimed to inform the role of ed‐
ucators and preceptors further by exploring challenges that a sample 
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Abstract
A	dearth	of	literature	focuses	on	the	relationship	between	acculturation,	power	dis‐
tance and liminality for migrant nurses entering foreign workplaces. Expectations 
are for migrant nurses to be practice‐ready swiftly. However, this aspiration is naïve 
given the complex shifts that occur in deeply held cultural beliefs and practices and is 
dependent on an organisational climate of reciprocal willingness to adapt and learn. 
This exploratory study identified that although a plethora of literature addresses 
challenges migrant nurses face, there are limited data that link these transitional 
processes to concepts that might usefully guide transitions. This study draws from 
the overarching concept of acculturation, together with Hofstede's (2011) notion of 
power distance and the theory of liminality to explore the experiences of eight mi‐
grant nurses. Data highlighted that adjusting to altered hierarchical relationships took 
many months because negotiating power distance challenged deeply held beliefs and 
assumptions about professional and organisational hierarchies. Migrant nurses’ ac‐
counts indicated a paucity of organisational processes to address these difficulties; 
therefore, they navigated this liminal space of adjustment to power distance differ‐
ences in an ad hoc manner. Their acculturation experiences, arguably unnecessarily 
prolonged, indicate the value in workplace commitment to exploring a collaborative, 
critically reflective approach to optimise transitions.
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of	 Filipino	 and	 Indian	 culturally	 and	 linguistically	 diverse	 (CALD)	
nurses encountered when transitioning to the New Zealand nurs‐
ing practice context. The New Zealand nursing workforce comprises 
of 25% of nurses who qualified outside of New Zealand, and in the 
past decade make up 50% of all new registered nurse registrations 
(Nursing Council of New Zealand (2013)). Recent analysis indicates 
that 55% of migrant nurses come from the Philippines and 20% from 
India (Nursing Council of New Zealand, 2016). Host nurses are pre‐
dominantly of European and British descent, with a small percentage 
of indigenous and Pacific nurses (for a fuller discussion on the role 
of internationally qualified nurses in the New Zealand context, see 
Jenkins & Huntington, 2015).

A	plethora	of	international	literature	highlights	recurring	themes	
in the adaptation process: workplace lack of skill‐level recognition; 
communication barriers; differing assumptions about the role and 
tasks of registered nurses, and of patients and families; different 
values resulting in ‘moral emotions’; racism; and discrimination and 
slow professional advancement (Cook & Brunton, 2018; Tregunno, 
Peters,	 Campbell,	 &	 Gordon,	 2009;	 Tuttas,	 2015).	 A	 comparative	
study investigating experiences of host and migrant nurses in the 
New Zealand context identifies that these processes of professional 
adaptation are disparate for these two groups (Brunton & Cook, 
2018;	Cook	&	Brunton,	2018).	Adjustment	to	different	dynamics	in	
power relations and power distance is also reported across numer‐
ous studies. However, these accounts are explored with brevity (see, 
e.g., Philip et al., 2019; Xu, 2010; Viken et al., 2018) and there is a 
dearth of literature that focuses in depth on culturally and linguis‐
tically	diverse	(CALD)	nurses’	acculturation	process	 in	these	areas.	
The rich data in the current study highlight familiar themes evident 
in the extant literature. Nurses’ accounts of the disruptive effects 
of the transition process, which we argue pertain to power relations 
and power distance, were most striking across the data set. These 
differences were evident across all professional relationships: peer‐
to‐peer; nurse–senior nurse; nurse–student nurse; nurse–doctor; 
and nurse–patients and families. To address the gap in the literature, 
we apply the overarching theoretical concept of acculturation (Berry, 
2005), and its relevance to power distance (Hofstede, 2011) and lim‐
inality (Willis & Xiao, 2014) to deepen the analysis of the transitional 
discomforts experienced by IQNs, and to identify possible organisa‐
tional and collegial steps that may ameliorate these challenges.

2  | ACCULTUR ATION

As	health	professionals	live	and	work	in	a	rapidly	globalising	world,	
they inevitably encounter different cultures and worldviews. 
According	to	Hofstede	(2011,	p.	3),	culture	is	‘a	collective	program‐
ming of the mind that distinguishes the members of one group or 
society from those of another’. Hence, a deep understanding of 
cultural values, beliefs and expressions is beneficial to co‐ordinate 
organisational actions. Culture is a learned, collective phenomenon, 
at least partly shared with people who live or have lived within the 
same social environment. Culture remains ‘below the threshold of 

conscious awareness because it involves taken‐for‐granted assump‐
tions about how one should perceive, think, act, and feel’ (Kreitner 
&	Kinicki,	2007,	p.	100).	Every	person	carries	patterns	of	thoughts,	
feelings and potential actions, typically acquired in early childhood. 
However, behaviour is only partially predetermined by mental pro‐
grammes: people have a fundamental ability to deviate from long‐
held mental models and to react in ways which are new, creative, 
destructive and unexpected. However, unlearning is more difficult 
than learning for the first time (Xu, Gutierrez, & Kim, 2008).

We concur with Garneau and Peplin’s (2015) argument for a 
constructivist, rather than essentialist view of culture, which also 
acknowledges diversity within groups. Culture is not inherent to 
biological structure; rather it provides a frame of reference for 
identity and meaning. The relative ‘sameness’ satisfies the need for 
belonging within a comfort zone of inclusion, safety and acceptance. 
Culture is also symbolic, based on our capacity to use things to rep‐
resent other things. Often achieved through language, for example, 
the use of shared narratives, songs, jokes and colloquialisms rein‐
forces people's assessment of how embedded or not they are in a 
cultural group (Willis & Xiao, 2014). People infuse words with emo‐
tional meaning, associated with shared norms and scripts. When one 
is an ‘outsider’, those norms and scripts may not be easily interpreted 
or understood (Zhou, Windsor, Theobald, & Coyer, 2011). The cama‐
raderie of culturally similar peers is significant in easing IQNs’ accul‐
turation process (Connor, 2016).

Acculturation	 is	 the	process	of	 change,	 to	 accommodate	 some	
aspects of another culture, ideally without erasure of normative val‐
ues and practices of one's own culture. For example, Xu et al. (2008), 
in their small qualitative study of Chinese nurses who had migrated 
to the US, found that they continued to uphold their Confucian val‐
ues	of	humility.	Acculturation	is	impeded	if	IQNs	experience	limited	
career advancement and lack of recognition of prior abilities that 
they associate with discrimination and racism. Ramji and Etowa 
(2018) note that social closure, the exclusionary practices of ma‐
jority groups that limit IQNs’ professional advancement, leads to a 
persistent sense of being ‘other’ and therefore disrupts workplace 
integration.	 Acculturation	 at	 best	 involves	 reciprocity.	 As	 Berry	
(2009)	argues,	‘Acculturation	is	a	process	of	cultural	and	psycholog‐
ical changes that involve various forms of mutual accommodation, 
leading to some longer‐term psychological and sociocultural adapta‐
tions between both groups’ (p. 699).

Acculturation	is	an	overarching	concept.	Within	the	acculturation	
process, navigating power distance is a key challenge highlighted in 
the shift from a hierarchical to a more egalitarian context, and vice 
versa. Cultures are also adaptive, responsive to people's ability to 
accommodate their changing environment. Cultures tend to dictate 
what people learn about. They comprise group characteristics of 
behaviours, values and attitudes, which are mostly maintained and 
transferred to new members of the group. Hofstede argues that ‘val‐
ues have both intensity and direction’ (1980, p. 19), and although 
cultures are complicated and full of ambiguity, they are powerful 
drivers of attitudes and behaviours. Tensions will be experienced 
through challenges to values and norms that are outside the cultural 
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group. Receptivity towards adapting to the other is determined by 
the perceived salience and acceptance of any required changes.

3  | POWER DISTANCE

Hofstede (2001) suggests that cultures can be distinguished by the 
cultural emphasis they assign to values and behaviours that promote 
normative dimensions across countries. He identified four cultural 
values in work‐related attitudes relevant to political, social and indi‐
vidual interpretations, which reflect traditions and common ways of 
thinking.	According	to	Hofstede,	these	dimensions	are	globally	appli‐
cable, therefore comparable (Hofstede, 2001). These comprise the 
individualism/collectivism and masculinity/femininity dichotomies, 
and degrees of uncertainty avoidance, and power distance, the lat‐
ter of which is relevant to the analysis in this article. Power distance 
refers to the extent to which individuals and groups have hierarchi‐
cal or egalitarian relationships.

Power distance is the level of acceptance of an equal distribu‐
tion of power relations in society, defined as ‘the degree to which 
members of an organisation or society expect and agree that power 
should be stratified and concentrated at higher levels of an organ‐
isation	 or	 government’	 (House	&	 Javidan,	 2004,	 p.	 12).	All	 societ‐
ies have degrees of inequality, which Hofstede measured on a scale 
from high (100%) to low (0%). High power distance social values in‐
corporate the recognition and acceptance of high power differentials 
between different members of a culture, society or organisation. In 
high power distance contexts, there is overall mutual agreement 
from members of that group that power inequalities are considered 
legitimate; thus in workplaces, supervisors are expected to be more 
autocratic	and	paternalistic.	As	Yan	and	Hunt	(2005)	argue,	paternal‐
ism is viewed as advantageous. In contrast, those cultures, societies 
or organisations with less sensitivity to variations in status expect to 
share power through democratic leadership styles preferring a more 
consultative approach and emphasise the right to participate in all 
levels of decision‐making. These contexts have low power distance 
as defined by Hofstede. In contexts with high power distance, there 
is limited social mobility, compared with high social mobility in low 
power distance contexts.

We acknowledge that Hofstede's work is subject to critique (see, 
e.g., McSweeney, 2002), especially given that his survey data were 
collected	 in	 the	1960s	and	1970s.	Other	criticisms	draw	attention	
to diversity within cultures and countries; the problem of individual 
stereotyping based on group‐level data; ignoring cultural heteroge‐
neity within cultures; and the malleability of culture (Sivakumar & 
Nakata, 2001; Smith, 2002). However, the model has also been val‐
idated by further research (Bochner & Hesketh, 1994; Drogendijk 
&	Slangen,	2006;	Van	Oudenhoven,	2001).	A	 further	 cohort	 anal‐
ysis by Beugelsdijk, Maseland, and van Hoorn (2015) demonstrates 
that relative positions between countries in relation to Hofstede's 
dimensions have not altered over time. This finding concurs with 
Hofstede's argument that although power distance may change 
over time, the degree of difference between countries likely remains 

(1991). More recent global studies have continued to confirm that 
New Zealand is a low power distance country, and the Philippines 
and India higher on the scale (Javidan, De Luque, Sully, & House, 
2006). Such differences may be of concern when acknowledging 
that unfair treatment from those in powerful organisational roles 
may be more accepted in high power distance cultures, while those 
in low power distance cultures are less accepting of injustice (Loh, 
Restubog, & Zagenczyk, 2010).

The	status	of	nurses	differs	globally.	A	study	by	Johnson,	Green,	
and Maben (2014) identifies that until recently nursing in India was 
a low status, menial, stigmatised job, as many aspects of the work 
contravene notions of purity and the traditional role of women, such 
as working outside of the home and engaging with strangers’ bodily 
fluids. Due to migration opportunities, nursing has become a more 
valued profession (Timmons, Evans, & Nair, 2016). Nurses from both 
the Philippines and India have identified that the high comparative 
status of New Zealand nurses, including the educational and ad‐
vanced practice opportunities, was an influential factor in migration 
(Mowat & Harr, 2018). In an integrative review, Montayre, Montayre, 
and Holroyd (2018) note nurses in the Philippines report a subser‐
vient relationship with medical colleagues, without an autonomous 
role.

Hofstede's work continues to have contemporary empirical 
utility in research pertaining to cultural diversity in healthcare. For  
example,	in	a	small	qualitative	Australian	study	by	Philip	et	al.	(2019)	
their analysis identified that even though IQNs enjoyed the advan‐
tages of the very low power distance between nurses and doctors, it 
was a significant adjustment to speak collegially with medical staff. 
In a comparative study investigating clinical reasoning skills in an 
Australian	and	an	Indonesian	medical	school,	the	findings	illustrated	
that power distance differences were evident between participants 
at the two sites, thus playing a significant part in the students’ dif‐
ferent attitudes to authority, which impacted on uncertainty avoid‐
ance	 (Findyartini,	 Hawthorne,	 McColl,	 &	 Chiavaroli,	 2016).	 A	 UK	
study by Morrow, Rothwell, Burford and Illing (2013) used the con‐
cept of power distance to portray that status and hierarchy were 
the most challenging area to navigate for new migrant doctors from 
high power distance countries across all professional relationships. 
In another UK study, researchers identified high power distance was 
evident in the ways international medical graduates engaged with 
simulated patients, compared to their UK educated counterparts 
(Verma, Griffin, Dacre, & Elder, 2016). While appreciating the limita‐
tions of concepts and frameworks, we argue that they also provide a 
useful beginning point for critical reflection.

4  | LIMINALIT Y

To bring together an investigation of acculturation to shifts in power 
distance, the anthropological concept of liminality is used. This con‐
cept captures the period of ambiguity and uncertainty in substan‐
tive shifts from one role or status to another. We concur with Willis 
and Xiao (2014) that the lens of liminality usefully renders visible 
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the transformative process IQNs undergo as they encounter the 
hardship, fear of failure, and disruption of their previous status. 
Importantly, liminality is not a linear process; intrinsic and extrinsic 
factors may mean that nurses may remain in a liminal space if they 
are excluded and stigmatised.

5  | STUDY DESIGN

As	 an	 exploratory	 study,	 this	 research	draws	 from	an	 interpretive	
phenomenological approach (de Chesnay, 2014) to capture reflex‐
ive explanations of the lived experience of a sample of IQNs in a 
cultural and workplace environment that was unfamiliar. With an in‐
terpretive phenomenological approach, the researchers endeavour 
to interpret participants' sensemaking, while ensuring their interpre‐
tations are grounded in participants’ accounts (Pringle, Drummond, 
McLafferty, & Hendry, 2011).

6  | PARTICIPANTS AND SET TING

After	 obtaining	 ethics	 approval	 (4000017380)	 from	 a	 univer‐
sity	 human	 ethics	 committee,	 recruitment	 occurred	 mid‐2017.	
Participants were recruited from one provincial District Health 
Board hospital. Flyers were placed in nursing offices, and potential 
participants made contact by email or phone with the first author. 
A	full	information	sheet	was	then	provided,	and	on	confirmation	of	
the	decision	to	proceed,	 interviews	were	arranged.	Although	the	
first author is an IQN, she is Korean, and therefore had an insider/
outsider position (Liamputtong, 2010), as although there were 
many similarities in experiences, she was not familiar with the cul‐
tural specifics of any of the participants. The first author used a 
process of reflexivity throughout the data collection process, in‐
cluding regular discussions with the second author, to ensure that 
her own lived experiences were not to the fore in the interview 
process (Liamputtong, 2009).

7  | DATA COLLEC TION AND ANALYSIS

The study involved eight semi‐structured interviews, conducted in 
English,	with	a	purposive	sample	 (Abrams,	2010)	of	 IQNs	who	ob‐
tained their initial nursing registration overseas and then completed 
their	nursing	transition	through	a	CAP	course	in	New	Zealand;	had	
not worked in other countries as an IQN; had been working as a 
registered nurse in New Zealand for less than five years; and for 
whom English was their second language. There were four females 
(3 Indian; 1 Filipina) and four males (2 Indian; 2 Filipino); ages ranged 
from 28 to 34 years. Respondents averaged 3 years of practice in 
their home country, sharing on average 4 years of overall experience 
since	registration	as	an	IQN.	All	worked	in	an	acute	hospital	setting.	
These interviews occurred in a private setting after having obtained 
informed consent.

The interview questions were focused on eliciting detailed de‐
scriptions of IQN’s experiences of learning how to adapt to the new 
workplace culture. The interview schedule was developed from 
a review of the literature that explored the following broad ques‐
tion: What are the cultural, educational and linguistic challenges for 
CALD	 nurses	 transitioning	 to	 registered	 nursing	 practice	 in	 New	
Zealand? Examples of the open‐ended questions are as follows: 
Could you tell me any cultural differences you had faced during 
the	initial	Competence	Assessment	Programme?	Could	you	tell	me	
about any differences in the nursing position in your own your home 
country compared with New Zealand? Could you tell me about the 
interpersonal relationship among nurses, other health providers, pa‐
tients and their families in your workplace? and Could you tell me 
any cultural differences in your workplace? Each interview lasted for 
between 45 and 60 min. The data were read by the researchers and 
coded for common threads of meaning.

8  | POWER DISTANCE AND 
ACCULTUR ATION

Through the interviews, we gained an understanding of the experi‐
ences of each participant to provide insight into the acculturation 
process for IQNs. The data set clearly demonstrates the consider‐
able acculturation work for IQNS, and in our analysis, the effort 
of transition was in part because expectations and experiences of 
power relations were destabilised across all professional relation‐
ships. These disruptions to beliefs about status and authority ap‐
peared to add significantly to the emotional and cognitive load of 
acculturation. These disruptions were evident across four domains 
that are elucidated further below: un/learning and the ‘hidden cur‐
riculum’; destabilisation of expertise; preceptors and leaders as navi‐
gators; and finding one's voice. Table 1 shows the categories, codes 
and exemplar quotes to illustrate how we arrived at our themes.

8.1 | Un/learning and the ‘hidden curriculum’

Clearly evident across the data set was the struggle that participants 
experienced, to engage with an alien educational process. In order 
to register in New Zealand, IQNs must complete a six‐week theory 
and	 practice	 Competence	 Assessment	 Programme	 (CAP).	 These	
programmes are offered collaboratively by tertiary and healthcare 
service providers, with the aim of ensuring nurses are able to meet 
competencies within their scope of practice (Nursing Council of 
New	Zealand	n.d.).	All	were	familiar	with	a	teacher‐driven	approach,	
and the shift to teaching informed by more egalitarian adult learn‐
ing principles was yet another adjustment. Students expressed the 
discomfort and doubts they had about the effectiveness of learner‐
centred approaches:

Here, you have to paraphrase and provide all the 
references and avoid the plagiarism and the system 
shows you how much your assignment is similar to the 
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references. It is a really self‐directed learning so you 
study yourself spending enough time and all your re‐
sponsibilities will be on you. Because I came from the 
entirely different practice for years so everything was 
extremely hard for me. So you can only get limited 
knowledge when you study here. But I feel the Indian 
style study is more helpful. I get more knowledge than 
the teaching style here. 

(Participant 2 Indian)

Analysis	 indicated	 unfamiliar	 power	 distance	 between	 the	 learner	
and the teacher, which appeared to have been experienced initially 
as	an	additional	stress,	rather	than	liberating.	A	participant	identified	
that he struggled with being given responsibility for his own learn‐
ing, rather than the educator being the authority:

Here, they let you study yourself giving materials, but 
back home, they force you to do it. In the process, 
you will learn it, personally, it is better for me. We can 
have a clear deadline for example so you have to finish 

the task before the deadline. But here, all the study ‐ I 
need to set up the goal and deadline usually. It takes 
a very long time to finish because no‐one pushes me 
and everything is on me. If you have a deadline com‐
ing and my instructor really wants you to do it, it can 
be a very strong motivation for you to complete. 

(Participant 1 Filipino)

In our critique, it was evident that for all participants, the initial 
Competence	 Assessment	 Programme	 was	 an	 exhausting	 process.	
Data analysis highlights not only were they engaging with explicit, 
formal content, they were also navigating the ‘hidden curriculum’ 
of an unfamiliar set of beliefs and values about what it means to 
be a learner. This concept of the hidden curriculum refers to the 
often tacit or unarticulated assumptions, beliefs and values within 
organisational structures that maintain existing norms (Hunter & 
Cook, 2018; Mossop, Dennick, Hammond, & Robbé, 2013). This is 
an important tension to note, as notions of empowerment under‐
pin adult learning theories, but the shift to the inherent low power 
distance of these approaches can disempower learners if they are 

TA B L E  1   Exemplar themes

Categories Codes Exemplar quotes

Un/learn‐
ing and the 
‘hidden 
curriculum’

Strangeness
Rote learning
Learner‐centred 

approaches
Critical thinking
Dis/empowerment

They do as self‐directed learning but I am not quite sure how much the students get the knowledge 
from the self‐directed learning. Back home, we really go through every topic thoroughly and do the 
exams so we can get tested and get the knowledge from the text books. So we have to study thor‐
oughly for the examinations. I think they learn very broadly here but not quite sure how deep they 
learn to get the academic knowledge. (Participant 5 Indian)

But here, you have to paraphrase and provide all the references and avoid the plagiarism and the 
system shows you how much your assignment is similar to the references. It is a really self‐directed 
learning so you study yourself spending enough time and all your responsibilities will be on you. 
Because I came from the entirely different practice for years so everything was extremely hard for 
me. So you can only get limited knowledge that you study here. But I feel the Indian style study is 
more helpful. l get more knowledge than the teaching style here. (Participant 2 Indian)

Destabilisation 
of expertise

‘Othering’
Sense of loss
Disruption
Criticism
Apprehension

As	a	foreigner,	I	think	I	am	very	lucky	to	get	a	job	here.	You	know,	we	have	got	a	visa	issue	so	some‐
times, it is very hard to say no to others, especially to my charge nurse and I try to not to say no and 
just try to be good even when I face something unexpected or unfair things until my status is stable. I 
don’t want to have any negative feedback from my managers. But Kiwis,.they just speak up and stand 
up when they feel unfair [behaviour] from other people. (Participant 6 Indian)

We work together for the best outcomes for the patients. I want to get respect from others as I 
respect others and we are supposed to have respect too. That is why I can say working here is beauti‐
ful… When duty nurse managers have a round…they are really happy and pleasant when they to talk 
with	us	but	I	still	have	the	huge	gap	and	uncomfortable	feeling	from	deep	in	my	mind.	(Participant	7	
Indian)

Preceptors and 
leaders as 
navigators

Bridges
Barriers
Sameness
Inclusion
Exclusion
Mentoring

I think Kiwi [New Zealand] students’ attitudes are very different. We, as a student, never sit down and 
have a chat with other people. Here, students don’t have any responsibility. They only do what you 
tell them to do. Every single thing, we need to supervise them and direct them. (Participant 8 Indian)

She knew that most of the international nurses would not react and speak up even though we are 
treated unfairly. She knew that we will be silent. I felt that from her talk and it is not only my feeling. 
When one nurse left for her leave for three months, she gave me all night shifts for the three months. 
Do I deserve to have all the night shift? No. I also have a right to work other shifts. It is very unfair. 
(Participant	7	Indian)

Finding one’s 
voice

Hierarchy
Sensitivity
Status
Authority
Questioning

Over there, back home, if doctors say you do this, you have to do it. The doctors have the power to 
tell you to do it. Even though it is not right, you will do it. There is no questioning about medications 
or dosage. No negotiation at all. But here, you find something wrong, you will say to the doctors and 
discuss. (Participant 8 Indian)

We never prioritise patients’ choices back home. But here, we really respect their decisions and ask 
their permissions and preferences even for a cup of tea. (Participant 6 Indian)
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6 of 11  |     CHOI et al.

not adequately supported through this transition. In our analysis, 
these educational discomforts are also examples of migrant nurses 
as learners in a liminal space, as the teaching practices do not align 
with past experiences and therefore increase uncertainty and fear of 
failure. Philip, Manias, and Woodward‐Kron (2015) appear to affirm 
uncritically	the	‘learning	partnership’	model	provided	by	Australian	
nurse educators in a pre‐registration bridging programme. There is 
little acknowledgement of the stress for learners engaging in new 
pedagogies and the concomitant shift in power distance between 
educators	and	students.	Although	power	distance	is	discussed,	the	
focus is on IQNs transforming rather than a mutual transformative 
process. By contrast, Wang and Greenwood (2015) argue that edu‐
cators need to be responsive to and respectful of different ways of 
learning.	They	call	for	a	‘culturally	sensitive	pedagogy’	(p.	257)	that	
involves educators in a reciprocal willingness to adapt and learn. For 
example, educators may need to introduce activities such as discus‐
sions and group activities slowly, with ample guidance and prepara‐
tory time.

8.2 | Destabilisation of expertise

Participants described the initial orientation period as an uneven 
process, where some of their authority and expertise no longer had 
a place, and therefore, they experienced receding status. We argue 
that this finding illustrates that in some instances, participants expe‐
rienced greater power distance than they were familiar with when 
working with medical colleagues; it was not always a case of adjust‐
ing	to	lower	power	distance.	A	participant	from	the	Philippines	ex‐
pressed surprise at the loss of her prescribing skills:

Back home, as a nurse, we had to prescribe, it is actu‐
ally different from here, not allowed prescribing, back 
home we are the ones who write prescriptions and 
having the doctors just for countersign. 

(Participant 3 Filipina)

An	Indian	 IQN	also	expressed	frustration	at	his	 inability	to	use	his	
skill set:

When you become an RN in India, you can do all can‐
nulation, suturing, intubations and many other things, 
based on your experiences, you can do whatever you 
can… But in New Zealand, everything, you go through 
step‐by‐step and you have a study day and get the ex‐
perience and being assessed by other nurses. I think 
nurses in NZ have a lot of limitations than India… I like 
to be autonomous but many limitations here annoy 
me too. 

(Participant 5 Indian)

The delivery of patient care was another area of unfamiliarity to 
be navigated that left nurses unable to draw from their previous role 
confidence	 in	 their	 home	 countries.	A	 participant	 highlighted	 that	

teamwork processes were significantly different due to the role of 
families and workload management:

In the Philippines, there are many family members 
and relatives staying with patients overnight so they 
look after their family but here, family members just 
visit them and let the nurses do the cares. Back 
home, we are used to the functional nursing so it 
is like that one nurse does the medications and obs 
[observations] while the other nurse takes doctor's 
orders. 

(Participant 4 Filipino)

A	nurse	from	India	also	faced	adjustments	in	the	shift	to	a	different	
model of care:

But here, nurses deal with a lot of social issues, per‐
sonal	hygiene	and	you	do	everything	from	A	to	Z	for	
your	patients.	You	are	the	one	who	does	everything	
and	has	a	lot	of	responsibilities.	You	do	all	the	compre‐
hensive and holistic care for your patients and their 
family. It really surprised me and it was something I 
needed to step up to. Everything was questionable. 

(Participant 2 Indian)

A	nurse	from	India	spoke	of	the	major	adjustments	she	had	to	make	
in terms of her status as a registered nurse, as she has had to en‐
gage in activities that she has not previously seen as the domain of 
the registered nurse; that they are either beneath or above her role. 
These experiences were deeply unsettling as they disrupted her 
long‐standing assumptions about her authority and responsibilities:

Most of the jobs [at home] are done by students. In 
the wards, family members do many things, almost 
everything for them like feeding, mobility, washing, 
and toileting. But here, we do everything. We need 
to do a cleaner’s job; care assistants’ jobs; doctors’ 
jobs; nurses’ jobs and we do everything. If you need 
a cleaner to clean a dirty toilet, if they are not coming 
now, you need to do it, don't you? If we don't have 
any care assistant, you need to do all the patients' hy‐
giene, bed making and deliver meals and cups of tea… 
We don't have any option here. If you don't get any 
support, you have to do it. But back home, we have 
options.	You	 can	 say	 to	 someone,	 “you	do	 this,	 you	
do that and I will do this.” But here, everything is your 
job. 

(Participant 8 India)

The above quotes illustrate that the IQNs experienced a loss of sta‐
tus in their sense of what it means to be a nurse as they navigated sig‐
nificant shifts in power distance expectations. We consider that this 
description further highlights the discomforts and disruptiveness in 
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navigating the liminal space, as professional identity was called into 
question by these nurses. They had to give up undertaking some 
skills, and to take on engaging in work that in their home countries 
was delegated to workers and families members whose roles were 
seen to be of lower status.

Language issues also undermined their sense of professional 
credibility with patients and their families. The disempowering con‐
fusion about colloquial terms was reported by all participants. This 
difficulty navigating everyday conversations appeared to contribute 
to what we argue is a liminal space, where nurses were unable to 
embody	fully	a	sense	of	professional	identity	in	the	new	context.	A	
participant from India gave an example of how one colloquial word 
can lead to a prolonged and distressing interaction:

I looked after one lady who was blind but was very 
strict about every single thing around her. She was 
one of the hardest patients I have had. One day she 
said,	“I	want	my	spencer	[long‐sleeved	vest]	from	that	
drawer.” I didn't know what a spencer is. She was get‐
ting very angry at me because I could not understand 
her. I opened the drawer but I could not figure out 
what she wants. So I came out and asked another 
person to figure out what she wants. I hadn't heard 
that word before… Because I don't know many words 
here, it can make me very uncomfortable and with‐
draw. I think the language barrier is the biggest prob‐
lem for us. 

(Participant 8 India)

All	participants	gave	examples	of	where	they	had	yet	to	overcome	
communication challenges with families, such as the ability to ex‐
change everyday chat that undermined their confidence. In the fol‐
lowing example, the participant expressed distress that the student's 
communicative confidence usurped his authority:

Some of the nursing students are really talkative and 
have chats with patients and their families very well. 
They have very good communications each other 
rather than with me as a nurse. So the patients may 
be very attached to the student than me. Sometimes I 
feel	it	is	difficult	and	sometimes	I	think	“am	I	a	nursing	
student or she is the student?” 

(Participant 5 Indian)

We consider that these examples illustrate the complexities of ac‐
culturation, power distance and disorientation of the liminal process. 
These concepts are useful to make sense of nurses’ discomforts and 
identity disruption. The rigours of shifting from individual experiences 
of high power distance to low power distance warrant visibility. Zhou 
et	al.	(2011),	in	an	Australian	qualitative	study	involving	28	China‐ed‐
ucated nurses, also noted acculturation challenges, as they perceived 
that differences were often interpreted by host nurses as signs of in‐
competence. When differences were noted, the IQNs perceived that 

their nursing practice was automatically considered deviant, and there‐
fore not permissible. These practices widen the power distance be‐
tween IQNs and host nurses.

8.3 | Preceptors and leaders as navigators

The quality of preceptorship made a lasting impression on all partici‐
pants. Data analysis indicated that it was through this relationship 
that migrant nurses learnt to navigate different power relations. In 
the following quote, the nurse described the problematic issue she 
encountered as although healthcare assistants were subordinate to 
her, they were much older than her, which created a dilemma as to 
how to respond:

Some old caregivers who have a long experience 
didn't listen to nurses. We told them something to 
do but they won't listen to but they will do their own 
way. Several times this had happened and my precep‐
tor told me that you have to be stronger because they 
know that that is your weak points. They knew that 
most	 Asian	 nurses	 are	 very	 gentle,	 young	 and	 new	
here. They were here for a long time and they have 
got experienced and know more than you in the per‐
spective view of caregiver though. It was really hard 
to manage in the rest home. 

(Participant	7	Indian)

The same Indian participant described her strong, embodied re‐
sponse to wide differentials in privilege and status associated with 
hierarchy, position and formal authority. We contend that she contin‐
ued to enact the power distance behaviours that were familiar to her:

When my manager and charge nurses come to me, 
automatically I become frozen and stand up. No mat‐
ter how busy you are or how many work you have to 
do, you have to stop and stand up [in India]. Before I 
realize that I am here in New Zealand, my body just 
automatically responds like that. One of the managers 
asked	me,	 “Why	are	you	standing	up?	Just	sit	down	
and do your work. Don't worry about me.” When we 
do a handover here, doctors and other people need 
to wait until the handover finish. Back in India, if you 
are in the same handover or if you are in the middle of 
doing something with your patients, you have to stop 
and go with them. 

(Participant	7	Indian)

Participants indicated that preceptors and leaders have a signifi‐
cant role in coaching migrant nurses to manage unfamiliar commu‐
nication exchanges, taking into account cultural beliefs about status, 
authority	and	power	 in	 the	workplace.	A	nurse	 from	the	Philippines	
also commented on the disempowering impact of unfamiliar care rou‐
tines, especially when paired with unsupportive preceptorship:

 14401800, 2019, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/nin.12311 by M

assey U
niversity L

ibrary, W
iley O

nline L
ibrary on [31/01/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



8 of 11  |     CHOI et al.

I	was	bullied	by	the	preceptor.	Actually	when	I	first	
started, I had no idea, the orientation was supposed 
to be just for her to show me how she works in a 
shift or in a day but the orientation with me was re‐
ally different because she told me to plan my care, 
she	 just	 told	 me,	 “plan	 your	 care	 and	 I	 will	 come	
back.” and I had no idea what to do. Then she asked 
me	when	she	came	back	“so	what	are	you	doing	to	
do now?” … I found that she had high expectations 
of me and she thinks I am already trained and ex‐
perienced so she wasn't really as helpful as…you 
know… teaching me this step by step process and 
how she does her shift. I thought preceptors should 
be very welcoming, showing you how they do nurs‐
ing care in a shift or in the hospital…like a teacher, 
like a good example. Back in Philippines, we have 
clinical instructors, similar to a preceptor, they don't 
have any patients in the ward but always focus on us 
and oversee our work and discuss with us during our 
clinical practice. 

(Participant 3 Filipina)

This participant had expected that her preceptor would use her 
position of authority to protect and mentor her, as she had experi‐
enced in her home country. Instead, the facilitation of the accultura‐
tion process through fair procedures and informed leadership was 
missing.

These examples show some of the struggles of working in an or‐
ganisational culture imbued with low power distance characteristics, 
as the IQNs wanted leaders to show leadership and to give guidance. 
Friendliness shown by preceptors made it possible for IQNs to ex‐
pose vulnerability. Riden et al.’s (2014) survey of 151 preceptors of 
IQNs in New Zealand drew attention to preceptors’ frustrations at 
their limited preparedness for this role, and the lack of recognition 
and workload adjustment. They considered that generic preceptor‐
ship courses were inadequate for successfully preceptoring IQNs.

8.4 | Finding one's voice

The relatively low power distance between members of the multi‐
disciplinary team, including students and healthcare assistants, re‐
quired considerable adjustment and at times discomforted IQNs. 
All	participants	highlighted	that	in	their	home	countries,	the	gap	in	
authority between medical and nursing colleagues was significant to 
the	point	that	nurses	were	categorically	subordinate.	A	nurse	from	
the Philippines explained the medical power he was familiar with 
that led to nurses not speaking up:

In terms of the relationship between nurses and doc‐
tors, doctors are the ones who are superior ‐ you 
don't stand up to doctors. Back home, doctors run 
hospitals, I mean they are the owners of the hospitals 
and many directors and managements are doctors. 

For example, if there are any problems, doctors show‐
ing bad attitudes towards nurses, nurses really cannot 
speak up but just suck it up. If nurses complain against 
doctors, they can be fired by doctors. It is a strong 
hierarchy. 

(Participant 4 Filipino)

The above participant reported enjoying a newfound level of auton‐
omy, and equity with medical colleagues:

There	is	a	high	level	of	accountability.	You	should	be	
accountable for your patients and you should follow 
the	policies	 and	protocols.	 You	have	 an	 equity	with	
doctors and more autonomous. So, I am really satis‐
fied being a nursing so far in New Zealand. 

(Participant 4 Filipino)

We interpret the above quote as an example of a migrant nurse 
successfully accommodating change and emerging out of a lim‐
inal space as he incorporated accountability into his professional 
identity.	All	participants	at	the	time	of	interview	were	enthusiastic	
about the relative egalitarianism they experienced, even though 
finding	 their	 voice	 was	 a	 journey,	 as	 illustrated	 in	 Table	 1.	 An	
Indian IQN expressed how her migrant status, including visa un‐
certainties, combined with cultural behaviours in making it hard 
for her to speak up and complain:

As	a	 foreigner,	 I	 think	 I	 am	very	 lucky	 to	get	a	 job	
here.	You	know,	we	have	got	a	visa	 issue	so	some‐
times, it is very hard to say no to others, especially 
to my charge nurse and I try to not to say no and 
just try to be good even when I face something un‐
expected or unfair things until my status is stable. I 
don't want to have any negative feedback from my 
managers. But Kiwis, they just speak up and stand 
up when they feel unfair [behaviour] from other 
people. 

(Participant 6 Indian)

This participant's explanation exposes the complexities in not 
speaking up. Power distance only partially accounts for her silence; 
her perceived vulnerability as a new migrant with an insecure visa 
status also contributed. Our analysis is that uncertainties surround‐
ing visa and residency status contribute to liminality, as the nurse 
did not perceive she had the full entitlements that other nurses 
had.

All	participants	spoke	of	the	challenges	now	they	were	precep‐
toring	students.	An	 Indian	 IQN	described	her	discomfort	with	the	
limited authority she perceived she encountered in the relationship 
between student nurses and registered staff. She found the attitude 
of students perplexing and discomforting because as a preceptor 
she had to speak up repeatedly, and state what appeared obvious 
to her:
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I think Kiwi [New Zealand] students' attitudes are 
very different. When I was a nursing student, we are 
very ready to do something, like stand by for some‐
thing. We, as a student, never sit down and have a 
chat with other people. We had a lot of work like help‐
ing patients' washes for full‐assist patients. That job 
was actually done by the first year nursing students. 
These kinds of basic nursing like hygiene care and 
bed‐making things are very important tasks for the 
student otherwise they will be told off by their lectur‐
ers and should be finished before you go to your class. 
Here, students don't have any responsibility. They 
only do what you tell them to do. Every single thing, 
we need to supervise them and direct them. When 
patients' call bell is ringing, they don't go until we ask 
them,	“can	you	please	go	and	check	why	the	patient	
presses the bell?” 

(Participant 8 India)

The adjustment to new ‘rules’ about deference and respect took 
conscious effort to manage as so many subtle assumptions about au‐
thority did not apply in the new work environment. Xu et al. (2008) 
also noted frustrations with the work ethic of subordinates, some 
of whom appeared to treat them as if they had less authority than 
host nurses.

9  | PR AC TICE IMPLIC ATIONS

These data vividly demonstrate the acculturation process IQNs 
navigated, with the liminal discomforts and the obvious and subtle 
adjustments to power distance, due to differing beliefs, values and 
organisational culture. We argue that it is significant that this topic 
has not been rigorously explored previously in nursing, as it is clear 
even in this small sample study that there are practice implications 
for	IQNs,	host	colleagues	and	organisations.	An	awareness	of	power	
distance challenges is significant content for educators, preceptors 
and nurse leaders to incorporate into transition and orientation 
programmes and initial placements. Hardcastle (2018, 148) calls for 
‘an informed and deliberate training programme’ to support these 
nurses, who play a crucial role in service delivery.

Analysis	of	the	data	set	in	the	current	study	illustrates	that	par‐
ticipants experienced the shift in power distance from teacher‐led to 
student‐centred learning as problematic and ineffective. The educa‐
tors’	efforts	in	the	CAP	programmes	to	facilitate	the	IQNs’	autono‐
mous critical thinking increased the feelings of discomfort associated 
with	 liminality.	 Similarly,	 in	 a	 comparative	 study	 of	Australian	 and	
Indonesian medical students, Indonesian students’ preference was 
to defer to the authority and receive directive guidance from teach‐
ers (Findyartini et al., 2016).

Our data indicate that the challenges of accommodating shifts in 
power	distance	extend	well	beyond	the	initial	six‐week	CAP	course.	
Lengthy transition processes were also noted by Xu et al. (2008), 

in their small study of Chinese nurses working in the U.S. context. 
Workplace comfort rather than mere survival was reported after a 
year, the length in part due to ‘othering’ practices of host colleagues, 
where migrant nurses were treated as ‘less than’ and were subject to 
stereotypical negative cultural biases. Xu (2010) recommends a pre‐
ceptorship or mentorship process that lasts up to a year. We argue 
that the deliberate training must be a two‐way process, and concur 
with Zhou et al. (2011), that difference is a socially constructed con‐
cept that warrants deconstruction by host and migrant nurses, to 
foster inclusivity.

Loss of familiarity and comfort with power distance expectations 
have also been highlighted in Morrow’s, Rothwell, Burford, and Illing 
(2013) qualitative study of 66 UK new migrant doctors from high 
power distance countries. Participants in their study noted signif‐
icant adjustments. For example, in their country of origin if they 
made mistakes, they were not challenged because ‘you're a small 
God’ (p. e1540), whereas in the UK errors were pointed out. They 
also noted that asking for help from senior colleagues was difficult to 
adjust to because in their homeland context, hierarchy meant there 
was a ‘huge barrier’ (p. e1540) to communication with senior col‐
leagues. Participants also reported the adjustment to seeing nurses 
as colleagues with opinions rather than subordinates. Similar to find‐
ings in the current research, participants in Morrow et al.’s study 
were struck by the substantively different power relations between 
medical staff and patients. They particularly noticed the friendlier, 
more egalitarian decision‐making that occurred, where doctors were 
more servants than masters. This shift impacted on everyday com‐
munication with patients, for example in relation to what for these 
participants was a new emphasis on informed consent. Verma et 
al.’s (2016) small‐scale study also highlighted findings indicating that 
doctors from high power distance countries struggled to respond to 
patients who anticipated a more egalitarian relationship evidenced 
by inclusion in decision‐making.

Transitioning through the liminal space involves departure from 
previous status assumptions; the in‐between liminal phase where 
old power distance values no longer work but IQNs are not ‘fluent’ 
in new ways; and the emergence of experiencing oneself as having 
full membership in a group. This emergence does not mean giving up 
treasured beliefs and values. Rather, it is the ability and confidence 
to adapt and analyse consciously where to compromise and where 
foundational values will be adhered to. Successful transition through 
the liminal space is dependent not only on the efforts of individual 
IQNs but also to the preparedness and receptivity of host organisa‐
tions and their staff.

Willis and Xiao (2014) point to three potential outcomes for IQNs: 
they may be permanently positioned as outsiders, and therefore re‐
main trapped in the liminal space; they may shift to a hybrid space, 
one in which both host and migrants make accommodations to new 
ways of doing and being; or there may be a much more substantial 
shift on the part of host organisations and staff, away from auto‐
matic assumptions of the unquestionable superiority of all aspects of 
Westernised nursing. Kim (2010) also argues for a move away from 
assumptions	of	homogeneity	in	‘Asian’	communication	analyses,	and	
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a departure from an uncritical, one‐sided Eurocentric standpoint 
that privileges Westernised communication styles and theories. In a 
systematic review, Viken et al. (2018) contend that IQNs need an ex‐
tended orientation period with supported opportunities for guided 
reflection on practice to ensure patient safety. However, we concur 
with arguments that both host and IQN nurses need these opportu‐
nities to reflect together, to foster learning through openness and 
experimentation, in order for teams to function coherently (Brunton 
&	Cook,	2018;	Cook	&	Brunton,	2018).	An	appreciation	of	disparities	
in power difference and the practice implications need to be grasped 
by all team members.

10  | CONCLUSION

Expediting workplace integration of IQNs is a worthy goal both 
ethically and fiscally. This study demonstrates that acculturation, 
which includes navigating power distance and liminal uncertain‐
ties, is a significant and often lengthy process for IQNs. Practising 
differently challenges long‐held beliefs, values and assumptions 
about organisational hierarchy and authority and also has impli‐
cations for patient safety and well‐being as nurses adjust to new 
expectations. Without clear organisational and collegial strate‐
gies, IQNs’ tacit accommodation of shifts in power distance may 
disrupt professional identity and confidence for an unnecessarily 
extended time period. Collegiality, including role‐modelling, as‐
sists in making this liminal period tolerable and comprehensible. 
The data highlight the need for reciprocity in the acculturation 
process	to	overcome	the	alienation	felt	by	IQNs.	Although	there	is	
a plethora of literature about the challenges for IQNs, few offer a 
useful beginning point for critical reflection, such as frameworks 
and concepts to optimise transition processes. It is of value for 
preceptors, managers, educators and migrant nurses themselves 
to understand the acculturation process, including the liminal pro‐
cess that is undergone when navigating shifts in power distance, in 
order to expedite a collaborative and critically reflective approach 
to optimising transitions.
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