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In response to the nursing shortages, hospitals in the U.S. have begn fill
nursing positions by hiring foreign nurse graduates (FNGSs). kalipurses represent the
majority of all FNGs recruited to work in the U.S. Althoughigtiio nurses are not new
to U.S. hospitals, very few studies have detailed how Filipino nuises ddjusted to
U.S. nursing practice. The purpose of this study was to explore hgun&ihurses’
perceived their role performance in the U.S.

Using grounded theory as the methodology and symbolic interactionishe as
philosophical underpinning, the principal investigator (Pl) developed dasiive theory
using a constant comparative method as the analytical approach. IThse®
convenience and theoretical sampling to recruit 31 English-spefgarage Filipino RNs
practicing in Texas. One interview was conducted with each peamictand the data were
transcribed verbatim. The PI followed Strauss and Corbin’s analgps to examine all

cases, and the rigor of the theory was safeguarded by folldlengriteria of evaluation.
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All participants experienced challenges while adjusting tdtlse healthcare system and
American society due to differences in cultural expectatiodsexperiences. The theory
explains the processes of Filipino nurses’ transition to U.S. nupsagice. The core
variable was “transitioning from Filipino to U.S. nursing practieeiiich was shaped by
nine relational categories. Based on descriptions from thegnbilnurses, it was clear
that role transitioning from the Philippines to the U.S. is a compleenomenon
influenced by the meanings and expectations derived from these’munise context in
the Philippines. This theory should be beneficial to the many enirtielved with or
invested in Filipino nurses’ migration by providing knowledge aboutr thele
transitioning. However, these findings cannot be applied to all kalipiurses. Future
research studies are needed to expand the scope of this d@heotty empirically test it.
Filipino nurses perceived that unethical actions were constakthgtalace, regardless
of existing rules and regulations. However, these nursesttididi correct or address the
problems or ethical lapses themselves. Advocacy efforts eeded to ensure full
understanding of immigration laws and policies to ensure fair wa@gtices for Filipino

nurses working in the U.S.
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CHAPTER 1: INTRODUCTION

Foreign nurse graduates (FNGs) play a vital role in the Ufitates workforce (4-10%)
dating back to the 1950s and extending to the present day (Commissioaduat®s of Foreign
Nursing Schools [CGFNS], 2002; U.S. Department of Health and Humanc&efHHS],
2002). Historically, nurses from the Philippines have representedmtjerity of FNGs
employed in the U.S. This trend is likely to continue in the cordimgpdes (Davis & Nichols,
2002). The importance of RNs in determining quality health outcom&sarthe migration of
FNGs from the Philippines to the U.S. healthcare system a majeern to many stakeholders
such as hospital administrators, nurse supervisors, staff nursestgpand families, and other
healthcare professionals. Because of dissimilar cultural backgr@amisalue systems, FNGs
from the Philippines may perceive their roles in the U.S. diffgré@m domestic nurses, which
is evident in the ways they communicate and provide patient cdtesi).S. However, the
nature of these differences and the effect they may have on &NGhe care they provide has
not been thoroughly explored. In order for healthcare administriatar®rk with these FNGs,
they must be given knowledge of how FNGs perceive their work roleen@nat Filipino FNGs
are the largest population of FNGs working in the U.S., it @rdleat they represent a group that

requires immediate attention.
PURPOSE

The purpose of this study was to explore the social processetebng to the role
performance of registered nurses (RN) from the Philippines whe eugrently practicing in the
U.S. It was the aim of this researcher to build a substarte@y of RN role performance in
FNGs from the Philippines using grounded theory methodology. The theory formutetethis
study may help hiring facilities, nurse supervisors or managensinistrators, staff nurses in the

U.S., FNGs, and other healthcare providers to better understand Filipisesnuole



performance in the U.S. The theory generated from this stutihel further understanding of
FNGs from other countries, although the transferability of the theodymited to Filipino

registered nurses because the theory was derived from data from Filipinpaats.

BACKGROUND AND SIGNIFICANCE

Nursing shortages in the U.S. have been a problem since the 1960s kSp20@s3). An
analysis from the U.S. Department of Health and Human Send0@2) shows that there is a
nursing shortage nationwide and it is getting worse. According teetieet, in 2000, the United
States had a 6% (110,707) shortage in the required number of registesed (1,889,243
available versus 1,999,950 needed). More seriously, this shortage wilueotd increase if not
addressed. The experts projected a 29% shortage (808,416) in nurBesybart 2020. Nurses
who are working will very likely be emotionally and physicatlyhausted because of the extra
work caused by these shortages. When nurses are burned out, they hgker ahance of
leaving their jobs, which leads to even more nursing vacancies (AikiamkeC Sloane,
Sochalski, & Silber, 2002).

The nursing shortage in the U.S. is of concern to hospital admiarstriaying to fill
vacant nursing positions, as well as for health policy analystsemeadrchers examining health
outcomes. The common contributing factors to nursing shortages are padingy
environments, non-competitive salaries, declining enrollments in nupgyams, an aging
nursing workforce, poor images of nursing, and job dissatisfaction (o2003; McNeese-
Smith, 1999). A lack of nurses represents a threat to patient headthskenurses are the key to
providing high quality patient care (Hassmiller & Cozine, 2006kedech has shown that the
number of RNs on duty is associated with better nursing outcomésasutecreased mortality
rates, infection rates, failure-to-rescue rates, as well as the noffh#s, patient dissatisfaction,

and length of stay (Aiken et al., 2002; Lankshear, Sheldon, & Maynard, 2a@§;, 2003). In



other words, a decline in the number of RNs may increase nursekfoad, and thus, may
worsen patient outcomes.

To maintain quality healthcare and to mitigate the nursing shoageitals in the U.S.
have been filling RN positions by hiring foreign nurses (Haddad, 200Zact, about 10% of
U.S. nurses are foreign educated (Cooper & Aiken, 2006). This shifidisné in the number of
individuals taking the licensure exam to become RNs in the U.S.réingoto reports from the
Commission on Graduates of Foreign Nursing Schools (CGFNS), 6,920 peaspld gthe
qualifying exam in 2006. After passing their exam, these RNsnbeceligible to take the
National Council Licensure Examination (NCLEX-RN) and to becomeleyed, as long as
they hold an appropriate work permit. From 2003 to 2006, Filipino nursesseepzd the
majority of foreign nurses who applied for the CGFNS certiicaprogram (CGFNS, 2004),
making Filipino RNs a population of great interest.

Given the importance of RNs in determining quality health outcomed S. citizens
and the strategy of recruiting nurses from overseas, it is atpeto study the role performance
of nurses from other countries, specifically Filipino nurses. U.&esuoften receive advanced
training in U.S. hospitals and may be very familiar with U.S. hakpulture before beginning
work. This is typically not the case for nurses trained outside of the U.S. The rolsed muthe
Philippines may not be the same as in the U.S., and adjustments magelssary when shifting
from practicing in the Philippines to practicing in the U.S. (Rig®llard, Bishop, James, &
Bonaparte, 1994). For instance, nurses in the Philippines are trained tanctedsto carry out
physicians’ orders without questioning whereas nurses in the U.8neperaged to ensure the
accuracy of orders before executing them.

Although Filipino nurses are not new to U.S. hospitals, very fewarelsestudies have
focused on how Filipino nurses transition to practicing in the U.S.,fegadlgi their nurse role

performance. The majority of existing publications focus on issuel as ethical dilemmas



related to recruiting foreign healthcare providers (Carney, 200&b{&a 2002; Haddad, 2002;
Kline, 2003; Overland, 2005). These publications provide limited information d@hlypino
nurses’ perceptions and performance of their role as nurses in the U.S.

Nurses’ roles cover a broad area and often overlap with thosehef bealth care
professionals, which makes their role hard to define. Nevertheless, noesperformance has
been used as part of patient outcome indicators (Doran, Sidani, Ke&ibgsdge, 2002). The
goal has been to measure how professional nurses apply theory aardhréeeimprove their
practice, while at the same time they provide comfort, ersafsty, and promote the health and
wellness of their clients (Doheny, Cook, & Stopper, 1997). In priadiss, role performance
was defined as guidelines set by hospitals or administratorssdertain if nurses met
expectations. Hospital administrators might look at factors sucesagation rates, errors, and
the number of complaints to evaluate if Filipino nurses are perfgrthgir jobs as required. On
the other hand, under an interactionist’s point of view, role perfwcenas created by
interactions between the organization and the persons occupying eh€lablari-Khomeiran,
Kiger, Parsa-Yekta, & Ahmadi, 2007). If studies are not done from aractionist’s
perspective, it will be difficult to understand the process by lwiote performance is co-created
within a healthcare environment. Thus, role performance should be ekplmiag an
interactionist’s point of view by examining how FNGs from thelippines perceive their
interactions with others and subsequently perceive their role performance.

Research studies show that FNGs face significant obstacleshatidnges to fully
integrate into the U.S. health care system and U.S. socieic@+Bloom, 2004; Yi &
Jezewski, 2000). These challenges include difficulties with comntionicaincertainties from
variations in nurses’ roles, and feelings of alienation and expdmitéDaniel, Chamberlain, &
Gordon, 2001; Ea, Griffin, L'Eplattenier, & Fitzpatrick, 2008; Yu, 2007).sltnecessary to

ensure that these obstacles and difficulties are taken into catgiddvefore a facility decides



to hire FNGs and to prevent potential issues such as low qualigrefbecause of a lack of
communication or misinterpretation, as well as unhappy FNGs workiagcountry far away
from their family and friends.

U.S. facilities are potentially hiring FNGs without an understagdif their views about
nursing practice. To successfully integrate FNGs into the U.&lthisare system, more
information is needed about their perceptions and expectations ofjobsirin the U.S.
Healthcare facilities. Government and managers should take respgnsbmonitor the work
of FNGs, as well as to be more aware of the practices invatvextruiting FNGs to fulfill the
requirement of high quality patient care (Carney, 2005). No stuckes fwund that explained
the perceptions of RNs from the Philippines. Their voices have not baah Adus, using the
grounded theory method, this study aimed to discover how Filipino npesesived their roles
as nurses and how they adjust to U.S. culture. The results frostutlismay be useful for other
researchers interested in similar phenomena, such as the adffgender on foreign nurses’
experience in the West. Possible future research questions baghWhat are the cultural
components involved in recruiting foreign-educated Asian nurses?”

One of the sources for formulating research questions based on giotlnedey is
“personal and professional experience” (Strauss & Corbin, 1990, pp. 42-43)PIThas
personally gone through the process of becoming a FNG practicing th$he&She also works
with Filipino nurses who have gone through the process of becomingsramd working in the
U.S. The PI's personal experience prompted her to develop adesd#tady to generate a
substantive theory to explain the phenomenon of Filipino nurses’ rolerparice in the U.S.
The Pl was dedicated and devoted to this study because the gkeeerted from the proposed
study could be beneficial to hiring facilities, staff memhbearshe U.S., FNGs, countries both

sending and receiving FNGs, nursing as a profession, and society as a whole.



DEFINITIONS

The following definitions are presented to clarify terms used in this study.

Adjustment

Adjustment means “a change in a person’s behavior or thinking” (Collotzuild
Birmingham University International Language Database [ColDaabase], 1987, p. 18).
Redfield, Linton, and Herskovits (1936) define it as the course of tramsfion that results
from continuous direct contacts between people from diverse cultunes.p@rson who is
adjusting to a new culture must obtain knowledge and skills to 6ttimt new environment
(Shupe, 2007). The process of socializing with others significaffidqgta nurses’ successful

adaptation to their working environment (Khoza, 2005).

Asian Nurses

In this study, an Asian nurse is defined as someone who obtainedneiskasic nursing

training in an Asian country, such as China, the Philippines, or India.
Brain Drain

Brain drain is usually referred to as “a transfer of humantalafsfom one country to
another” or “the emigration of professionals from one country to ano{kémgma, 2006, p.
177). The more accurate definition, as pointed out by Kingma (2006hge i€itcumstances
whereby professionals who are desperately needed in a sourceycdeaaoide to migrate;
consequently, this results in a lack of certain professionals ircolatry. The source countries
that suffer from brain drain lose their invested resourcesyedisas skills, to other countries

(Koser, 2007).

Culture

Culture is a complex and multidimensional social phenomenon (Krepar&mnoto,

1994) that influences a set of beliefs, practices, habits, likdikedisnorms, and rituals acquired



by humans as members of a specific group (Spector, 2004). Culture t@fthe traits like
attitudes, values, and customs that are learned and shared by afgpeogple that is normally
passed on from generation to generation (Spector, 2004). Culture influsgrees-making,

thinking, decisions and actions in specific ways among group members.

Foreign Nurse Graduates

For the purposes of this study, FNGS will be operationally defireechueises who

obtained their basic nursing training in a country other than the U.S.

Grounded Theory

Grounded theory is a rigorous procedure for generating a forotatastive theory of
social phenomena (Schwandt, 2001). A theory is formed from relationshigsgarelational
categories and core variable that is conceptually dense and grountheddata. A grounded
theory is revealed, built, and conditionally confirmed through systematéc collection, as well

as through the analysis of data related to the phenomena (Strauss & Corbin, 1990).
Migration

To migrate is to move from one place to another. Usually, thgoparis to find a job or
to increase one’s chances of survival (Collins Database, 198@jatin encompasses both

voluntary and involuntary movements of people from their place of residence (Veney, 2007)

Role Performance

Nurses' roles concern the tasks and functions for which nurses @@chelintable, such
as assessment and education. Role performance relates to howefsilgcesiurse plays his or
her roles as advised to them in order to meet the expectationspdflanance improves as a
nurse clinician gains knowledge and experience, and is influenceédebyattitudes, beliefs,
values, as well as the context in which the role is performaeds@vwey, Chambers, & Boore,

2004).



Symbolic Interactionism

Symbolic interactionism is a theoretical perspective rootedagrpatism (Blumer, 1969)
that assumes humans build self, social community, and realitheincourse of interaction
(Charmaz, 2006). This perspective assumes that humans are dyinasmtive, and thoughtful
and that social life includes processes. Meanings are estabbsitednodified through an
interpretive procedure undertaken by the individual actor (Blumer, 1968)investigator must
first actively engage and enter the setting or situatiomefgroup of people being studied to

understand the participants’ interpretations and definitions of the phenomena (Schwandt, 2001)

RESEARCH QUESTION

The primary research question was: How do Filipino nurses conerdeiye their roles
and adjust to roles as RNs in the U.S.?
The specific aims of this study were:
1. To explore Filipino nurses’ perceived role performance in the U.S.
2. To generate a theory describing factors that contribute tortéligggistered nurses’ role

performance in the U.S.
ASSUMPTIONS

The Pl made an effort to reduce personal bias by bracketingreconceived ideas about
foreign nurses’ experiences in the U.S. Based on a review tfettsure, personal experience,
and exposure to other published materials, the following assumptions were made:

1. The foreign nurse population in the U.S. is likely to grow in the hdare because of
the high demand for nurses and to sustain the supply of nurses.

2. Nurses with different educational backgrounds will perceive nurses’ réfesedily.

3. Cultural backgrounds, interpersonal interactions, and personal beligignicd how
nurses provide patient care and interact with other members of the health ware tea

4. All nurses perceive and perform their role in a way that makes sense to them.
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5. All nurses act on the insights they have acquired from past experiences.

6. FNGs can reflect on their experiences and will honestly report their citances
SUMMARY

Foreign nurses have been a vital part of the U.S. workforceciadpeaduring nursing
shortages. Nurses from the Philippines have comprised a major proportlenFefIGs. Hence,
their migration to the U.S. healthcare system deserves attdrdim many stakeholders. Filipino
nurses may have problems adjusting to U.S. culture and its healdroarenment. Although
recent publications have touched on foreign nurses’ experience in the aWgdrical studies
about their role performance are still scarce. Becausetegegisnurses are a critical part of
quality care, it is essential to understand FNGs’ role perfacemanthe U.S. Consequently, this
study aimed to investigate Filipino nurses’ role performancehe W.S. by interviewing
participants about the social processes that lead to their Rlgedbrmance. The theory created
from this study increased the understanding of Filipino nurses’epioos about role

performance in the U.S.



CHAPTER 2: REVIEW OF THE LITERATURE

INTRODUCTION

The nursing shortage in the U.S. concerns those parties who migtietted by it, such
as staff nurses, patients, and hospital administrators. To majpuiality healthcare, hospitals in
the U.S. have been filling RN positions by hiring foreign nurses itigate the shortage
(Haddad, 2002). Given the importance of RNs in determining qualityhh@atcomes for U.S.
citizens and the strategy of recruiting nurses from overgeasjmperative to study the role
performance of nurses from other countries, specifically Filipin@esuwho are the largest
group of nurses from a foreign country who are currently workirtgariJ.S. With the intention
of understanding and explaining Filipino nurses’ role performance inJtBe this chapter
includes a history of the migration of Filipino nurses to the U.S.tHezak in the Philippines,
Filipino nurses’ experience in Western countries, and nurses’ role expeftatformance in the
U.S. The chapter concludes with a discussion of symbolic interastipnihe theoretical
perspective that served as a methodological guide for understandisgdié processes that

contributed to how RNs from the Philippines perceives their role performance inShe U

HISTORY OF FILIPINO NURSE MIGRATION TO THE U.S.

Foreign nurses’ have been recruited for several decadesithmdminue to be (Aiken,
Clarke, Sloane, & Sochalski, 2001; Gamble, 2002; Kline, 2003). Hospitals ancheditrcare
facilities have relied on foreign nurse graduates (FNG8) 8N vacancies since World War |l
(Gamble, 2002; U.S. Department of Health, Education and Welfare [HESVE; Xu, Xu, &
Zhang, 1999). The Philippines is one of the major suppliers of FNAwtt)1S. (Cooper &
Aiken, 2006; Pizer et al., 1994; Xu et al., 1999), as well as other countries in the MadtlkenH
North America. Since the 1950s, the Philippines has served as drerohjor donor countries
of nurses globally (Ball, 2004; Brush & Berger, 2002). The high imetign rates started in the

1950s when there was a massive outflow of nursing graduates frdphithppines, but limited
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ability to employ them (Brush, 1995; Lorenzo, Galvez-Tan, Icaminaa\8ed, 2007). Table 1
summarizes the major events in FNG recruitment in the U.S.

Choy (2003) presented detailed documentation and a history of Filipino nursegianigra
to the U.S. Filipino nurses entered the U.S. primarily through thédige Visitor Program
(EVP), which began in 1948, and the 1965 Immigration Act, which allowed tbemecome
permanent residents (Choy, 2003). The American Philanthropic Oafyanizponsored Filipino
nurses to study abroad in the 1940s (Choy, 2003). The program wasshsthldy the
International Council of Nurses (ICN) and was later sponsoredhbyAmerican Nurses
Association (ANA). The Americanized hospital training systeso @reated the foundation that
enabled Filipino nurses to work in the U.S. The ICN and the ANA wele datvely involved
with the Filipino Nurses Association (FNA) in screening and processingRepBrticipants.

The EVP provided a venue for nurses from various countries to seek opjestani
adventure in another country. In fact, prior to 1965, EVP was the priweayyFilipino nurses
and other FNGs migrated to the U.S. (Brush & Berger, 2002). In the , 1R@ps10s comprised
80% of the participants in the EVP in the U.S. In 1965, a massive nahthexr Filipino nurses
immigrated to the U.S. in reaction to the 1965 Immigration AcugBr& Berger, 2002; Choy,
2003). In fact, after 1965, the majority of nurse migrants weezlldirectly by U.S. healthcare
facilities to function as nurses in the U.S. (Brush, 1995). The EVRedpep some restrictions
under the 1952 Immigration and Nationality Act. As a result, the ptrge of Asian
immigrations increased from single digits in the early 1960ddse to 40% in the late 1970s
among all immigrants (Brush & Berger, 2002). Because of ttracdon of socioeconomic
success in the U.S., Filipino nurses and recruiters started theu§8/P as a pathway to recruit
nurses from the Philippines, which created the first wave ofith@no nurses’ mass migration
to the U.S. from 1965 to 1969 (Choy, 2003). The EVP further encouragpthd-ihurses to

migrate to the U.S. by offering a chance to experience adven®tbough the intention of the
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countries that both sent and received nurses via the EVP wathdor to return to the
Philippines, some nurses decided to stay in the U.S. because ofrthmred socioeconomic
status or environment.

Some Filipino participants from the EVP were treated unfdaglybeing paid less than
domestic nurses in the U.S. (Choy, 2003). Other examples of unfairaesswdden alterations
in their schedules and assignments to the least desired areaal &rd orientation experiences
were sometimes disorganized, which created extra stress on MRe pBrticipants. The
establishment of nursing associations, such as Filipino Nurses Agso¢i@NA) helped them
find a voice and resulted in some of their needs being met.

Since the mid-1960s, there has been a significant increase inuthber of nurses
admitted to the U.S. from other countries. Despite the effortsaté Boards and the ANA, it
was not easy to keep an accurate record of the number of FNGagetiterU.S. (HEW, 1975).
Nurses entered the U.S. in various ways; some claimed to be heesewirelatives of other
immigrants entering the U.S. FNGs most often entered the Utls Fwi, TN, and H visas and
green cards (HEW, 1975). The F visa is a student visa issued applieants primarily for
training and educational purposes. The J visa is issued to sponsoreipgasiof education or
exchange training programs approved by the Department of fStaggudy or work for special
purposes. The TN visa is granted to employees from Canada andoMexder the North
American Free Trade Agreement. The H visa is granted to nomgrant aliens temporarily
coming to the U.S. to work in needed areas. The H1-A, a type ofdiwas granted as a non-
immigrant occupational visa for FNGs for 3-5 years (BrusBe&ger, 2002). The F, J, TN, and
H visas are considered non-immigrant visas, whereas the gnekorcaermanent residency is
treated as an immigrant visa. Based on the report by the iHB@75, there were 47,339 nurses
admitted to the U.S. between 1969 and 1974. Of these, 35,359 (75%) were undeaminmig

visas and 11,980 (25%) were non-immigrant visas.
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Due to political changes, Filipino nurse immigrants were vieweéilyyino citizens in
various ways during different periods (Choy, 2003). In the 1960s, theywesved as turning
their backs on their own people if they decided to migrate to otlvetaped countries like the
UK or the U.S. after the completion of the EVP. In contrast, in the 190@se immigrants were
treated as heroes for migrating to developed countries becaysestily sent money home,
which helped the country.

In the 1970s, the majority of Filipino nurses shifted from being EVRcgants to
holding a temporary work visa, or H-1 visa (Choy, 2003; Gamble, 2002ses from the
Philippines held the majority of H-1 visas in the U.S. A large proportf Filipino workers
residing overseas were doctors and nurses, and the funds theycgetat th@ Philippines played
an important role in advancintg economic growth. Prior to 1970, many states offered Filipino
nurses, and other foreign nurses, a permit to practice via endors&tating in the early
1970s, some states like New York required foreign-educated nursdseta board exam called
the State Board Test Pool Examination (SBTPE). In the 1970s, tsengaate for foreign-
educated nurses was very low (22.5%) compared to domestic nurses (about 85%).

Many organizations are involved in regulating the immigration proées$+NGs’
employment in the U.S. According to the conference report pexssentMaryland (1975) by
HEW, the agencies involved were the U.S. Congress, the Immigration and Natoratbeavice
(INS), the Department of State, the Department of Labor, andENE. In order to identify the
characteristics of FNGs, the Division of Nursing (DON) of HE®Whtracted with the ANA to
study them. The DON also contracted with Pace University w Merk to develop a pre-
immigration screening process. The regulations and procedurescémsing FNGs varied
considerably in all states in 1975. Moreover, concerns were raigbe Sfate Boards that many
foreign-educated nurses lacked training in psychiatric nudifigp), obstetric nursing (5.2%),

medical-surgical and pediatric nursing (2.6%), English languyagéciency (20.3%), and

13



required a secondary education equivalent to U.S.-trained nurses (HE34), 1975). In other

words, most FNGs received adequate training in medical-slii@ncl pediatric nursing but they
received insufficient training in other areas mentioned abovelitlescthat plan to hire FNGs

should evaluate FNGs’ knowledge and previous training in these arestemto provide them

proper orientation.

The low passing rates and the concerns raised by these agaimigated the formation
of the CGFNS to oversee and administrate the prescreening ekamihafore the SBTPE
(Brush & Berger, 2002; Choy, 2003). The exam is intended to test FNG&iency in nursing
and English in order to determine the applicant’s qualificationfidspital employment in the
U.S. A pre-immigration examination would create an opportunity for M@s=who might have
trouble obtaining the license before committing themselves to mabngad (HEW, 1975).
Some Filipinos viewed the exam as “anti-Filipino,” while manyekitan nurses viewed it as
beneficial towards foreign-educated nurses. Although the responsesGGHNS examination
were twofold, the INS used the CGFNS as part of the process for the imomgBENGs.

In 1975 FNGs represented about 3.5% of the total RN workforce (HEW, &8ifpared
to about 10% today (Brush, Sochalski, & Berger, 2004; Cooper & Aiken, 2006). In 1975, the
majority (75%) worked in New York, Michigan, California, lllinoisnca New Jersey (HEW,
1975). Filipinos filled most staff vacancies in the 1970s in the U.Sghwiiere previously
occupied by European nurses (Brush & Berger, 2002: Brush et al, 200¢er$v& Snowball,
2003). In 1992, 42% of the FNGs were Filipinos (HHS, 2002); in 2001 and 2003, motethan
of the FNGs were from the Philippines (Brush et al., 2004; HHS, 2002005, of the 21,500
people that took the CGFNS exam, 55% were from the Philippines (SGEN.). The
Philippines is viewed by many countries as the leading exporteireés worldwide, especially
by the U.S., UK, and Saudi Arabia (Aiken, Buchan, Sochalski, Nichols, &eRo02004;
Lorenzo et al., 2007). Today, an estimated 250,000 Filipino nurses work abeta@®(B4). In
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the UK in 2004, the number of nurses recruited from overseas continuedetasmdérom 8,404
in 2000 to 11,477 in 2004, with India and the Philippines producing the most. Irr26@004,
8,229 and 7,411 nurses, respectively were sent from these two countnes (Brush &
Sochalski, 2007; Solano & Rafferty, 2007; Smith & Mackintosh, 2007). Since 20@@srfuom
these two countries represented more than half the nurses retouiteel UK from overseas
(Solano & Rafferty, 2007).

Beginning in the 1990s, the U.S. government began to define a way to ¢tbatflolw of
FNGs into the U.S. healthcare system. In 1996, as a response {eghklthmigration Reform
and Immigration Responsibility Act, a visa screen took place, wieighired that FNGs obtain
certification, such as the CGFNS, of their professional qudidica and English language
proficiency, before obtaining a visa to the U.S. In 1997, the exam isagttlly increased the
passing rate of the National Board for Nursing Licensure Eation (NCLEX) from less than
20 % to about 90% (CGFNS, 2006). The major events in FNG reemfitm the U.S. are
summarized in Table 1. Passing the CGFNS exam is required ofaayplfor H-1 visas, the
NCLEX-RN in most states, and permanent residency (Xu et al.,, 1989)the authors
mentioned, the evaluation of credentials by the CGFNS is in #mezes: credentials evaluation,
education verification, and licensure confirmation.

There are three steps in evaluating the eligibility of applicants tahakeertifying exam.
The first step is to determine if the applicant has an adegeetedary education. The second is
to ensure that the applicant has met minimum requirementdiest &vel nurse,’” as defined by
the ICN. A first-level nurse is defined as a nurse who graduébom a two-or more-year
program that provides theory and didactic education, including medicalcaurgbstetric,
pediatric, and psychiatric nursing. A first-level nurse is lsinto a registered nurse in the U.S.
(Xu et al., 1999). The third step is to determine if the applicant is licensed in hisamuinéry of

origin. In addition to passing the board exam, FNGs were also required to have praaisufriec
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as a professional nurse from their countries of origin (Brusllef004). The completion of
prescribed amounts of didactic and clinical instruction as fiv&l leurses in medical, surgical,
obstetric, psychiatric, and pediatric nursing as defined byGhedre also required. Moreover,

most States mandated FNGs to show English proficiency by takipge-determined test
developed in the 1970s. Despite the additional requirements imposed BySthgovernment,
Filipino nurses, as well as nurses from other countries, continuednigiate to the U.S.
(CGFENS, 2006; Gamble, 2002). According to the 2006 CGFNS annual report, 59,477 visa screen
certificates were issued to RNs between 1998 and 2005.

The 1999 Nursing Relief for Disadvantaged Area Act created antyibe of temporary
visa called the H-1C, which was for understaffed facilitresritical shortage areas in the U.S.
(U.S. Department of Labor, 2005). The 1999 Act, and its reauthorizationaeniber 2006,
permitted hospitals that qualified to hire temporary FNGs fooupree years under H-1C visas.
Only 500 H-1C visas were issued each year during the thregeaam, according to the U.S.
Department of Labor (2005).

It is obvious that nurses’ mobility in employment will keep incireg$nternationally in
the future, which makes foreign-educated nurses a unique population. Tragéanigf Filipino
nurses to Western countries has been a trend since the 1950s. Desgit@nging laws, Filipino
nurses are likely to migrate to or seek employment in the Wdestarious reasons, such as
socio-economic status, adventure, and a better educational opportunity. Alfbpigo nurses
working in the U.S. are a distinct population, their experiences ardadaptations have not

been studied.

HEALTHCARE IN THE PHILIPPINES

The Philippines is a country of many islands located in Soutleiest(Sy, 2003). The
population increased from 31 million in 1965 to approximately 80 millioR0@5 (Philippines

National Statistics Office, 2007). As of 2004, the population of the Pmégpvas estimated at
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82,663,560 and it was growing rapidly, making it one of Southeast Asia’$ neawily
populated areas. The population is primarily young with about 70% agadddfounger; those
65 years and older comprise only 4.34% of the population (World Hesedgin@ation [WHO],
2005). Most Filipinos speak the national language, Tagalog; howeves, ahee87 dialects of
Tagalog spoken in the Philippines. English and Tagalog are the twolamguages used by
Filipinos to communicate (Spangler, 1992). The Filipino culture iseadobf Asian, Indian,
American, and colonial Spanish influences, which created a uniguefrgastern and Western
cultural values and beliefs (Charest, 1992). Most Filipinos are RontanliCaa consequence of
300 years of Spanish colonization (Ordonez & Gandeza, 2004).

The health problems in the Philippines are somewhat different frose tin the U.S. The
10 leading causes of death in the Philippines are acute loweratespiinfection and
pneumonia, acute watery diarrhea, bronchitis/bronchiolitis, hypertemsilugnza, tuberculosis,
heart disease, acute febrile illness, malaria, and dengue(@2epartment of Health, 2005). In
contrast, the 10 leading causes of death in the U.S. are headedisaacer, stroke, chronic
lower respiratory diseases, accidents/unintentional injuries, dmbe&tlzheimer's disease,
influenza/pneumonia, kidney diseases, and septicemia (Centers foas®igeontrol and
Prevention [CDC], 2005).

In 2005, of the 702 government healthcare facilities in the Philipp2Y&were primary
care facilities, 26 were secondary care facilities, and 6% wextiary care facilities, together
totaling 42,559 beds (Department of Health, 2005). Combining public and pridigels, the
estimated number of hospitals in the Philippines is 1,600; 60% of theg@igate providers
(Lorenzo et al., 2007). The Philippine healthcare system consistaahaged public healthcare
system and privately initiated healthcare coverage that islynoaid for out-of-pocket. The
majority (60.9%) of Filipinos do not have health insurance (Dror, Koresténberg, 2006;

Hadwiger & Hadwiger, 1999; Obermandowett, Alcantara, Banzon, & Bodart, 2006).
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Hadwiger and Hadwiger (1999) found that to minimize costs, medicgireeat and disposable
items are not commonly used in the Philippines.

There are two major healthcare approaches in the Philippesternized medicine and
traditional medicine (Country Health, n.d.). The Westernizessyst based on the germ theory
of disease and has mirrored the U.S. healthcare system sinBenérean occupation in 1898
(Spangler, 1992). The traditional approach assumes that illnessgesatural causes, such as
heat, cold, air, and bewitchment (Spangler, 1992). As in many Asian iesyfitis not atypical
for someone to seek help through both treatment approaches (Chu &,VRalli7; Lim,
Sadarangani, Chan, & Heng, 2005). Home remedies and alternative tresam& common.
Although medical care has improved and healthcare services xpaeded, the persistent lack
of economic wealth, as well as restricted access to fgutalyning, has diminished the overall
health of Filipinos. Healthcare agencies in the Philippines hauggdtd with limited success
against heavy odds to expend scarce financial resources to providedbple with better
healthcare (WHO, Philippines, 2005).

Factors leading to the inadequate health care system imtlygpies and its failure to
deliver adequate health outcomes to the public include: (a) poor degalthnancing; (b) an
improper health service delivery system, including an insufficigstes for providing public
health; (c) a brain drain of health professionals to developed cour(tflesxcessively high
prices of medicines, leading to high out-of-pocket costs; (e) inadeqerbrcement of
regulatory mechanisms; and (f) inadequate efforts to prevent andolcoww diseases,
particularly non-communicable diseases (WHO, Philippines, 2005). Asedtk dgency for
healthcare, the Department of Health sustains specialty haspéglonal hospitals, and medical
centers. People from rural areas and isolated communities hpggeexced a lower quality of
care and fewer health services because of limited accésalth care compared to residents of

urban areas. The mass migration of doctors and nurses from bqibbiiee and private health
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sectors has made the rural areas even more susceptible to hegoarce shortages (WHO,
Philippines, 2005).

The most common source of funds (43%) for healthcare in the Phéppoday is still
out-of-pocket payments (WHO, Philippines, 2005). However, there has emearkable
progress in increasing public access to healthcare servicegndtamce, the National Health
Insurance Program (NHIP) covers 81% of the country’s population.NHHE> has been
successful in targeting indigents through its indigent pragreehereby national and local
governments jointly subsidize annual premiums for indigents in each wortymAdditionally,
social health insurance through the Philippine Health Insurangeofadion (PhilHealth) also
makes an effort to provide quality primary, secondary and teitang services and make these
more accessible to underserved rural and urban communities. Alsgrtwve the well-being of
Filipinos in general, efforts have been made in HIV/AIDS praeanmaternal care and family
planning, malaria control, immunization improvements, and tuberculosiagement (WHO,
Philippines, 2005).

In summary, the population in the Philippines has more than doubled since 1965, with the
majority of the population being young adults. The causes of death Phtlgpines are quite
different to those in the U.S. Filipino causes of death are predonyimafieittious whereas in the
U.S., most cause relate to chronic diseases. Westernized methdirieaditional medicine are
the two major healthcare systems used in the Philippines; Fipyos utilize both systems.
Many Filipinos do not have health insurance. Numerous factors havebaotedr to the
inadequate capability of the Philippines’ health care systedelteer better health outcomes to
the public. The Philippines government has been struggling, withetingticcess, to provide
services to its people. In addition to uneven healthcare servieesighation of Filipino nurses
to the West may have created a further burden for the Philippinengoaet. In this section, the

Pl aimed to understand how Filipino nurses’ previous historical and dudtxparience might
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influence their current perceptions as they transition to a newrgoasta RN and how that

might affect their role performance.

THE NURSING EDUCATION SYSTEM IN THE PHILIPPINES

The education of nurses in the Philippines began around 1906 (Spangler, 1992). Som
Filipino nurse graduates in the 1900s took the scholarship offered by thmpiRBigovernment
and were sent to the U.S. to earn a baccalaureate or mastges.dehey then returned to the
Philippines and assumed leadership or scholarly positions. In fact, most afltheuese leaders
were either Americans or Filipino nurse graduates educated id.$he(Spangler, 1992). This
created the root of Filipino nursing education in the Philippines.

The Philippines began offering bachelor degrees in nursing in the Td#sumber of
nursing programs in the Philippines increased from 17 in 1950, 132 in 198%,(B8g5), 233
in 2003 (Perrin, Hagopian, Sales, & Huang, 2007), 370 in 2005 (Overland, 2005), and 460 in
2006 (Lorenzo et al., 2007). This increase was partly due to encouradeamettie government
to facilitate educating, training, and placing Filipino nurses waddwGamble, 2002). The
increasing number of nursing programs provided more nursing graddatesver, the passing
rate for the board exam in the Philippines dropped from 80% totHess40% in ten years
(Overland, 2005). The passing rate for nursing and midwifery from 20006 was less than
50% (Romulo, 2007). The quality of these new nursing education prograsproblematic. In
fact, in 2004, 23 of these nursing programs were forced to close dovin theelow quality of
their programs (Overland, 2004).

Nursing education programs in the Philippines provide both theory aatéddéarning
experiences, aimed at preparing nurses with critical thinkints slad beginning professional
competencies (de Guzman et al., 2007). Many of the hospitahgaschools were managed by
U.S.-trained chief nurses and followed an Americanized nursingcaium (Brush, 1995;

Ordonez & Gandeza, 2004). In addition to the Americanized educationaimsydte FNA
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stepped in to take care of problems such as the lack of communigatidnaining consistency
among nursing school systems.

The ‘brain drain’ has been widely discussed by scholars andiahejcalthough whether
‘brain drain,” ‘brain gain,” or ‘brain circulation’ is the most appriate term to describe the
phenomena of Filipino healthcare workers going abroad is arguble 2004; Ordonez &
Gandeza, 2004). Brain drain, a term broadly discussed since the &366s{o the immigration
of professionals to other countries, causing a shortfall in that profesFor example, the
University of the Philippines-Philippine General Hospital, the kirgmspital in the country,
loses 300 to 500 nurses from the workforce every year (WHO, Philip@068). In the mid-
1990s, females became the majority of those emigrating (ao56%) from the Philippines;
14% of these were nurses (Ball, 2004).

The nursing board exam in the Philippines is called the PhilippinsiiduLicensure
Exam (NLE), and includes five areas of concentration: medichkargical nursing, psychiatric
nursing, community health nursing, fundamental nursing, and maternal @iattipenursing. To

qualify, the applicant must meet the following criteria:

(a) be a citizen of the Philippines, or a citizen or a subject of a country whichigperm
Filipino nurses to practice within its territorial limits on the same badiseofubject or
citizen of such country, provided that the requirements for the registration oirlgens
nurses in said country are substantially the same as those prescribed in i8R )
Be of good moral character; and (c) Degree in Nursing from a college orsityitkat
complies with the standards of nursing education duly recognized by the proper
government agency (Professional Regulation Commission, 2003).

The NLE is a multiple-choice exam that tests basic nursingl leompetency, which
considers the objectives of the nursing curriculum, broad areas ohguesid other related
disciplines and competencies. The NLE is administered by thé&esBronal Regulations
Commission (PRC) every June and December in various public schoolsghibut the
Philippines (PRC, 2003). The NLE tests nurses’ general knowledgesvieo, it is not clear

whether it is comparable to the NCLEX-RN in the U.S.
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In summary, nursing education in the Philippines is rooted in the U.Singuweducation
system. In fact, many nursing schools in the Philippines offer a Westkedzeational program
because they are managed by U.S.-trained chief nurses. Westaraizeng education in the
Philippines may help Filipino nurses adjust to the U.S. healthcatensymore easily than those
who are educated in a non-Westernized educational system. A growmber of nursing
schools in the Philippines has created more nursing graduates; hotheveuality of these
graduates is a concern for the Philippine government and hiring cousticesas the U.S.
Overall, research indicates that RNs from the Philippines magobmlized to Westernized
health care systems because they were trained by Filipied mhises educated in the U.S.,
which may influence their perceptions of their ability to perforih i@les in the U.S. However,
this hypothesis has not been investigated thoroughly and deserves furthettiexpésraoncerns
increase about the quality of Filipino educational programs and étst @i the care that Filipino

nurses provide to the U.S. population.

FILIPINO NURSES EXPERIENCE IN WESTERN COUNTRIES

Immigrating to a foreign country is challenging and may leamany problems, such as
social isolation, emotional distress, and health problems (Shin & $8@9). Filipino nurses
have immigrated to many Western countries to work as nurses omhetiith related positions to
care for patients overseas. While adjusting to foreign healttsyatems and cultures, FNGs
might choose to suffer through to the end of their often-inferior cdsfratich may lead to
discrimination or marginalization (Yu, 2007). Hence, it is essertalunderstand the
phenomenon of Filipino nurse migration to help them avoid unethical eaand successfully
cope with life in a new country and culture. The following sectiothisf proposal is a literature
review, including a review of what is known about the characterisfidslipino nurses, their
reasons for emigration, their expectations and experiences ofngoirkithe West, cultural

adjustment, common problems, and ethical issues. Although the fochis oétiew is on the
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experiences of FNGs from the Philippines, | have pulled liezdtom the experiences of FNGs
from other Asian countries as well, because little researcthd®s done on the experiences of

Filipino nurses.

Characteristics of Filipino Nurses

Filipino nurses may have the following characteristics that evqalsitively affect the
quality of care they provide. The first trait is “obligation tare’ as a core value, which is
supported by expressing seriousness and dedication to work, beinyattemtatients’ physical
needs, and presenting respect and patience as a caring modeldSd&84l). The second trait
is an outstanding work ethic, as evidenced by the high valuepiheg on work, their low
absence rate at work, and their low number of complaints (Ordoneanfie2a, 2004). They
tend to avoid confrontation or arguments and are afraid to disagfeauwtfitority, such as nurse
managers or directors. This could potentially have negative ®ftectthe image of Filipino
nurses. They may be perceived as not interacting with patieotsers around them because of
their avoidance.

According to the literature, Asian nurses who work overseas aryufsuimale, married,
fulltime workers, and between the ages of 23 and 40, which means thareHéely to also be
mobile and physically capable (Berg, Rodriguez, Kading, & de @unzrA004;Perrin et al.,
2007; Withers & Snowball, 2003Furthermore, in their study on Asian American nurses, Berg
et al. (2004) found that Asian nurses who work in the U.S. usually heldlb&stdegrees in
nursing (78%), worked fulltime (82.9%), and would choose to become nursies (80%0).
These characteristics may also hold true for Filipino nursdipinei nurses also value the
usefulness and importance of providing physical care to theirnmt{&pangler, 1992), and
potentially providing comfort to patients and their families throymggssitive rapport and
emotional support, which is often lacking because of modern technology.dD#racteristics of

Filipino nurses are summarized in Table 2.
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Reasons to Come to the West

The reasons that Asians leave their countries of origin can lbeaseg into two major
categories: push factors and pull factors (International Coundluo$es, 2007; Kline, 2003;
Lorenzo et al., 2007). Push factors are conditions in the FNGs’ coutiatesncourage them to
emigrate. On the other hand, pull factors are circumstances inetkeesing countries that
motivate the FNGs to go abroad and seek employment opportunities. Joreporsh factors
include a poor economic situation, high job stress, and socio-politicabilitstin the country of
origin. Lorenzo et al. (2007) argued that there are not enough jobbévalshe Philippines, as
evidenced by the 12% unemployment rate in 2003; in fact, 84.75% of ydfdipino nurses
are working abroad. Consequently, the Philippines has been onerodjireexporters of nurses
to Australia, Canada, Ireland, the UK, and the U.S. (Kline, 2003).

The major pull factors are better economic conditions or finanompensation, better
work environments, opportunities for professional development, educationaltwppes,
adventure travel, and socio-political stability in the receiving c@stDaniel et al., 2001,
Kline, 2003; Mejia, Pizurki, & Royston, 1979; Withers & Snowball, 2003). B#¢vesearchers
have documented that Asian nurses sought employment opportunitiesUiKtfor better career
prospects and financial security (Daniel et al., 2001; Gonagldoriial & O’Reilly, 2004).
Nurses from the Philippines believed that the UK had better oppoeginibr career
advancement than the Philippines. Filipino nurses intending on working ibKhsaid that
sending money home was one of the major incentives for going aloreeatk (Gonagle et al.,
2004). Asian nurses, including those from the Philippines, may havausnedisons for entering
the U.S. In the Philippines, government policies that support nurserationg may cause
Filipino nurses to perceive that seeking jobs abroad is a great opportunity fosiordegrowth

and economic prospects.
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Expectations and Experiences in the West

Nurses from different countries may have varying views and é&dpats of their jobs.
Work environment, nursing roles, and the organization of work were fidenais important
factors when considering work expectations in a hospital in theD4iKiél et al., 2001; Gonagle
et al., 2004). In their study of Asian nurses, Withers and Snovwa@4lBj concluded that nurses’
expectations about earnings, living conditions, and professional enhandewae not been met
and might lead to their dissatisfaction. Nurses’ attitudes andrzinedanight also be affected by
these unmet expectations, which might lead to their resignations from their jobs.

Because Asian nurses are from very different cultures than niénm@s Western
countries, their level of satisfaction may be different. Nufsesa Germany, the U.S., and
Canada reported that there were not enough nurses to get the work dong prap® provide
quality care (Aiken et al., 2001). In this same study, nurses egptitat they were required to
perform many non-professional tasks that led them to leave pafaksvork undone, such as
teaching patients and families. Similarly, this may be a pnoldtg other international nurses
working in Western countries. Job satisfaction among Filipino nursetated to acculturation
(Ea et al., 2008). In a descriptive correlational study, Ea atalinistered a Short Acculturation
Scale for Filipino Americans and Part B of the Index of Waakistaction Scale to 96 Filipino
RNs gathered from convenience sampling. Although the non-randomizeph dégihis study
limited the generalizability of the findings, the authors were ablfill the knowledge gap for
this population by using these two scales to explain the levelipinBilnurses’ job satisfaction
and how it relates to their level of acculturation. They found plasicipants’ job satisfaction
had a moderately positive correlation to the level of acculturation.

FNGs in Gonagle et al.’s (2004) study appeared to have little kdgevlabout health
insurance, their own healthcare, housing, and transportation, which may stapsises and

confusion to the FNGs. Despite the increasing number of Asian nuoskisg overseas, nurses
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in this sample seldom receive information about common working conslitipay, or the

resources that might be accessible in the country of employment.

Nurses from the Philippines may have trouble adapting to a new culture, both at work and

in the general environment, especially when they are recruiteabio in unfamiliar cultures

with which they do not share common values (Gonagle et al., 2004)islphienomenology
study, a focus group discussion was used to follow seven individual imtsrvi@ve themes

were discovered in the thematic analysis: infrastructure, ctafpen versus experience,
understanding of intellectual disability, education, and the roldeffamily. Nurses in their
study expected hospitals in the UK to be more high-tech and more organized. thexpalsted

the nurse-patient ratio to be higher and workload lower. Their exyperiand expectations,
however, often did not match.

Because of Filipino culture, Filipino nurses may assume thatiémi the UK will take
care of the basic needs of hospitalized patients (Gonagle, &084). The functions of the
extended family in healthcare are different in the Philippimestae UK (Gonagle et al., 2004).
In the Philippines, the family takes responsibility for caringtfair vulnerable family member,
which is not common in the UK. Using a focus group interview approaahieDet al. (2001)
interviewed two groups of Filipino nurses who were working in UK. Ti droups differed in
the length of time they had been on the job. One group had alespeyienced working on
wards, whereas the second group was still on their 2-week hospéatation. They also
expressed their study results in a chronological sequence, fgomgreasons for deciding to
work in the UK’ to ‘expectations of working in the UK’ to ‘actuatperiences,’ which helps the
audience understand the experiences of recent immigrant Filipinresratra London hospital. In
this study, the family or relatives of patients in the Ukelatook care of their personal needs,
such as hygiene and feeding. This created a greater worklo#teféilipino nurses than they

expected. They also experienced differences in the nursing ralgs,as nursing routines,
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specialization of nurses, shift rotation, use of verbal orders r#ther written ones, use of
medical jargon, abbreviations, medication names, staff-patient,ratiomgy and handling, and
the status of elders. For instance, nurses rotated shifts negueeftly in the UK than in the
Philippines. These differences may have created additional simeBBIGs if job expectations

are not clearly described to them before their arrival.

Common Problems

Asian nurses experienced the following problems adjusting to the Wlihdae system:
language barriers, cultural variations, variations in socidlsskiliverse standards of care,
different concepts about nursing responsibilities, initial defiegsnn technical skills such as
computer charting, supervision of nurse aides, and a lack of rdoogfitm others (Lopez,
1990; Mullen, 2003; Parry & Lipp, 2006; Yi & Jezewski, 2000). Additionally, ma&onally
educated nurses who are already working in the U.S. reported congpeteinglish, clinical
skills, and medication administration as the top priorities whest &ntering U.S. nursing
practice (Edward & Davis, 2006).

The common difficulties experienced by FNGs were cultural réiffees, language and
communication barriers, and problems with social interactions (&fiat., 2004; Daniel et al.,
2001; DiCicco-Bloom, 2004; Kinderman, 2006). Although foreign-born nurses rpgrience
many different kinds of difficulties in a diverse setting, iingortant to keep the obstacles in
mind when recruiting nurses from overseas. Additionally, poor worlongditons, low pay, and
being used as a care assistant rather than a nurse, were comatwardesges that overseas-
trained nurses experienced in the UK (Smith & Mackintosh, 2007).

Xu (2007) presented a meta-synthesis of 14 qualitative resstudies with a detailed
summary of immigrant Asian nurses’ working experiences in Westeuntries. She used a
methodology called Meta-ethnography proposed by Noblit and Hare (IB83)najor themes

identified by Xu included: “(a) communication as a daunting challelige differences in
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nursing practice; (c) marginalization, discrimination, and exgloita and (d) cultural
differences” (Xu, 2007, p. 246). Examples of ‘communication as a dawttalgnge’ included
lack of skill with accents and use of informal language, suchaag sind jargon; difficulties in
telecommunications, such as receiving telephone orders; the domino céfismnmunication
deficiency, such as avoiding speaking; and accent and communicatioerdaés, as grounds
for discrimination. The differences in nursing practice weratiled as scope of practice, the
technological and legal environment, and the role of the nurse.

Communication may be a problem for nurses from the Philippinesi$ead language
barriers and cultural differences (Daniel et al., 2001; Gonagle, 004; Spangler, 1992; Yahes
& Dunn, 1996). Asian nurses may also experience difficulties comiaimgc with others
because of different accents, slang, and pronunciations (Ordonez &2aa8064), as well as
different types of medical terminologies and jargon (Daniell.et2801). They may also feel
embarrassed to talk or are afraid to ask questions because ofrthdyaving difficulties
communicating.

According to both published and unpublished sources, FNGs perceive they kave be
discriminated against, have experienced racism, or have encauntaejer challenges working
overseas (Allan, Larsen, Bryan, & Smith, 2004; Ball, 2004; Smith &Kutdosh, 2007; Xu,
2007). Examples of major changes include communication difficuli@ésaltural displacement.
Racism or discrimination may result in frustration and angefFNGs, which may then
negatively affect the quality of care they provide and their yualilife. One of the sub-themes
in Xu's (2007) study was ‘marginalization, discrimination, and exgloitd which included
nursing as a gendered profession, unfair treatment, and a lack bbppgagunity, bullying, and
sexual harassment, and having to prove themselves. Feelinghevh&ds or lack of belonging’

were commonly experienced by Asian nurses in Xu’s study. Wesg also often passed over
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for promotions or raises. They perceived that doubt was present imp#tigints’ and in their
American peers’ minds until they proved themselves.

Asian nurses commonly experienced unfair assignments, undesiredasidfigdditional
holiday shifts. For instance, DiCicco-Bloom (2004) highlighted thearginalization as female
nurses of color,” ‘the challenges of living between two cultures andtiges,” and ‘the racism
experience’ were common statements by immigrant nurses fraalakéndia. The researcher
intended to describe the experiences of a group of 10 immigrant wouanses from India by
conducting semi-structured in-depth interviews. The themes that einkeoge this study were
“cultural displacement,” “racial experiences/alienation in therkplace and at home,” and
“marginalization as female nurses of color.” Some examplpsesged by the participants were
lack of promotion, unfair assignments, and lack of reimbursement. Gahenanly reported
issues were employment as a nurse’s aide, assignment tedes$ass position, and failure to
receive wages comparable to U.S. domestic nurses (Kline, 2003). diffleerities experienced
by Filipino nurses, as identified by Kinderman (2006), included culturafestyle differences

and a lack of respect from others.

Ethical Issues

Common ethical issues among FNGs may be categorized into #wveks: [ global,
institutional, and individual (Carney, 2005). Appropriate and effectiveiiterent should benefit
nurse recruits, the receiving and donating countries, the employagirations, and colleagues
in clinical settings (Carney, 2005). A common issue is the ettioscruiting overseas nurses as
the first temporary solution for developed countries such as the Ukigharurse migration was
often viewed as negatively affecting the donating country, suttea®hilippines, and depleting
their experienced healthcare workers, which might compromise dgleeral quality of care
(Gamble, 2002; Lorenzo et al., 2007; Perrin et al., 2007). In fact, the homeiepwitthese

nurse recruits may also have a nursing shortage (Haddad, 2002ksTite of Filipino nurses

29



immigrating to other countries may create some negativeteftecthat country, such as high
turnover rates and vacancies, despite the positive consequencegptiozei the economy of the
country (Ortin, 1990).

In their self-administered survey, Perrin et al. (2007) found thest mhore and more
difficult for hospitals to recruit experienced nurses from theifthiies because a large portion
of them have already gone abroad to seek jobs. Using information8Bosnirveys that were
returned by Filipino hospital chiefs of nurses, the authors found thasitdifficult to recruit
nurses with more than a year of working experience, especiaflyiiate hospitals. In short,
hiring these nurses may worsen an existing shortage in theicawnrtries. The impact on some
developing countries like the Philippines may be severe. Consequencemat@e losing
scarce resources, lowering quality of care, and losing futurerteadéhe profession (Buchan,
2001). The recruitment of skilled health professionals to a developingrgdaantiangerous
because the resulting brain drain could potentially damage thengisalthcare services in that
country (Kassaye, 2006). Highly educated professionals may be emhployebs that are
unrelated to their expertise or below their level of knowledge, or ey spend much of their
time serving as consultants for recruiting companies rather tdehing students (Kassaye,
2006).

Filipino nurses might encounter problems such as unlawful agetheig®y the process
of seeking a job overseas. The Sentosa Nurses’ Case wasamnmglexf Filipino nurses being
mistreated by “unmet promises and contract violations with redgardheir places of
employment, assignments, wages and benefits, overtime pay, ligcgnmodations, and
reimbursement for expenses” (Keepnews, 2007, p. 80). In response ttygessef problems,
the ICN established guidelines to ensure good faith contractingssate grievance procedures,

effective orientation, mentoring, supervising, and regulation of receunit (ICN, 2001, 2007).
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By following these guidelines, recruiting agencies, recruitaujities, and foreign nurses may

be protected, and therefore, less likely to encounter the issues mentioned above.

Cultural Adjustment

Culture is a powerful construct that refers to the learned lzar@d knowledge of values,
beliefs, and life ways of a particular group that are normadlgsed on from generation to
generation (Leininger & McFarland, 1995; Spector, 2004). Xu (2007) foundRiatfrom the
Philippines believed that their kindness and tendency to accommodatakeasadvantage of
and even abused by people they worked with or cared for. Culture irdkievays people
communicate, behave, believe, and act. Culture is a meta-systdenup from a set of beliefs,
practices, habits, likes, dislikes, norms, and rituals where eaclanmhdspect is related to one
another (Spector, 2004). The clash of Filipino nurses’ culture and thecldtale often creates
conflicts and makes it necessary to adjust and find ways to cope.

Cultural adjustment refers to the adaptation to a new culture. tAtBas is defined as “a
change in a person’s behavior or thinking” (Collins Database, 198B)pAdjustment is an on-
going process required by one situation followed by another. Cultheadges can occur over
time in various ways in each setting or country. To avoid misundeiatafrom their patients,
nurses should learn to adjust and meet the needs that are pergeiheir Ipatients (Spector,
2004). Nurses should learn and understand the values, beliefs, and majesfehthe culture
of a foreign country before going to work there to avoid culturasses (Leininger &
McFarland, 1995). For instance, a newly employed nurse usuallyufeadstainty and confusion
about the organizational culture of the institution where she works &I2@05). Nurses must
learn the specific culture over time and decide whether to followgaor rebel against that
culture.

One of the biggest challenges in working overseas is adjusting teethenvironment

and cultural landscape. Cultural adjustment is important in the protéssng foreign nurses,

31



which may influence Asian nurses, the hospital, managers, and cow(Degrgl et al., 2001,
Gonagle et al., 2004factors that affect Filipino nurses’ adaptation include equal opptesini
with respect to training and promotion and the use of culturallytsensirientation programs
(Daniel et al., 2001). It is essential to pay attention to the alilbackgrounds of the FNGs to
meet their needs and promote their assimilation into the praoficAmerican nursing
(Dijkhuizen, 1995; Kinderman, 2006). For instance, hospital administratorsncarporate
cultural training into the new employee orientation, as welpr@vide educational opportunities
on backgrounds of FNGs for hospital staff.

Filipino nurses, as well as many other Asian nurses, haveorgstamily orientation
(McLaughlin & Braun, 1998) and treat other Asian nurses as fawtign they are overseas.
Ordonez and Gandeza’s (2004) summary of the healthcare beliefs,dsehawd practices of
Filipino nurses in the U.S. presents general ideas about how these sncisdize. They ate and
socialized primarily with each other, which placed them in an teslgituation where only
Filipinos mingled with each other without their Western colleagues’ allinftuences (Ordonez
& Gandeza, 2004). This lack of interaction with the native population cogltiaely influence
their cultural adjustment.

Cultural adjustment can be discussed in various ways. One exanglpre@sented by
Withers and Snowball (2003), who adopted Pilette’s (1989) phases of adauituira a
descriptive study of 45 Filipino nurses’ experiences working inlte Of those participants,
eight Filipino nurses participated in a semi-structured intervidé¥ging both survey
guestionnaires and qualitative interviews to collect data helpedutiers explore Filipino
nurses’ expectations and experiences at the Oxford Radctleitdls in the UK. Withers and
Snowball (2003) found that in the acquaintance phase, Filipino nurses expereehgh level
of anxiety before arriving in the West because of languageebmaraind cultural differences.

Despite feelings of unfamiliarity with Western cultures andltheare systems, they enjoyed the
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autonomy of nurses in the West. Participants in their study stated thadliybensitive training
and an emphasis on medical terminology were helpful, but their uarpsictations were
disappointing. Unanticipated nursing roles, staff shortages, and a weakipad were listed as
adversely affecting Filipino nurses’ adjustment during the indignaphase. Mentors or
preceptors were provided to advise and support the Filipino nurses, whiclvidheed as
beneficial. Filipino nurses finally reached the phase of contisblution when they decided to
adjust to the new culture and take action when discriminated agémese phases are helpful in
mapping out the stages of adjustment in the nurses. Filipino nukgesthier Asian nurses, are
acculturated to Western healthcare systems when they mowuee tdVest; however, their
traditional values and culture still affect their daily preesi, beliefs, and behaviors (Ordonez &
Gandeza, 2004). Although this may create some conflicts when canngafients, it is
beneficial because it heightens their sensitivity to the culture and beligtisers.

In conclusion, the reasons that Asian nurses leave their countnesk abroad can be
separated into two major categories: push factors and pull faétigrgo nurses’ experiences in
the U.S. or in other developed countries varied. Nurses from diffemnitries may have
varying views and expectations of their jobs. Common adjustment probde®BIGs included
language barriers, cultural differences, differences in seidls, diverse standards of care,
different concepts about nursing responsibilities, initial deficieincyechnical skills such as
computer charting, supervision of nurse aides, and a lack of recogindgranothers. Filipino
nurses may experience similar problems. Common ethical isanelBeccategorized into three
levels: global, institutional, and individual. Filipino nurses’ expemsna the U.S. are complex,
yet it is essential that these experiences be explored bexfahgeincreasing number of Filipino
nurses working in the U.S. and because there are few existing empiritas stu

Existing studies suggest that Filipino nurses, like other FNG®rence challenges and

struggles for personal and professional identity and justice. Culliiffatrences, the diverse
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scope of nursing practice, and the different communication stylésméstic nurses and FNGs
are commonly mentioned in the literature. Nonetheless, Filipino siupszception of role
performance, as well as how they transition and adapt their imolthe U.S., are still

understudied.

NURSES ROLES IN THE U.S.

A role is defined in terms of functions or duties a person carniewever, the role of a
nurse should be viewed more broadly (Doheny et al., 1997). Usuallgetgulation agencies,
professional agencies, and the facilities where nurses workf\sp@uections that they need to
perform. Nurses’ roles are directed by the activity or behakadris expected and acceptable in
a particular setting. As mentioned by Doheny et al. (1997), varixpectations are usually in
place where nurses work, which make the interpretation of a nude’swen more complex.
For instance, physicians may expect nurses to carry outpfrescribed orders correctly and
social workers may expect nurses to make timely and appropfateats (Doherty, 2003). The
complex definition of nurses’ roles and diverse expectations maketéinaction between nurses
and others a construct that needs further exploration.

The nurse’s role varies in different settings or positionsfer 1997). The nurse’s role
can be described in five categories: patient caregivemtcidvocate, counselor or educator,
coordinator or collaborator, and consultant (Doheny et al., 1997). The esaofpfunctional
activities in nurses’ roles are summarized in Table 3. MooresHgggal. (2003) asserted that
nurses’ also play the role of administrator. Other commonly idedtifunctions of nurses
include risk manager, researcher, mentor, and case manageoftén understood that a nurse
fulfills these roles whenever appropriate to properly care foohier client. The roles of nurses

are described in detail in the following sections.
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Caregiver

Caregiver is the most commonly referred to role associatdd nitses. Nurses assess
their client’'s physical, emotional, cultural, psychological, anditspirneeds. Nurses also care
for their clients based on their assessment, and evaluatedheiafter interventions. The role of
caregiver may involve performing a physical assessmentnataring medication, changing a
wound dressing, inserting an intravenous line, obtaining vital sigessssiag skin integrity,
advancing diet as appropriate, orienting the client to the environraedtgiving emotional
supports. The dimensions of practice for nurses include managing pdorpeg nursing
procedures, prioritizing the plan of care, taking care of patiestts different problems or
conditions, and using necessary technologies (Edward & Davis, 2006; F20@3a Nurses are
also responsible for using critical thinking skills about findimgshieir assessments and then to

take appropriate action.

Client Advocate

As a client advocate, nurses assist the client and familynderstanding medically
related information to help them make informed decisions about supgaa@dures or research
studies. Nurses also become involved in defending and protectinglibeiis rights (Doheny et
al., 1997). Nurses are required to assure that patients receivaprgier information in an
understandable language before consenting to treatment or procedotemdg participation in
a research study. Nurses can help clients regain power by givinghueces, when appropriate,
such as the timing and types of pain relievers they recé\ngses should know their
responsibilities well because they are the ones who can loésttpthe clients. They are legally
responsible for their actions or inactions involving their cliemdactt, if physician malpractice
occurs, nurses are held partly accountable if they fail to take@me action. For example,
when a nurse fails to take action for prolonged bleeding in a patiegiving a Heparin drip, the

consequence may be death of the patient, for which the nurse is indeedtable (Bhalodia,
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2007). In addition, nurses should actively seek physician’s orders totcamregersight. Nurses
are the patients’ advocate, which means that they are respofwibtatching the doctor’'s
mistakes. If they fail to do so, they will carry part of tlesponsibility and accountability (Xu,
2007). They should break the chain of command if the physician negle&sisting problem.
The nurse can also contact family members to visit the clibot i& hospitalized. Nurses are
accountable for their action or inaction at any given time andtgn while providing nursing

care (ICN, 2004).

Educator

Teaching patients is an essential part of the nurse’s rolea@a 1992). Nurses may
serve as an educator to the client, the family, and others whbenayolved with the patient’s
care (Doheny et al., 1997). Educational functions include instructingnfmtiéamilies,
communities, and staff on different occasions on various topics. Num@sgknowledge to
clients or their families to promote health, manage disease, @md problems through
behavioral and attitude changes. Nurses recognize teaching logddgeracting with their
clients. Nurses may discover the educational needs of a clienidsgioning them or observing
them directly. Nurses can educate clients on lifestyle @sngjet, and exercise for diabetic
patients and their families. Nurses can also obtain advancedhgrdmibecome specialized
educators, such as a diabetes educator or a wound care speciaksts Blould continue
advancing their knowledge to provide quality education to their sligiagson-Roberts, 2007).
Barrass (1992) emphasized that for a patient to be an effézdineer, the nurse and the patient
must work together as partners. Such partnerships require \effectimmunication and
interaction between patient and nurse educator. In this way, the oanscomprehensively
assess the patient’s readiness and previous experiences betmedprg. Nurses play a major
role in patient education, for example, teaching deep breatkargiges or providing discharge

planning/implementation.
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Coordinator and Collaborator

Nurses are also required to have strong coordinating skills with aamdnd the
interdisciplinary healthcare team. Nurses should feel comforialilating direct referrals to
specialists or other professionals when necessary, to assurdiém receives quality treatment
and care. For instance, when a staff nurse cares for a paitierst complicated wound, it is their
responsibility to seek consultation from a wound specialist. Playiagole of a coordinator,
nurses plan and organize the healthcare team so that coordinatésl delreered to the client
(Doheny et al., 1997). For instance, nurses may contact the radiolpgstrdent and find out
when a computerized tomography will take place. Nurses may cdhtaclietary department
and place an order for a meal for a client. A rehab nurse may facibtat@unication among the
members of a healthcare team by attending a team confe@ocedinators are expected to
arrange patients’ plans of care and to function as a bridge apetents, families, and
healthcare team members (Neal, Brown, & Rojjanasrirat, 1999). rolasrequires effort to
communicate with physicians, physician assistants, practitidherspists, managers, assistants,
and even housekeepers or kitchen staff.

The role of collaborator is similar to that of coordinator. The noofleborates with the
client, the family, and other professionals, to develop a plan tlsatfite the client's needs
(Doheny et al., 1997). For instance, nurses may share their assefisgliags of their clients
with the physician, dietitian, and speech therapist to modify teatdidiet accordingly. This
role often overlaps with that of case managers and requiregy stmnmunication skills to
coordinate and communicate patients’ needs (Johnson & Schubring, 1999).fiBmtens
related to this role include serving as a liaison betweenyamidl patient, facilitating ongoing
assessment of patient care, and integrating patient and feamberns into the plan of care

(Johnson & Schubring, 1999).
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Consultant

Nurses should actively seek and provide information to clarify sliegdals and the
means to reach their goals (Doheny et al., 1997). They alsoasereeourses to other healthcare
professionals. For instance, a nurse at a rehabilitation unit wiegas/ing a transferred patient
may consult the primary nurse about the patient’'s needs and pobd&ye. Experienced nurses
may serve as consultants or a resource to junior nurses (Doherty, PO6B)ole as a leader or
role model is important to maintaining standards and quality of Aazensultant nurse takes on
several functions, including expert practice, leadership, educati@arces and development of
practice (Currie, 2007; Manley, 1997). Nurses can improve the qu#lifyatient care by

strengthening these functions.

Administrator

Administrative functions include the delegation and supervision of disia#f, as well
as policy and protocol development or change. Nurses often work witkensg¢d personnel and
must delegate tasks to them, but nurses are legally liable fenipa&are. Thus, they are
responsible for ensuring that the delegated tasks are completesttly. Nurses are also
responsible for assuring that staff members comply with rulesregulations (Tolle, 2006).
Tasks for this role may include writing policies and procedursgsasg program effectiveness,
evaluating staff job performance, ordering medical supplies, atignmdquired meetings, and
monitoring the functioning of medical equipment.

All of these roles are interrelated and may be required inreliffesettings or situations
(Doheny et al., 1997). The various roles played by nurses may angiy ar simultaneously
depending on need. These elements help define the role of a nursenn gae; however, the
nurse’s role is still restricted, which could be related to oppitey functions with other

healthcare professionals. Members of a healthcare team areteskpe function differently
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based on their roles in a specific setting. Consequently, g#senéal to involve interaction and
interpersonal aspects when assessing and evaluating nurses’ role aodélihes.

Many nursing functions overlap with that of other health care pirofesds, such as
physical therapists, occupational therapists, case managesd, 8odiers, and dieticians. RNs
in general medical surgical units in the U.S. usually do not perfasks such as venipuncture,
wound vacuum changes, or arterial blood gases, which are done by lgbdeataricians,
physical therapists, and respiratory therapists, respectivelyolds were differentiated out of
nursing over the years, the increased complexity and overlap witls affeated difficulties for
nurses trying to define their roles clearly. In addition todtwaplexity of trying to distinguish
nursing from other professions, nursing itself has become more diadgas the level of
educational preparation for nurses. Licensed practical nurses diomataurses (LPN or LVN)
are commonly hired by employers to help with staffing due to Hwetages of RNs. The
educational levels of RNs varied from diploma/associates degrees to dzs:ctorat

The major differences between U.S. domestic nurses and FNGderdadied by Xu
(2007), include their roles, scope of practice, and the technologicalegad environment.
Nurses in the U.S. are viewed as functioning much more independentiyared to nurses in
other countries (Xu, 2007). However, U.S. nurses also take part inmgssgisactivities of daily
living, which creates extra burden on the nursing staff. Nurseseaponsible for completing
legal and institutional paperwork, which takes time away from perfgy bedside care.
Delegation is a major part of nurses’ roles in the U.S., bedaasie nursing tasks, such as
checking vital signs and feeding, are assigned to clinicabtasts. Nurses are legally
responsible for ensuring that these tasks are properly carried out bgrasgist, 2007).

In summary, a nurse’s role varies depending on the setting or pds#idnwhich may
be grouped into five categories: patient care, education, admioisirand consultation. The

scope of practice for nurses ranges from performing tasksragimg care. Nurse’s roles often
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overlap with that of other members of the healthcare team, whikbsntlae definition of nurses’
roles complex. Nurses in the U.S. are viewed as more independenhdsarfrom Asia. Given
the complicated definitions of the nurse’s roles in the U.S., nurees Asian countries face
many challenges to adjusting to the U.S. healthcare systenodiictioning independently

within the healthcare team.

THEORETICAL BACKGROUND

Symbolic interactionism was used as the philosophical foundation $osttidy, because
of the nature and purpose of this research study. Symbolic inbexant is a theoretical
perspective that specifies a connection and interaction betweerysangk individuals that
creates meanings in their lives (Schreiber, 2001). The foundatiosygnddolic interactionism
were rooted in the early 1900s and were formulated by GeorgerHbread who was a social
psychologist (Blumer, 1969). Symbolic interactionism was latene@fby sociologist Herbert
Blumer as a distinct research approach. Symbolic interactiosisased on the following roots:
the nature of human society, social interaction, objects, the hunmag &® an actor, human
action, and the interconnection of the lines of action (Blumer, 1969).unuaimental concepts
of symbolic interactionism are the human self, the world, and social actions.

Symbolic interactionism is considered the theoretical basisoafnded theory (Morse,
2001). According to Blumer (1969), a researcher must actively atterth the participants of a
research study to understand the phenomenon derived from the paisicipetions and
interactions. In doing so, the researcher can view the expertemcglh the participants’ eyes.
This approach assists researchers in identifying concepts apdsfions that connect the
concepts and in exploring the worldviews and social relationshiplseoparticipants (Crooks,
2001). Therefore, it was advantageous to use symbolic interactionidime gshilosophical

foundations in this study of Filipino nurses’ role performance and its relatedptenc
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Symbolic interactionism has been the philosophical basis for aywafigtounded theory
research studies involving various populations, including the homelessgMdstrong, 2004),
women with HIV/AIDS (Klunklin & Greenwood, 2006), nephrology nurses (Bonn&v&lker,
2004), and mothers of critically ill children (Noyes, 1999). Although tputations and settings
differed in these studies, symbolic interactionism guided thHenSymbolic interactionism can
be applied in a variety of settings or populations when first-hand \@iger is required.
Symbolic interactionism requires that the researcher be ifanwith the social lives of the
participants before making interpretations. It also requires theareher to ensure that their
interpretation is grounded in empirical reality. Because symbicactionism is the conceptual
basis of grounded theory, it was used to guide this study. To prapelyhis philosophical
framework to guide a study, the researcher conceptualized thewdtcarefully examined the

data for evidence of empirical occurrences.

SUMMARY

Foreign nurse recruitment has been used as a staffing stewegythe 1940s by many
healthcare facilities because of the cyclical nursing spestan a number of developed
countries. The history of Filipino nurses’ migration to the U.S. providelblackground of
Filipino nurses and allowed a better understanding of their interdiodseasons for working
abroad. The overview of the healthcare system in the Philippireeegealla better understanding
of Filipino nurses’ beliefs and behaviors. In addition, the nursing eduacatystem in the
Philippines, although based on the U.S. system, has many differeageshe U.S. system.
Although the growing number of nursing schools in the Philippines may prodae graduates
to mitigate the shortages of nurses, the quality of the greslustof concern. Several studies
have begun to address the issues in recruiting FNGs, both in theimgosountry and the
sending country. Of all the FNGs recruited, the Philippines hasinesh one of the major

sending countries. Nurses from other countries, like those from thpphiels, may experience
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difficulties because of cultural differences, language hatridifferences in practice, and
differences in social norms. Because of these differences and potentiakp#reg might not be
treated with the respect and dignity they might expect. hashiring facilities, as well as the
receiving and sending countries, responsibility to ensure that ajgteopctions are taken before
hiring them to protect these nurses, their colleagues, and the hiring countries.

Generally, nurses’ roles, which include patient care, educationnestiration, research,
and consultation, are different based on the positions they hold in yatiings. These roles
often overlap with those of other health care professionals, whichsriakelefinition of nurses’
roles even more complex. Given the multifaceted definition of nurséss in the U.S., it is
challenging for nurses from the Philippines to adjust to the U.S. healthcam.syste

Symbolic interactionism has been used as the philosophical underpirmmingahy
research studies employing grounded theory as the methodology. Symbeiactionism was
useful for this study because it emphasized human actions anaciites. Because Filipino
nurses’ role performance was related to nurses’ interactidths others and the healthcare
system, symbolic interactionism further guided the researchanderstand the phenomenon.
This chapter synthesized the existing knowledge about Filipino nursgsation history and
experience. However, it was unknown how nurses from the Philippinesiyeertheir work
environment in the U.S. and what impact these perceptions may haleirorole performance
in the U.S. This gap in the literature needs further exploratibarefore, this study explored
Filipino nurses’ perceived role performance in the U.S. usirdepth interviews; thus, filling

gaps in the existing knowledge.
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CHAPTER 3: METHODS

Grounded theory methodology (Strauss & Corbin, 1990) was used for cajlecti
sampling, and analyzing the data to develop a substantive theorpltoneFilipino nurses’
transition from nursing practice in the Philippines to nursing peatiche U.S. The theory that
evolved was based on 31 female Filipino RNs’ descriptions of thaiepéons and experiences
of adapting to their roles as nurses in the U.S. All names aed aied in this dissertation were
changed to a different name to protect participants’ identhis Thapter presents the research
design, sampling methods, data collection procedures and sequdaac@adagement, and data

analysis.
DEFINITIONS
Categorizing
Categorizing is the analytic step in grounded theory of choosirufispgodes that have
prime significance, or of locating regular patterns in multgees and forming an analytical

concept (Bryant & Charmaz, 2007). A category is a taxonomy of ptstieat is derived from

data analysis in grounded theory (Strauss & Corbin, 1990).
Coding

Coding is the procedure of identifying and characterizing datga(Br& Charmaz,
2007). Coding breaks data down into segments and then names the segrhen¢sideatified

(Schwandt, 2001). Grounded theorists generate qualitative codesrogglefat they see in the

data collected. Simply stated, it is the process of analyzing the data.

Constant Comparative Method

The constant comparative method, developed by Glaser and Strauss ([ 96Way of
analyzing qualitative data (Schwandt, 2001). This analysis wgebnireates more abstracted
concepts and theories through the “inductive process of compariagwitht data, data with
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category, category with category, and category to concept” (iB&&harmaz, 2007). Possible
sources of data include field notes, observations, and interviews. Thetedlinformation is
coded inductively and then these segments pieces are compared wéahotimer (Schwandt,

2001).

Grounded Theory

Grounded theory is a methodology designed for conducting a qualitatieeaestudy
that focuses on constructing conceptual frameworks or theoriesrfoyrping inductive analysis
of the data (Bryant & Charmaz, 2007). It is a rigorous proceduregdaerating a formal,
substantive theory of social phenomena (Schwandt, 2001). A grounded themrgaked, built,
and conditionally confirmed through systematic data collection, dsawehrough the analysis
of data related to the phenomenon (Strauss & Corbin, 1990).

Memo-writing

In grounded theory, memo-writing is the crucial transitional beggveen collecting data
and writing papers. Memo-writing helps researchers investiteir data and place their codes
into categories early in the research process (Bryant & Glzard®07). Memos are the result of
memo-writing; they are written records of the analysis edlab the formulation of theory
(Strauss & Corbin, 1990). Memo-writing is used for elucidating abbalating coded categories
(Schwandt, 2001). The final analysis is derived from incorporation andsasalymemos that

the researcher generated during the analysis.

Theoretical Sampling

Theoretical sampling is a type of sampling in grounded theory inhathie investigator
aims to build the properties of the emerging categories ori¢iseby selectively recruiting
participants. Because the purpose of this type of sampling is toddaheoretical categories by

seeking specific types of participants, performing theoreticapbag may take the investigator
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across substantive areas (Bryant & Charmaz, 2007). In other wbtdads the researcher to
build on meaningful constructs of the theory by sampling in a spewidiy. It permits the
researcher to take a new path when new tentative and emergingcdmplete, ideas appear
(Charmaz, 2006). Sampling of additional incidents, events, activitias$, papulations are
directed by the evolving theory (Schwandt, 2001). Concepts that haveisbstdltheoretical
connections to the developing theory are focuses of this type of sgn{flirauss & Corbin,

1990).

Theoretical Saturation

Theoretical saturation is the point at which gathering more datataa theoretical
category reveals no new properties, and yields no further thebieigints about the emerging
grounded theory (Bryant & Charmaz, 2007; Strauss & Corbin, 1990). When italoret

saturation is reached, the theory is deemed conceptually solid and groundediitathe

RESEARCH DESIGN

The specific aims of this study were to: (1) explore Filipmases’ perceived role
performance in the U.S., and (2) generate a theory describinfadtees that contribute to
Filipino RNs’ role performance in the U.S. healthcare system. rBsearch design was
gualitative; more specifically, grounded theory was used as ttidwogy for this study, using

symbolic interactionism (Blumer, 1969) as the philosophical underpinning.

Methodology

Grounded theory was the methodology used for the inductive development of theor
using qualitative techniques. Glaser and Strauss (1967) originalllodedegrounded theory for
generating theories by connecting empirically derived datagusystematic procedures of
coding and hypothesis testing. It is a methodology used to explainmyabological and

socio-structural processes (Stern & Govan, 2001). A progressiompefitedly analyzing,
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coding, and categorizing is used to discover the core variablesegodats for a theory. In

recent years, Strauss and Glaser developed two major appré@cioesiucting grounded theory
(Melia, 1996; Stern, 1994). The methodology became popular quickly, padiube of Glaser

and Strauss’s transmission of ideas to their students (Stern & Govan, 2001).

Grounded theory is rooted in the philosophy of pragmatism and symboliacimb@ism
(Morse, 2001). Symbolic interactionism is a theoretical perspetiateindicates a connection
between society, individual human interaction with society, and otkaroreships that create
meanings in their lives (Schreiber, 2001). Symbolic interactionssimased on the following
roots: the nature of human society, social interaction, objects, thanhbging as an actor,
human action, and the interconnection of the lines of action (Blumer, 196§)lePselect,
perceive, interpret, and reject lines of actions, and their beh&vianfluenced by these
interactions. This is the root of grounded theory development and maddbessed throughout
the process of constructing a grounded theory. Using constant compansoboth inductive
and deductive reasoning, grounded theorists interact with the dataartlegppnts, and other
sources of input to form the emerging grounded theory (MillikenSéhreiber, 2001).
Consequently, symbolic interactionism served as the background influencéheorétical
infrastructure that guided this study as a whole. The focus @al soteraction provided fertile
ground for this study.

Grounded theory is best used to answer questions that focus on parti@ppeatgences
over time or responses analyzed over the course of an event.sib issafful for studying how
people deal with their lives over time in changing circumstanf®sinstance, caregivers’
experiences in taking care of a dying person. It can also ésffanchers study new phenomena,
discover new perspectives, and determine the gaps in existing knowlédgeharacteristics of

a grounded theory were summarized by Morse (2001) as follows:

(a) grounded theory focuses on a process and trajectory, resulting in idensfeges
and phases; (b) it uses gerunds (Glaser, 1978, 1998) indicating action and changes; (c) it
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has a core variable or category (Strauss & Corbin, 1998) that ties stagessexlqgitihe
theory together; and (d) grounded theory is abstract (as is all theory), but it isinanique
that it makes the synthesis of descriptive data readily apparent through #ptscarad
relational statements (Morse, 2001, p. 2).

Grounded theory has been utilized in different disciplines, espedcralthe social
sciences, since Glaser and Strauss (1967) developed this method¥loggnor, Netting, and
Thomas (2008) found that more than 200 dissertations since 1994 have used groungess the
a methodology or design. It has been employed as a methodologyersedsettings and with
diverse populations, including nurses (Tabari-Khomeiran et al., 2007)yfaarggivers (de la
Cuesta, 2005), and college students (Thompson, 2008). Grounded theory is valuable for
enhancing the understanding of a process in the actions and iotesaathong people as the
process unfolds.

In this study, Strauss and Corbin’s (1990, 1998) strategy was usedl fidtlewed their
analysis steps (open coding, axial coding, and selective codingyaimine data using the
constant comparison method. A constant comparison method enabled a complattie codes
and categories to search for similarities and relationshipsrtiggat exist. The direction of data
collection was modified concurrently with data collection to fit ithentified linkages between
the categories and the emergent theory. The specific designshadenethods used within this

grounded theory are outlined below.

Interview Setting

The location for the interviews was based on each particippreference. Potential
interview locations included the participant’'s home, a quiet restawraoffee shop, a school, or
a library. Participants decided when to meet at their convemielhe actual locations where
interviews were conducted included a coffee shop, a hospital iafetarticipants’ homes, and
a hospital lobby. For the interview, the Pl used two audio reraetra batteries, tapes, a
notebook, and study flyers. Participants choose where they prefesidrt the room where the

interview took place. After the participant signed the informed exnf®rm, the PI placed both
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tape recorders between the participant and herself. The Pl etisatr@drticipants had access to
the controls of the tape recorder in the event they wanted te stiarmation without it being

recorded.

Inclusion and Exclusion Criteria

English-speaking Filipino RNs practicing in the United State®welected to participate
in this study. The inclusion criteria were Filipino RNs who:régeived basic nursing training in
the Philippines, (b) spoke fluent English, (c) practiced as an Riyravdled direct patient care
in any setting in Texas for a minimum of 3 months, (d) workedaat|20 hours weekly, and (e)
were female. Given that the majority (87%) of CGFNS pagdicis in the U.S. are female
(CGFNS, 2002), only females were included in this study to remresemogeneity of
experience. The exclusion criteria were Filipino RNs who: (@ewnot fluent in English, (b)
obtained basic training in a country other than the Philippines, (®ntlyrworked less than 20

hours weekly, (d) worked in a state other than Texas, or (e) were male.
SAMPLING

Sampling in grounded theory is a process aimed at enrichirgg Aatsuggested by
Strauss and Corbin (1990), the PI utilized convenience sampling lagiening of the study to
start building the theory. Initially, participants were sadaf they self-reported that they were
licensed Filipino RNs and were currently employed in Texas for at |8dst#rs per week.

To refine the connection of the developing theory, the Pl began usingetibab
sampling once the framework of the theory was built. The PI mhdedéecision about
transitioning from selective or open sampling to theoretical sampliheoretical sampling is a
process of coding, analyzing, and collecting data concurrently,hwhizkes it complex and
emerging (Schreiber, 2001). In grounded theory methodology, the pathtafcollection is

directed by the emergent theory instead of pre-determinediar{fetrauss & Corbin, 1990;
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Charmaz, 2006). Theoretical sampling is used to fill the gaps ierttexgent theory. In other
words, the direction of sampling is controlled by the emerging theory (GlaS&ml&ss, 1967).

The PI used theoretical sampling to reach theoretical saturalio@. purpose of
theoretical sampling is to establish the researcher’'s engetbeoretical categories (Charmaz,
2006). It helps the researcher decide what path to follow in coliedtata after developing some
tentative categories. Theoretical sampling is a stratesgiecific, and systematic approach for
obtaining data (Charmaz, 2006). It is relevant to the conceptuahaoktical development of a
phenomenon instead of the representation of a population. It can strengtherpéicate the
categories by filling the unknown or questionable areas of atitent@eory. It also helps to
discover differences in data and categories throughout the profcdata analysis in grounded
theory.

Saturation in grounded theory means, “to sample until theoretibalasan of each
category is reached” (Glaser & Strauss, 1967, pp. 61-62, 111-112). Teches reaches
saturation by collecting additional relevant data in the field. fBsearcher then diagrams the
categories to amalgamate the emerging theory of the phenmhariarest (Strauss & Corbin,
1990). Theoretical saturation was reached when the Pl found no newtidaansight or when
no new properties emerged in the developing categories or post-incaheparisons (Charmaz,
2006; Glaser, 1978). In other words, no new data emerged in the rezgegiothe theoretical
framework, the developed category itself was solid, and thdoreaips between categories
were entrenched. Before research began, the Pl anticipatet thast 25 participants would be
needed to reach theoretical saturation using grounded theory (Ch20@8ék, In the completed
study, the PI decided to stop collecting data after 31 participaets interviewed because

theoretical saturation had been reached.
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Recruitment

As noted above, the study began with convenience sampling, which then evatved i
theoretical sampling. During the first phase of sampling, two agpegcruitment strategies were
used. First, the PI recruited potential participants through wordeath. RNs from the
Philippines known to the PI or other community liaisons were contaotéthéormed about the
study. If they indicated interest in the study, more informatios than provided. Second, the
RNs from the Philippines were given a choice to contact the iga&st after reading about the
study on a recruitment flyer. Recruitment flyers were gieeRNs known to the Pl who might
have contact with nurses from the Philippines currently workingexa3. The PI also sent out
flyers to the president of the Philippines Nurses AssociatioamAtonio, TX. All participants
were recruited through word-of-mouth; no participants were recruited thtbedlyer.

The PI started utilizing theoretical sampling to refine thappsed theory after the initial
core categories and concepts were established. For theorsdicgdling, the Pl selected
participants who maximized the potential to explore as manyrdiimes and conditions relevant
to the phenomenon as possible, as suggested by Strauss and Corbin (@98&urdte the
theory, the Pl selected participants who may have facilitdtedyéneration of the theory by
examining the findings gained during convenience sampling. Ttworiacted Filipino nurses
whom she knew to recruit potential participants who fit the aitef theoretical sampling. For
instance, the Pl discovered that Filipino nurses began to pay attenéidjust their relationships
with others and to deal with others’ mistreatment as wethasm after they had been in the
U.S. for some time. In response, the Pl purposely began recruitireswinge had just arrived in
the U.S. in the last six months and through contacts with another Fitipnse known to the PI,

verified this finding. The Pl also asked different questions to fill the gaps entkeging theory.
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DATA COLLECTION PROCEDURES

The goal of data collection was to meet two specific aims.fif$teaim was to explore
how Filipino RNs perceived their role performance in the U.S. heatthsystem. The second
aim was to generate a theory describing factors that contfibiteFilipino RNs’ role
performance in the U.S. Demographic data forms, interviews, fidiedsnand memos were

methods used to collect data to meet these aims; these are summarized below
Demographic Data

The demographic questionnaire consisted of questions about education and work
experiences (Appendix A). Demographic information was collectaghin a general idea about
the participants’ characteristics and backgrounds. Data welectedl after the participants

completed the informed consent process. The data were useful in developing the theory.
Interviews

One in-depth, open-ended interview was conducted with each partigaahtinterview
was audio-taped. The PI interviewed the participants about th@mik experience in the
Philippines and in the U.S. Each participant was informed about the parpbthe study. The
interview focused on how the participant has adapted to their workimtege U.S. and how
they perceived their role as a nurse, both in the Philippines and th$hénterviews began by
asking or stating the following:

1. Tell me about your work experience in your country.
2. How does a nurse perform their job in the Philippines?
3. What do you think about being a nurse in the U.S.?

Later interviews were adapted to fit the needs of the engetbeory. Interviewers are
discouraged from using an interview guide to develop grounded theory bdbausesearcher
might miss some important information by using a structured format (Schwaodi,. Thus, the
Pl followed this flexible design and allowed participants 1btteeir own stories first, which
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enriched the data collected. The Pl ended the interview by askitngjgzants to share additional
information freely to briefly assess if any information wasssing and to take appropriate
actions to fill the gaps, if necessary. The Pl asked particigpetsific questions to clarify any
vague areas or points. In other words, the Pl used the integuiele as a reference, rather than
as a ‘script,” to avoid a restricted interview. Therefore, therwdgws were conducted such that

the participant could share information freely.

Field Notes

Field notes are written notes about thoughts, impressions, or hypoteeseged by the
researcher during and after an interview. “Field notes amgewraccounts that filter members’
experiences and concerns through the person and perspectivestifnibgrapher” (Emerson,
Fretz, & Shaw, 1995, p. 13). They provide evidence of interpretation ofingeshat one
encounters during fieldwork. The PI wrote field notes as soon adblgoafiier each interview to
capture any impressions and thoughts. The field notes were included in thealigdes @o refine

the proposed theory.

Memos

Memo-writing is the process of recording emergent meaningde wdanducting a
grounded theory study. Most researchers find it helpful to wreimos about ideas, impressions,
and decision-making that arises from the research proces#pdtadneesearcher think, question,
and sort ideas at the beginning of data analysis. It may d|s@ lhesearcher answer questions in
the later stage of data analysis. Memo-writing assistedPthe identifying the gaps, and
theoretical sampling helped fill the gaps and the missing propéinti were discovered. The Pl
documented ideas and thoughts each time she interacted with thelaats® recorded any
decisions made throughout the data analysis process.

Memo-writing is an important tool used in the process of developgmunded theory

(Charmaz, 2006). It takes place in data collection, coding, writind, theorizing and can
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accelerate the work. It keeps a researcher organized and invol@uceptualizing the data and
enhances the levels of abstraction in the ideas. It also helggaraleer connect and compare
thoughts in addition to formulating questions and directions about theiverttatory that they
might have developed (Charmaz, 2006). Memos can also be used to desceebabrcues
from the participants, such as their body language, the settidggtmosphere. Researchers start
sorting memos and other related data as soon as an idea about rtheataegories in their

research concept appeared, focusing on the core variable.

SEQUENCE OF DATA COLLECTION

Data collection proceeded in an integrated, continuous fashion. Thecaléated
included audio-taped interviews, interview transcripts, demographianafan, field notes, and
memos. The process of collecting data is outlined below. AftBNafrom the Philippines
contacted the Pl and expressed an interest in the study, thel&hed the study in detail. If the
RN continued to express interest or willingness to participmteutually agreeable time and
place for an interview were established. Each RN was infothedhe or she would receive a
$20.00 Wal-Mart gift certificate after completing the intervi€@ne interview was conducted
with each participant. All interviews, which were conducted in Bhgwere tape recorded and
transcribed verbatim. The Pl only began tape recording the interwiéth the consent of the
participant. Interviews and notes were transcribed within one wettle afterview, which was
necessary for the on-going constant comparative analysis.

The Pl made field notes after each interview. The Pl remasestsitive to the
environment and the situation where the interview took place. Locatibesewhe Pl recorded
field notes included her car and house, where she could think and whiteitnitterruptions. To
keep track of the important findings in the interview, she kept afdge field notes made for

each interview, including the date, time, and place.

53



The purposes of memo-writing are to make the researcher'sistexg@ assumptions
clear; to record rationales of the decision-making processtahgipothesize and analyze the
data (Schreiber, 2001). Memo-writing should begin at the planning efaayresearch study and
continue throughout its entirety. Following this guidance, the Pl beganmormwriting at the
planning stage of this study and continued memo-writing throughoutntire study; memos
were dated, filed, and titled as soon as possible to keep tratle @nterging categories and
theory. To avoid forgetting emerging ideas, researchers showddredeas as soon as they
appear without interruption. In addition, diagramming is another impomahttat facilitates
the organization of and reflection on data and assists the researatentifying the gaps. The
Pl used diagramming to facilitate theory development throughout data collection.

The exact sequence in which demographic data were collected, enterwere
conducted, and field notes and memos were written is outlined belovcifzeants were made
aware that they had the right to continue or stop participation isttlily at any time in the

interview process.

Demographic Data

Demographic data were collected after obtaining the informed cofaemtfrom each
participant. The Pl explained to each participant the reason ftectioyy the demographic
information, as well as how confidentiality would be ensured. Alligpents chose to complete
the demographic data form. Demographic information was entetecdmn Excel spreadsheet as

soon as possible after it was collected.

Interviews

The PI transcribed each interview verbatim within one weekhefihterview. Each
transcript was compared to the audiotape to ensure accuracy traniseription. Glaser and
Strauss (1967) recommended that researchers finish their amdlgsita that has been collected

before moving on to the next interview to adapt the direction ofadlaction. This researcher
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intended to analyze each transcription before meeting with t#tenfiermant. However, several
participants clearly stated that they preferred to have tkeviatv at their residence when they
were having a “get-together” event. The Pl made a decisiomtbthe rules of completing each
analysis on the collected data before the next interview tbefsiet participants’ needs; thus
interviews were conducted with these participants one at a timiheosame day. The PI
remained sensitive throughout the process of interviewing and decidesimtanr flexible
because qualitative interviews should be conducted in fluid way t@gdeiparticipants sharing

information more freely, thus enriching the resultant data.

Field Notes and Memos

Field notes included information such as the environment and atmosphearg thei
interviews as well as how each participant was dressedPTt@ntinued to write field notes and
memos throughout data collection and recorded a memo any time she had a thouglatmutiea

the study.

DATA M ANAGEMENT

Data management is the steps taken to organize and handletiggatitda, including

transcription and data storage.

Data Transcription

The transcript of each interview was typed into a MS Word doculnettie Pl within
one week of the interview for the first 18 interviews. A traminist transcribed verbatim the
remaining 13 interviews. All of the transcripts were fornthttéth large margins to facilitate
line-by-line hand-coding. First, the transcribed interview veaglto obtain a general idea of its
implications. The PI then listened to the tape a second time tpaterthe audio recording with
the typed transcription. The Pl also typed the field notes and mietoog MS Word document

for later analysis and comparison.
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Data Storage

All data, including field notes, memos, demographic data, and audiotagresstwored in
a locked cabinet. The Pl was the only person with access tatidneAdl data were labeled using
a pseudonym for the interviewee with only a coded link to the consent form and thgraiginno
form. The memos and field notes were dated and kept in a seplaalte &ddition, the consent
forms were separated from the interview data to avoid potensielodure of the participants’
identities. When the results of this study are published or prelsehee participants’ identities

and confidential personal information will not be disclosed.

Reducing Bias

To understand her preconceptions before analyzing the participanteppens about
foreign nurses’ adaptation to work and life in the U.S., the PI maddfart to reduce bias by
bracketing her views about the experiences of foreign nursée it).S. One of the common
pitfalls in research is the danger of the researcher impdséngpersonal preconceptions on the
data, which might mislead the concept of the phenomena (Charmaz, R086garcher must be
cautious when interpreting data to avoid imposing their viewpoint orrstagheling. The Pl kept
a record of all decision-making processes to keep track ofhleeight processes for future
reference. Memo-writing was also used to keep a record ofdaag that appeared during the
study. The PI verified her memos with her graduate advisor, whd asta cautious auditor for
this study. Memos were also made available to other membdéhne dissertation committee if
needed. The PI contacted her graduate adviser once a month andeabtoeeerify the quality

of data transcription and analysis.

DATA ANALYSIS AND INTERPRETATION

The PI began data analysis as soon as the first interviewomdsiated and continued
until the theory was developed. Constant comparative methods weredajhpbaghout data
analysis to establish an analytical view of the data colldGé&ber & Strauss, 1967). The goals
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of constant comparison are to raise questions and discover propertdisnandions in the data
(Tabari-Khomeiran et al., 2007) by analyzing and comparing ai whithe data (O’Connor et
al., 2008). This technique was applied at all times by the Pl whalyzing the data until there
were no new relationships discovered between categories.

After each interview, the interviews were transcribed vembatsing a word processor.
Then, the Pl analyzed the verbatim transcripts, as well as the field notesvéda analyzed as it
was collected, while continuing to conduct interviews based owrtgeing data analysis until
data saturation was reached. In other words, interviews and daiioal occurred concurrently
with data analysis, to ensure that the analysis was grounded in the dataaollec

Because the focus of a grounded theory is to discover and build argivestheory, it is
important to follow a systematic coding process. The best evayitiate data analysis is to first
determine “what is happening” and then move on to analyzing thé@aaamaz, 2006). The PI
first examined the data briefly to grasp the general ideas, T8tee followed a systematic
process of coding. Constant comparison ensured that the data wimedrend understood
completely.

Coding in grounded theory is an essential step in the process of developitiggory.
Making comparisons and asking questions are the two analyticabdumas of the coding
process. Coding helps a researcher to understand and make sespatdEd data, and build a
link to the data collected from the participants. Through actiweantion with the data from
various angles, the researcher becomes immersed in thardhfaally builds a theory that is
grounded in the data. The coding process builds the analytical &fathe data for a grounded
theory (Strauss & Corbin, 1990).

Open CodingAs recommended by Strauss and Corbin (1990), the data analysigdclud
open coding, axial coding, and selective coding. First, in the procegseafcoding, the data

were broken down and categorized. Using line-by-line analysis hedpd®l build the first set of
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codes, and conceptualize the phenomena. Charmaz (2006) stated thaetheoenaajor phases
of coding in open coding in grounded theory: the initial phase and kbetige phase. Initial
coding aims to gather a representative segment of data to geleelgelea about the data
collected and how it relates to the study. Initial coding helps the rbsegnarsue additional data
collection by forming analytical ideas. During initial codinge PPl stayed as close to the original
data as possible to accurately capture participants’ perspgediivether words, the data were
summarized in concise terms, but it was not abstracted durie) ooding. The goal was to
remain open-minded to all potential theoretical directions based omlatee The Pl also
remained open to new ideas in hopes that she could discover gaps itattitetiaeeded further
investigation. Each transcript was read and re-read carefullysystematic manner. There are
several approaches to initiate open coding, including word-by-woragohe-by-line coding,
and incident-to-incident coding. Line-by-line coding is the mostrmmonly used approach for
many grounded theorists (Charmaz, 2006). Thus, the PI utilized thiytiliee coding during
open coding.

Axial codingreunites data after they are separated into distinct codbs initial coding
phase (Charmaz, 2006; Strauss & Corbin, 1998). After completing the opeg,dbéi Pl began
axial coding, by making connections between categories and sgindase This type of coding
involves diagramming, integrating, and elaborating categoriestlagid relevance with the
substantive theory (Strauss & Corbin, 1998). The PI searched &ionships and differences
among categories to discover and validate these relationships. ¢odaig was used to
emphasize the dimensions of the initial codes and categoriesh@lpisd create connections
among causal conditions, context, and consequences. Moving back and forgnbatogosing
new categories and verifying them also helped to keep the theory “grounded.”

Selective codings a process of relating categories and integrating timona theory

(Glaser, 1978, 1998) to refine the relationships and make the anabgisr@and more concise
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(Strauss & Corbin, 1998). In selective coding, the PI related tegaats with the core variable
(Strauss & Corbin, 1998). The purpose was to verify the emerging theory and discegerieat
that have not yet been uncovered. Obtaining data from a new pantjcgaewing a previously
conducted interview, observing a participant, and reviewing the Uteradare all part of
theoretical sampling to develop a grounded theory. Theoreticaigdgliused to maximize the
process of uncovering various dimensions and conditions related pih¢éhemenon of interest
(Strauss & Corbin, 1998). Categories and hypotheses generatethégrocess are tested and
compared continuously to achieve an interpretive understanding.

During selective coding, the PI focused on the core categoriesmke sense of their
relationship with other categories and the original data. Seleobidimg indicated the general
relationships between categories and included validating and polisl@nglationships among
these categories. “Discriminate sampling is associated s@tbctive coding. Its aim is to
maximize opportunities for verifying the story line, relationslbpsnveen categories, and filling
in poorly developed categories” (Strauss & Corbin, 1990, p. 176). Duringstdne, the PI
refined, integrated, and systematically organized all categjoid generate a theory that

delineates the Filipino RNs’ role performance in the U.S.

Demographic Data

Data collected on the demographic questionnaires were entered Exeerspreadsheet
and transferred to a Word document. Frequency distributions were usddsd¢abe the
characteristics of the participants. A total of 31 participargee in this study, including three
participants from a pilot study completed prior to this study. Thke qparticipant from the pilot
study did not fit the selection criteria for this dissertatitualy, therefore, he was not included in
this analysis. The Pl included the three interviews from tlog gilidy in the analysis to enhance
the emergent theory. Only 14 of the participants indicated their(ramged 28-58), with the

majority (n = 9) between 31 and 40 years of age at the time of data awiledli participants
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who indicated the number of hours they worked per waek Z5) worked full time for current
employers at a local hospital in the U.S. Each participant ieteed was working as a staff
nurse and providing direct patient care. They had been working in thédd & months to 35
years. Facilities they worked for included two for-profit hodpiia central Texasn(= 13), a
non-for-profit facility in central Texasn(= 3), a veteran hospital in central Texas=1), a
general hospital in east Texas<rb), a rehabilitation hospital in central Texas (n= 1), and a
general hospital in south Texas< 8). Many of themr{ = 20) worked as a volunteer before they
were hired to work as a staff nurse and some of them worked lasicaldanstructor in the
Philippines ( = 6). Two of the participants stated that they did not work as & narghe
Philippines, but served as a volunteer nurse. Some of them9) had experiences in other
countries such as Saudi Arabia, Italy, Libya, and Sultanate Onh@nm&jority of participants
held permanent residenay £ 18) and others held citizenship<£ 11) as their work permit. The
majority of the participantsn(= 29) held a BSN; two held the MSN, and one held a PhD in
education in addition to her BSN. Only two participants held an agetscidegree in nursing.

Other characteristics of the participants in this study are summarizggpendix D.

Field Notes

The PI analyzed the field notes line-by-line to conceptudliee interview data. In
addition to line-by-line coding, incident-to-incident coding was alsd tseonceptualize codes,
categories, and their relationship with the concept. During intieincident coding, the
researcher compared an incident with incidents conceptualizedlier eodes (Charmaz, 2006).
The incident-to-incident coding was useful in analyzing field natepending on the nature of

the data, by assisting the Pl in discerning patterns and contrasts witHataH€harmaz, 2006).
Memos

The Pl used memos to keep track of her thoughts and any deciakangnprocesses.

The Pl analyzed and categorized the memos using a line-bydpreach. As suggested by
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Glaser (1978), a line-by-line approach forces the researcher rify wategories, which
minimizes the possibility of missing important findings. In thisywdne codes and categories

generated from analyzing the memos facilitated the development of thgiregri@eory.

RIGOR IN THEORY DEVELOPMENT

Grounded theory is a powerful and valid methodology because of theusgprocess
required to conduct it. Differences are needed for a good grounded,tlecrddition to
theoretical saturation. In fact, grounded theorists should actively ddferences while
remaining focused on the core concept. Many researchers and sdimlargdiscussed the
criteria for rigor in grounded theory (Charmaz, 2006; Chiovitti & ®ir2Z003; Hall & Callery,
2001; Milne & Oberle, 2005). The criteria discussed in these referanckide authenticity,
credibility, resonance, criticality, integrity, generalizabijlitplausibility, reflexivity, and
rationality. These criteria are useful in improving rigor of augided theory study in general.
Nonetheless, to keep consistency in study approach, the PI followeditdre&a suggested by
Strauss and Corbin (1990) as summarized in Table 4. The Pl began forgntiiatconceptual
framework based on the collected data. She ended data colledtem data saturation was
reached and the conceptual framework was complete. The Phksptdriteria in mind and took
action, as needed, during the entire course of developing the theensueoe rigor in this

grounded theory study.

SUMMARY

The purpose of this study was to explore Filipino nurses’ role peafoce in the U.S.
and generate a theory by conducting interviews with participants. Grbtimelery served as the
methodology and symbolic interactionism was utilized as the thealr&undation that guided
this study. Strauss and Corbin’s (1990, 1998) strategy was employbis istudy. To analyze
the data using the constant comparison method, the Pl followed Strau€®ibin’s analyzing

steps, which include open coding, axial coding, and selective coding. Deghagdata sheets,
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interviews, field notes, and memos were used to collect data.PThecruited potential
participants using snowball sampling in the beginning, and then uttiesstetical sampling
once the initial framework was in place. Confidentiality and hunudmjest protection were in
place throughout this study. The PI collected data and analyzedatirrently to ensure that the
theory developed is grounded in the data. Bias by the Pl was magimyzmemo- writing under
the supervision of her advisor. The PI followed the criteria of thémming suggested by

Strauss and Corbin through its entirety to ensure rigor in this grounded theory study.
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CHAPTER 4: FINDINGS AND PRESENTATION OF THE THEORY

I NTRODUCTION

This chapter presents a substantive theory developed from arwdlyisés collected data.
The process of Filipino nurses’ transition and adaptation to U.S. nymsiotices is summarized
in Figure 1. The core variable that emerged from this analysistiaasitioning from Filipino to
U.S. nursing practice.’ In addition, relational categories condeot¢his core variable emerged
during data collection and analysis. Overall, it was evidentRitipino nurses’ adapted to U.S.
nursing practices by learning and adjusting to American cultueptiag to the U.S. healthcare
system, and overcoming obstacles in order to function and survival in the U.S. healtttcaee
Obstacles included facing barriers to communication andeatstent, dealing with stress, and
handling racism. They overcame these obstacles by learning &sseetive and vocal when
providing patient care, which enabled them to become more indepeA#étentFilipino nurses
adjusted to the culture and work of nursing in the U.S., and learnedrtmmesobstacles, they
felt more comfortable and competent practicing as nurses idriied States. This substantive
theory explains the process of how Filipino nurses come to adjtistitaoles as nurses in the
U.S. The model in Figure 1 illustrates the relational categand their ties to the core concept
of “transitioning from Filipino to U.S. nursing practice.”

Filipino nurses’ experiences and educational backgrounds in thpdiiels are the basis
for the process of role adaptation in the U.S. In other words, Filipinges used their education
and experiences acquired in the Philippines as the foundation upon whtérpoet the roles of
nurses in the U.S. Filipino nurses felt that they were compebenit aheir nursing knowledge
and skills because of their experiences and education in the Rtebpbiilipino nurses utilized
their experiences in the Philippines as the foundation to help thewh tadheir role as a nurse
practicing in the U.S. healthcare system. Filipino nurses indtudy stated that they were
educated based on an American structure. Many of their gumsstructors acquired their

advanced nursing education in the U.S., which increased Filipino nuxpesuge to American
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nursing. As a result, Filipino nurses felt that they were manailifar with American nursing
practices compared to those who did not have such prior exposures, Qlthes® nurses. This
perceived familiarity led to their concepts and specific expectatloms &).S. nursing practices.
Initially, Filipino nurses conceptualized their meanings of U.S. ngrdrom the

assumptions they formed while obtaining their experiences and aggtheir education in the
Philippines. As female nurses who were educated, trained, andesqaerinursing practices in
the Philippines, they became unique people who carried specifiecraiuind gender-based
perceptions. They learned to interact with others in a waywhatdistinctive to the Filipino
culture. They interacted with others in a way that was socalty culturally acceptable in the
Philippines. They believed, before their arrival to the U.S., tthey were supposed to interact
with individuals of different genders, ethnicities, and cultural backgroumbife and at work in
ways consistent with these prior frameworks and perspectivesexample of interactive
behaviors could be not confronting the authoritative persons, such as upeiwvisors or
physicians. Coming to the U.S., a westernized country, created turbule their cultural and
gendered beliefs and values. This eventually led to reconsetrugdtthe meanings they had for
culture and gender. They developed new ways of understandingxperences as a nurse in
the U.S. based on these reconstructed meanings. These reconsinedatgs were
incorporated with their beliefs based upon both cultures that ndéugheir actions and
interactions with others. This is the root of Filipino nurses’ rdi@gation processes in the U.S.
nursing practice. Healthcare in the Philippines was perceivedfasent from the U.S. system,
according to the participants interviewed. Participants chaizetehealthcare in the Philippines
as having medical supply shortages, poor quality of care, siaiffages, and few employment
opportunities. This affected how they perceived the U.S. healthgatens The decision to
migrate to the U.S. also illustrated how Filipino nurses tram&t from Filipino to U.S. nursing
practice. Filipino nurses’ conceptions of U.S. nursing influenced how adgysted to U.S.
nursing practice. The relational categories and related subdategbthe theory are shown in

Table 5.
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THEORY OVERVIEW

The core variable identified was “transitioning from Filipino t&SUnursing practice.”
The nine relational categories identified in the analysidudsd: (1) acquiring nursing
knowledge and skills, (2) the decision to migrate to the U.S., @nhgdnto life in the U.S., (4)
adapting to new work environments, (5) adjusting to cultural diffesbetween the Philippines
and U.S., (6) overcoming communication barriers, (7) becoming accustaméue tU.S.
healthcare system, (8) adapting interpersonal relationships, anggi@pming other obstacles.
These factors interacted and affected how Filipino nurses’ perteheir roles as nurses and
how they adapted to U.S. nursing practice.

The process of adaptation is divided into four stages: prior teahrrarrival to
orientation, early adaptation period, and late adaptation period. ‘piret,to arrival’ refers to
the process of Filipino nurses acquiring their nursing knowledge altgliskihe Philippines as
well as their decision to migrate to the U.S. Second, ‘after arrivaldntation’ begins with their
time of arrival in the U.S. and ends when they were finished thélr job orientation at the
hiring facility or shortly thereafter. This stage includespigig to life in the U.S. and their new
work environments. Third, ‘early adaptation period’ falls between positation in the first
year, which includes adjusting to cultural differences, overcomingrzonication barriers, and
becoming accustomed to the U.S. healthcare system. Lastlyatbeaaptation period’ is one
year after their arrival to the U.S. and thereafter. In thi@geFilipino nurses focused more on
adapting to Americanized interpersonal relations and overcoming otstackes, such as racism

and mistreatment.

PRIOR TO ARRIVAL

Prior to their arrival to the U.S., Filipino nurses needed to acquérekinowledge and
skills to function as a nurse in the Philippines. They accomplishedbthiobtaining their
education and practicing as a volunteer nurse or staff nurse iithgpides. They learned and

practiced the socially and culturally desirable behaviors adnaafe nurse in the Philippines.
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They learned about U.S. nursing by interacting with others and stlieces such as media in
the Philippines and started to conceptualize, as well as creat@ings and expectations, about
nursing practice in America. This is an important point of the psooésleciding whether to
migrate to the U.S. If they decided to move forward to come to i8¢ they then contacted and
interacted with a recruiting agent who idealized the recruiprecess and influenced their
expectations and meanings of U.S. nursing. After they finalized deeision and decided to
come to the U.S. and practice as a nurse, they completed allecegxiams and immigration
paperwork and applied for a job in the U.S. Most of the Filipino nurssss aisecruiting agency
to find and apply for jobs in the U.S. They were required to passral mandatory tests and
complete all the required paperwork to get either a work permitg#) or permanent residency.
The next section presents how Filipino nurses acquired nursing skillgrses in the Philippines
and how they made the decision to come to the U.S. This helped eta@iperceptions and
expectations about U.S. nursing and how their prior skills affectent itecesses of

transitioning to U.S. nursing practice.

Acquiring Nursing Skills and Knowledge

Filipino nurses in this study obtained their nursing education andingaiin the
Philippines upon which they built the foundation of their nursing knowledgecapdbility.
Then, they either found a job as a staff nurse, or more than ldsely,volunteer nurse, because
there were more nurses graduated each year than there wervgilbble. In the process of
obtaining their nursing training, they interacted with people who had kadgelof or experience
with U.S. nursing practice. They started forming their own peimept expectations, and
meanings about U.S. nursing. This later affected how they transitintetheir role as a nurse
in the U.S. The following sections discuss Filipino nurses’ educatiork experiences, and

perceptions of healthcare in the Philippines.
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Nursing Education in the Philippines

Because many nursing instructors and principals received thettuaiea nursing
education in the U.S., most nursing schools used English textbooks and Bsedlehlanguage
of instruction, as stated by the participants. English wastanghe Philippines when they were
in grade school, which increased their exposure to the English agtiawhen | went to
nursing school, all our instructors came from States, and they havgefars because they,
before they have this exchange visa.... And our principal came ftatesS—-well, Philippines,
and then States experience, and went back.... So pretty much, wengrelug&nglish books
when we were in nursing school, and they are teaching the saméhthtitigey are teaching here
in States.... You know, it's really helpful with us to understand, and agpfte American
way.” “...we pick up easy because our learning experience is insBngie same books we use,
fundamental nursing, OR nursing, and all this other stuff.... First gsst®nd grade, you got
your native language, but the third grade you learn Englisfoasyo along. It helps!” Thus,
Filipino nurses in this study did not realize that American nursiag foreign to them, because
of their exposure to U.S.-educated nursing faculty members and mibfesssionals in the
Philippines. In other words, Filipino nurses felt that they had a fowrdafi knowledge about
American nursing before arriving in the U.S. Having had nursieyuctors who had obtained
extra training in the U.S. and had been exposed to English at a ggarigd Filipino nurses to
perceive themselves as having greater ability to adapt to U.S. nursitiggotlaan those who did
not have the same experiences. In other words, they believed ¢heynere prepared than other

FNGs from other countries, such as Korea, China, or Thailand.

Work Experience in the Philippines

Because there were more nurse graduates available thahjabs) many Filipino nurse
graduates served first as volunteer nurses before they becdmeustes at hospitals or before
they immigrated to other countries. Because this study is ablipin&inurses’ adaptations to

nursing in the U.S., and because only a few of them had experieno#ser countries, these

67



experiences in other countries are not included in this analysis.s€btion presents Filipino
nurses’ descriptions of their work experiences as a nurse and/or eolantse. It had been 6
months to up to 35 years since the participants had practiced Rhilygpines. This speaks to
the shifting nature of culture in the context of still memories.

Most of the participants worked as volunteer nurses in the Philippghaswvay of being
hired as a full time worker at a hospital. When working as a voluntese, they functioned as a
regular staff nurse under a staff nurses’ supervision. Voluntegcséasted from two months to
two years while they waited for a regular position to becomdai@ Many of them worked
without pay or some even had to pay to obtain volunteer nursing experieneeofGhe
participants stated, “We have to be a volunteer to get some exgeriwe are not paid for that,
actually, sometimes, we are the one who pays the hospital, just to get thereogoer | did pay,
when | took the volunteer training.” Even if they were paid as anteér nurse, the pay was
usually a small amount. “We get like, of course is very chelapldt’'s see 300 Peso a month, so
it's just enough for fare.”

Filipino nurses stated that as staff nurses, they were respoffisibl@dministering
medication, managing patient care, and teaching patients andatmgdie$. Basic nursing care
tasks were usually performed by patients’ families or compani@&gending on the level of the
facility, their involvement in patient care varied. For instancesesiwho worked at rural
hospitals or functioned as private duty nurses were involved in takrego€aritical patients.
“He was receiving IV fluid you know [so] | took care of IVs @alat home. So the family just
goes to this hospital pharmacy to get the IV fluid antibiosicd took care of that. And this
patient died. | did the CPR you know we brought him to the ER.” On the other hand, a nurse who
worked at a teaching hospital was responsible for managing pateaiment instead of
performing invasive procedures, such as inserting an IV. Nums#s Philippines cared for
patients with ventilators on a regular hospital floor as part of jbl. In contrast, American
nurses, as the participants mentioned, do not care for ventilatedtpain a medical-surgical

unit. “And there, we took care of patients who just had you know susgehey are still
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intubated and just did the suction. | was just surprise[d] when ¢ d@re we don't for [go to]
the medical surgical floors we don't take care of the patiethipught we are going to. But we
are not.” Their experiences as volunteer nurses or staff nursi iPhilippines formed the
foundation of their general nursing knowledge and skills. They pectéiagnselves as capable
of practicing as nurses in the U.S. because of their experignttes Philippines. “Oh, it doesn’t
take much, really. It doesn’t take much because I've had a lekpérience already in the
Philippines. It's just that | am adjusting to the people, to the emwvient, but not to my nursing,
no, because you already have that.” Their previous work experien@esl ibem develop the
ability to perform nursing tasks. They understood how to take caesick patient in the ways
they practiced in the Philippines. However, how they practiced edférom how nurses
practiced in the U.S. These differences created some cemlign they were adjusting to U.S.
nursing practices. For instance, the nurses in this study statethé¢ir patients in the Philippines
did not complain of pain as much as American patients do. This m@yeb® the fact that these
nurses did not focus on pain management while they were practicing in the Régdippney had
to adjust to the way pain management is handled in the U.S. wheshifieg their nursing

practice from the Philippines to the states.
Healthcare in the Philippines

This section presents Filipino nurses’ views about their expegewid or opinions
about healthcare practices in the Philippines. The problematic #megsidentified were
shortages of medical supplies, poor quality of care, and shortagessofgnstaff, which are
discussed below.

Medical supplies in Filipino hospitals were commonly mentioned bypéngcipants as
scarce, especially those who worked at government hospitals. A®fotiee participants
mentioned, “Back in the Philippines, you have to get used to you only have like pleisiadly if
you work government hospital, they are short, short, you know, all the tapes, you knogessyrin

Here you can throw everything away, there you have to reailymize everything that we
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use...don’t even have wipes there. So you get used to all the modern tedsblagi [in the
U.S.] that when you go home it's very difficult probably, you know, to adjfistow they the
things they used in the hospital, it's very, very differenet8use of the lack of supplies, nurses
become resourceful and creative in order to perform their nudnsg They recycled and reused
medical supplies, such as gloves and syringes. “Gloves we recygewashed the gloves after
the surgeon and everybody else finished.... then you hang themt &éneinhedry.... you powder
the gloves and then shake it, and then you fold it up in the glove holder or something. i ther
hole in there, then you throw it away. We boil the needle.... we heitlisposable needles and
syringes... because sometimes we have some poor people who aad'tiaffvVe have to save
all the supplies because if we run out, the patients will have to buy their own.”

Quality of care was poor due to the shortage of medical re=fuas mentioned by the
participants. Some patients did not receive the prescribed meddbod transfusion, or other
necessary procedures because they were uninsured and they didenoonay to pay for them.
Filipino nurses had to be inventive and use what they had avaitapi®\tide care when they
did not have enough medical resources. For instance, one of theppats mentioned that
“....Medicines, if the patients don’t have the money to pay for it, weskip the dose, and the
nurse would write.... like dose skipped or something.... Sometimes we sav&mas from the
patients who are discharged we keep them and give them to the indegmpie.... ” One
participant told of instances in which patients had to decide betweerediate death and
possibly receiving contaminated blood. The participant shared the sadfr@sor people facing

this life decision:

The blood transfusion, say the patient needs blood, but no money to buy the blood. They

needs to look into their resources, like the social worker, you know, try to find the ways
to get the blood. Like if you want, they might ask you, ‘well, how much money you
have?’ Let’'s say, 25 dollars, or something like that. Well, if you go to jail, thegiht
you ask for a volunteer, from the prisoner, you pay the prisoner 25 bucks. And then you
get your blood for your, say your mom. So, we did that too. We ask it from the prisoner.
They just give you the blood, and after they donate it. They get the money, afterythat the
go back to jail. If they ask the prisoner, ‘do you have hepatitis?’ The prisoner cguld sa
‘Oh, no!" Because the screening like for HIV are not very particular, | do@w now.
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You know how we screen the blood here. But they don’t screen like that. If you ask the
prisoner, they will say, no, because they want your money.

Two participants mentioned their experiences with two patients hdvirghare one
hospital bed because there were no more beds or openings at a govdrospéat. As one of
them stated, “You know how government hospitals are run, they don’'t hagk funding.
Imagine, day shifts, there are two patients in one bed andttiie shock of my life!” The other
participant stated, “So they’re doubled in one bed. You can’t pidtate lhut there’s two moms
in one bed. The moms not really lying down.... The moms are sittingeirchairs, and the
babies are in the bed—yeah, plus the family members that arethedeed. That's how sad it
is.” One participant shared her experience of having two patiernts shaxygen meter because
there were not enough meters available. “I don’t know how we matdge ive have this little
rubber tubings that are Y, so we stick them and put them allhexgednd so they're Y and
connected so these other patients—we’re not sure if we're suppogrd them on 2 liters.
Okay, let’s put 4 liters so they can share two and two.” Somstiendecision had to be made for
the patient in need of a ventilator that could not afford it—th#neeextubated the dying patient
or hired someone to bag them. “So if you're poor, you cannot afford 450dey af ventilator.
You either extubate your patient and they die, or you can hire a baggka bagger bags the
patient, and they get paid 50 pesos a day, which is $1.00 a day.”

Staffing shortages were another common occurrence at hospitéhe iRhilippines,
especially at government hospitals. “Like 40 patients and tisemnly 2 of you nurses....
Sometimes it's been how many days already and the doctoressoasle not carried out yet.
That's how worse, that's how worse working in the government hospited.theue to the
shortage of nursing staff, the workload of nurses was extremelyy.h€so there is no code
team, yeah. Sometimes there is a code running at one end and thenettseeabout to code, gee,
this happened to me one time. There is short of staff, therehslppyou give your drugs, you

start the IV, you chart.”
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Depending on the place of employment, nurses in the Philippines aardd o 60
patients at a time. Nurses cared for fewer patients at @iyvatvned hospitals compared to
government hospitals. At a government hospital, one nurse caredn@angsas 60 patients. As
one participant described—being a nurse in the Philippines was ¢pllysiemanding” because
she had to “take care of the whole floor.” Filipino nurses weseeslc exhausted, and frustrated
because of the heavy workload and patients’ conditions. As one naise, SANnd it's just so
scary sometimes when everything has a problem, and everysi&.is. there, if you have 60,
and everyone is sick, it's just so crazy. You just don’t know, andaiteedical-surgical, so
everything — You just expect anything that comes in, and the turmowery rapid. It's acute
hospital, so there’s a rapid turnover, like discharge, admission. | donit lkow did I, did that —
how - with a 60 census oh God, | did it; and I've been working therguie some time.”
“Sometimes | couldn’t even take a break. How could you take a bredkif's so exhausting
also.... you have to just do it routinely because you cannot really doyaspecial record for
each of the patient if you have that load that's much — so much!” Ermgh participants
agreed that there was a shortage of staff at hospitals, theptwitness nursing shortages been
raised as an issue in the Philippines. Perhaps they were acalistostaff shortages and a lack
of resources being the norm, especially in government hospitalso if there are budgets for
nurses they won'’t go for all of the nurses, they will cut it bauk @#en just settle for other—
maybe their pocket—I don’'t know. Maybe | already have that of thosens because that’s
what we — the system works. It’s just too bad!”

Healthcare practices in the Philippines were perceived byilipen& nurses as difficult
because of shortages of medical supplies, poor quality of care, anadgsisoof nursing staff.
While they all strived to provide care to their patients, Filipioses learned to be creative and
resourceful with the limited medical supplies and shortages df thi@y had. Although the
quality of care was poor, especially at government hospitedy, dccepted it as the way it was,
given what they had in the Philippines. Since they could not changemaldtappening in the

Philippines, they could imagine that working overseas, such as \garkithe U.S., was the way
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out. Their practice of and reflections on healthcare in the Philippatethese nurses to move
forward to the final decision of coming to the U.S. Aside from fogrthe foundation for their
practice in the U.S., their strong motivation to migrate also maeéen more prone to
discrimination in pay because they were desperate to leavéilippines and thus were scared
to go back to the Philippines and start over. This provided them the nativatput their best

effort into adapting to U.S. nursing practice in order to keep their jobs and staylinS.
THE DECISION TO MIGRATE TO THE U.S.

Filipino nurses obtained their education and gained work experience Rhilygpines.
They also went through several decisive steps before comthg 1d.S. Most of the participants
in this study desired or were encouraged by other Filipinos t@ ¢onthe U.S. Most of them
applied for jobs through a recruiting agency, although a few of therhawéifferent route, such
as through a friend who had been working in the U.S. This sectioaiexphe Filipino nurses’
decisions to migrate to the U.S., which included conceptualizing U.Singurdealizing the
recruiting process, reconstructing the meanings of U.S. nursingjratiding the decision to

migrate to the U.S.

Conceptualizing U.S. Nursing

Filipino nurses conceptualized their meanings of American nurbasged on their
interactions with others and their experiences in the Philippinést Ailipino nurses interacted
with others in the Philippines, they began to derive their meanmdj®xpectations about U.S.
nursing. Their concept about American nursing continued to evolve whilenmtreyacquiring
their nursing education. They interacted with their nursing instrugtbs had obtained their
advanced nursing training in the U.S. and thus conceived their ibeas d.S. nursing. In
addition to their exposure to their nursing instructors, they alsoveecanformation about U.S.
nursing from others in the Philippines. After they formulated tipeirceptions about U.S.

nursing, they began the process of deciding whether to migrate to the U.S.
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Filipino nurses’ experiences as nurses and their views of healthcahe Philippines
was also a major influence in their decision to migrate tdXl& Their reasons for migrating

were two-fold. They preferred to leave the Philippines becatiiee less desirable conditions,

including poor economic and social conditions, poor working conditions, and few job

opportunities. Filipino nurses worked with inadequate medical resoame personnel in the
Philippines. They viewed their workload as very high because they haklet@are of so many
patients, especially at government hospitals. Their working conditioshghee quality of care
were poor and challenging. Additionally, it was common in the Bhiles to find few
employment opportunities for nurses, especially for those newly dembu®articipants
mentioned that most new graduate nurses could not find a job righigedduation and had to
work in a non-nursing job, such as in retail positions. Because ofm#my new graduates
coming from nursing schools each year, it was difficult for neadgate nurses to find a job
without first obtaining volunteer nursing experience or knowing somedheaveconnection. As
one participant described, “...considering how many graduates in thpdites, nurses every
year, there is a lot, a lot, lots.” Another participant stétednecessity that she first served as a
volunteer nurse to be potentially hired by the hospital. “I startedvadunteer nurse, because at
that time, the work there is like not enough work for the new gracduages.... | volunteered
just to get my foot in.” “All of us there are BSN graduates, bt thing is that there’s no
available hospital or whatever.”

They were inspired to come to the U.S. because of their percepiahgnagination
about American life and work. These motivators included advancing onesng career,
improving family life, receiving better pay, witnessing otheipiilos migrating, and looking for
better opportunities. Many participants mentioned that one of theomsaor coming to the
U.S. was to advance their nursing knowledge and career. Advancedtieduwas not
encouraged by healthcare facilities in the Philippines and rgtahiits were usually required.
Consequently, it became difficult for nurses in the Philippines toiroladvanced nursing

education or take continuous education courses. Hearing others discuggptninities in

74



advancing one’s nursing career became appealing to the Filipins hwsieh motivated them
to come to the U.S.

Better income and helping family were other main reasons Filipurees decided to
migrate. “...it's hard to find a good paying job in the Philippines. Yeel that way, you just
want to get out of the country and to earn good money, so you can, you know iygpuoViée
or you help your family back home.... | don’t want to go back home amtdifatm zero.” They
spoke of many nurses who had Master's degrees and even doctors whoad/engper-level
administrative positions desired to migrate to other countriegdHikéJ.S. to receive better pay.
“Yes, just to think that even if you have Master's degree, @aators you know, they are
already chiefs of the hospital, they still want to come over yeueknow and apply as a nurse,
just because of the salary.” Filipino nurses thought that twase a shortage of experienced
nurses and doctors in the Philippines because of these migratiomghéMhortage, in terms of
experienced nurses.... It’s like they called like a brain-ddhibeain-drain that you know all the
experienced, all the better ones, all the smarter ones go thé Bhilippines...even the doctors
now, we have doctors now come here [to the U.S.]” One participardgdstizat her reason for
coming to the U.S. was to get better opportunities for herselhantamily. “Well it's a lot of
better opportunities, and | want my family to be here for the imatian, too. Better experience;
you see a lot of advancement in what you do in the field. Thaesty much it—better
opportunity.” Also, “We want all the best for our kids, just like yoyust anybody else. We're
doing this for our kids, and that’s why I said, oh, | have to be...movingafakWFilipino nurses
figured out a way to come to the U.S. to make more money so tlyatdbkl then send it home
to help their families. They used all their resources to heldam#y member become a nurse,
who eventually moved to the U.S. These nurses saved money to eittigresmdically to help

their families or they filed petitions to bring other family member$i¢od.S.
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Idealizing the Recruiting Process and Reconstructing the Meamgs of U.S. Nursing

Once they made the decision to move forward in the migration prdeépso nurses
started to interact with others to gather information about inatdgyr. They talked to their
friends and relatives who had knowledge of U.S. nursing. They also wzhtae hiring facility
or agency. After interacting with a recruiting agent, Filgppnurses formed their ideas about the
recruiting process and revised their idea about U.S. nursing. Tmea&ots with recruiting agents
were positive or negative, or mixed. These interactions thetoldéide reconstruction of their

meanings and expectations about U.S. nursing, as well as their ideas aboutittieg@cocess.

Finalizing the Decision to Migrate to the U.S.

After they went through the process of constructing and reconstyuitteir meanings
and expectations about U.S. nursing, Filipino nurses made their decisget Ugaon those
meanings produced during this process. They rationalized their rdasongrating to the U.S.
and took action based on those decisions. Filipino nurses decided toactimeelt.S. because
they desired to leave the country or were motivated to come to.ghefdd a different life, as
mentioned in the previous section. Regardless of the reasons theyhmiadiecision to migrate
to the U.S., these reasons gave them the motivation to jump over the necessaryimhcitdiesy
extensive preparation of paperwork and mandatory tests to obtain a job in the U.S.

The exams required for Filipino nurses, like many other foreigneaute come to the
U.S. included the CGFNS exam, NCLEX-RN, Test of Spoken Englisk)(Tiest of English as
a Foreign Language (TOEFL), and a written English test. Sonsesibiad to spend money out-
of-pocket to take the required tests, which created an additional bimdémem. “I have to
spend a lot of money; | spent about 3 or 5 thousand Pesos. You know if you doiovedilar,
it's like nothing, but it's a lot [in the Philippines]. | had to fylot of times, a lot, a lot!” Many
mentioned that the TSE was the most difficult exam of all theired tests. “...there is a lot of
nurses who can’'t come, especially with the test of spoken English, ysliicult because they

told me; | took it twice before | passed it. They said intdst of spoken English, | think is like
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senior people, who you know, middle age, who check the exam, | don’t knthaf'# true, if
they check it, they can't really understand what you are sayirgghawe different accent, that’s
the problem why they can’t understand us.” Another participandstdtevas difficult, so most
of the nurses there, failed test of spoken English.” Some partisigdad mentioned the
requirement of passing the competency check-off for critical thignkand dealing with
emergency situations before the facility would accept themdctipe in the U.S. This could

have created additional stress for them.

Recruiting Process

After Filipino nurses passed the required tests, they also had toletenthe required
paperwork to allow them to legally practice in the U.S. Dependinghmn they were recruited,
the fees for their application and the preparatory exams coutzhfeither the hiring facilities or
the Filipino nurses. It created additional financial burdens foFilino nurses when they were
required to pay for the recruiting fees. In addition, some nursésvéelthat the recruiting
agencies did not treat them by given false promises. One of thieigzarts shared her

disappointment with the recruiting agency:

But they say, ok, you just pay the exams and tests, and we just refund you when you
come over to the United States. Unfortunately, when | came over here, they dienot gi

me even a single cent. | believe we were three nurses here who are onetlagsaay.

And those Filipino nurses who are not been paid, so, you know, when you think about the
refund, oh, 1 wish | could have the refund. But.... it would be a long process, | believe. It
would be like a, emotionally and mental involvement. So, my friend’s advice is like, just
leave it to Jesus, like leave it up to him, and then, any way, you can earn that money.

One participant stated that some of the recruiters were not thaimgpart, which might
have created additional frustration for the recruited nurses. “...tmaitex resigned from the
company and they didn’'t even tell me. It was like a year ofingaifior me. So | waited and
waited, then | found out that that recruiter already left tbatpgany. And nobody processed my
papers actually. So it is very frustrating.”

During recessions, the U.S. usually stops hiring foreign nursgsnbihurses, like other

foreign nurses from around the world, must then wait for the governimeatopen the hiring
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process. Some participants waited up to 3 years for theirwageto be processed. As one of
the participants stated, “Then, it took me three years befor@slalle to come here.” These
Filipino nurses felt frustrated during the process of preparing thenigration paperwork
because they perceived that the process was lengthy or “timentogs’ and tedious. Several
of them stated that it took three years to completely prabessimmigration paperwork and
they had to travel to the capital city, Manila, several timesxduhat process. They also had to
pass all the required tests to be accepted by the hiring agencies begsdoitia nursing position.
They overcame all of the obstacles, despite the exploitation orepnselihey experienced. This

showed their determination to migrate to the U.S.

ARRIVAL TO ORIENTATION

After they arrived in the U.S., they first needed to get thi&er settled, including
obtaining housing, transportation, and basic living needs. Some regragencies or facilities
helped nurses during their initial move by offering assistanomeSnurses had to figure out
things on their own, which was very frustrating for them. Theseaiciiens and actual incidents
created changes in their perceptions and meanings about U.S. nursihg egatuiting process.
If their expectations and experiences did not match, they becanfiesed and frustrated. This
then hindered their adjustment to living and working in the U.S. Rbsgar of their experiences
during their initial arrival in the U.S., they adjusted after sdime passed, usually within the
first month. After they became settled, they started the psocE adapting to their new work

environments, including learning from others and learning advanced technology.

Settling into Life in the U.S.

Adjusting to life in the U.S. was very challenging for th&dgino nurses for different
reasons, such as cultural differences and language barrietisipBats used many different
approaches to cope. Support from the hiring facilities or agentiends, and families were
mentioned as useful. One participant mentioned her appreciation forhiddrerc and her

husband’s support during her orientation stage.
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But for me, | believe it was my family, especially my husband. My husband’s support
you know, that make me really, really strong, you know, really, really tough for my
orientation.... It helped a lot! He is the one cooking, when | go home, the dinner is
cooked, everything is you know. | am not worrying with anything except my ctiamta
except start here...without my husband’s support during that time, | might end up
frustrated.... My kids and my husband would do all the chores; | did not have to pick up
anything. That was during the whole time | was orienting not accomplish thosg thing
that I've accomplished before.

Some hiring facilities helped Filipino nurses with housing, transpamtatind basic
needs for living so that the only thing they needed to worry abourgdilreir orientation period
was adjusting to their work. “Everything; they're very nice abtuTlhat's what I'm thankful
about because I've heard so many different things.... They paid fanonth of our apartment.
They already did, so we’re already assigned what apartntehtidn’t have problems with that,
and you don’t have—we don't have a ride at the time, to begin with, s@asseyned somebody
to pick us up.”

Conversely, if participants had to adjust to U.S. life on their own without thé¢cassf
the hiring facility or other Filipinos, it was very frustratingdascary. One participant described
her difficult experience in adjusting to life when she firstvad to the U.S. “I came here with
my family, but it was difficult because we were the one who Idoksan apartment. And the
hospital did not assist me in looking for an apartment.... | also did the social saglitation.
| started to look for an apartment by myself, without assist&8wel called them, what type of
transportation do you have here? Do you have a train; do you have, objusba | see some
taxi or cabs. And they say, | am sorry, | don’'t know the bus rpatdswvas just kind of like, Ok,
let's buy some maps.... | went to south side by myself. | wascared, because | didn’'t even
know how to pay the bus.... So, | was scared, | even got lost. So, | sayamayding back to
the apartment. So, | was just walking, and walking, and people are |loakimg, you know,
because | am the only one walking down the street. ... It wasutiffVery, very difficult, when
| came here, we don’t have friends, you don’t know anybody.”

Filipino nurses who received support from hiring facilities or ber Filipinos to assist

them during their initial settlement had a smoother and more pleagaerience when they first
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arrived. They were less worried about some of the things othertohdell with during the
settling-in period because they had someone available to assidviee them; therefore, they

were able to focus more on adjusting to their new work environments.

Adjusting to New Work Environments

These Filipino nurses started to adjust to their new work environasesbon as they
started the orientation process. They also had to adjust to workinglish language; however,
it was not their priority during the initial 2-3 months satient period. Regardless of their
adjustment to everyday life, they still had to adjust to their joés as nurses in the U.S. During
their orientation period, they had to adjust to people at workadkianced technology, and the
types of patients. Working in a specialty with which the partidipgas unfamiliar made the
adjustment even harder. Filipino nurses’ open-minded attitudes tstiadj enforced their
adaptation to the American ways of life and work. “I just forgéiatever I—I know it's
something different at home, but | just keep quiet and say okay.tb® way you do it because
if that's the thing here, then | got to embrace the thing so | dm#dl could learn how the way
you do it here because I'm here now. | think you always comp&eyding to hurt you the
most, and it's going to—you’ll never learn.” Filipino nurses peseéithat their work and
educational backgrounds in the Philippines helped them adjust to thevdskdrg environment
and their new working conditions faster. Filipino nurses adjustedeémning from others,
especially from their preceptors or mentors. It helped themendously to have a Filipino
preceptor because of the cultural and language similaritieb. Mglp from other Filipinos and
preceptors, Filipino nurses were able to adjust to their new wuorikoement; for example, it

made learning the new technology much easier.

Learning from Others during Orientation

The length of orientations varied from 2 weeks to 3 months. Some sVert and
superficial, while others were detailed and complete. Becaussh adjustment was needed

during the settling-in period, a three-month orientation was prefarmédsuggested by many of
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the participants. “The best orientation I've ever been with il Wit Hospital. The orientation
was really rich, was really detailed, it was a good orientation.”

Preceptors played a critical role in the orientation procdss.participants believed that
when their preceptors failed to understand their struggles durisgadliistment period, their
orientation became more difficult than it had to be. During th&lratjusting period, Filipino
nurses might not be aware of the local culture and how to inteitlicpeople they encountered.
As a result, they might perceive that their preceptors weresugportive or understanding,
which may change overtime once they became aware and accustotheddcal culture. “And
it was not enough, my preceptor was not good. The thing is that thetyuwhaierstand that |
came from the Philippines and it's very different from, you know, gamed to them.” The
participants believed that some preceptors had misconceptions abpuroFilurses and had
unrealistic expectations for them. “Preceptor, yeah, she thought fftat are a nurse already,
you came over here, you know how to do it.... It's better now, but she did not understand that we
need more time and that's different.” Not having a designatecepi@c who only oriented
newly hired nurses, prolonged their job orientation process. “Therelaehuspital they really
have preceptors, you know certified preceptors, you know, and they don’tikevbe person
who gave me orientation also had six to seven patients and teadl she will teach me
everything, she is going to you know, she is going to be very behind.” Natghavgood
preceptor intimidated the newly hired Filipino nurse and interfevgtd her learning and
performance. “Because if it's someone who'’s not going to teacbrmdo’s very strict or very
obsessive-compulsive, | would be scared. | wouldn’t be able to ask quéttioa.like, ‘Oh!’
Yeah, | wouldn’t be able to perform, you know.”

On the other hand, a patrticipant believed that her preceptor helgetievidjustment
during her orientation. “...especially my preceptor before, her nai®ephie. She is an African
and she is very nice. She helps because she is also a foreignShessork here. She work
before in Africa and then she came here to work. Yeah, she undeistandse feel, you known

Filipinos, we are been treated like, you know.” Another participantioredd how she learned
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from her preceptor and how the preceptor guided her as a mdrgtartéd Step 1, baby steps,
and my mentor was good, too, because she taught me baby steps, ta@sSike a baby nurse

when | came in here, so | forget all about at home. That'’s the thivag’s-the best thing about it
when | started here. | had a good preceptor; a good mentor, aythaes good around the

unit, and | started baby steps, and | didn’t complain.”

Filipino nurses felt more comfortable having a Filipino preceptonentor. They tended
to stay with other Filipinos or try to work with fellow Filipinos. When Filipino nuraesabroad,
they usually help each other by offering help, such as transpart&@ne participant shared her
appreciation of a fellow Filipino nurse who gave her a ride home wfige. “But then at night
you don’t have any more [buses], so some of the Filipinos at worK]ltheng me home.”
Another participant voiced her desire to stay with other Filipiooeel safer. “That's why—I
was not supposed to be here, but because of the fear that | felt tm#é)dtdecided to be with
my friends. Wherever they went, | decided to be with them, ststivity | landed here.” By
seeking out other Filipino nurses, they felt more at ease to tler¢houghts and less scared to
be in a foreign land. Observing other Filipino nurses’ settlements also egedHidipino nurses

to be more confident in their ability to adapt to U.S. nursing practices.

Learning Advanced Technology at Work

Medical technology was perceived as more advanced in the U.S. remhtpavhat was
available in the Philippines. Some Filipino nurses felt that it nead to adjust to the advanced
technology because modern medical equipment was not commonly usedPinilipgines. “I
think the machines because at home, we don’'t have — we have an dvA&®, IV pumps, but
usually we don’t usually use pumps.” In addition, many Filipino nursediomed the need to
learn how to deal with medical equipment and computer technology. “e l.have to deal with
different technology also. | have to learn it. That's part, alsmyé&djustment when | came over
here.” One participant shared her fear of losing patientst tras knowing how to handle

medical equipment. “....with the equipment. It would be nice, if you knownduwrientation,
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although some of them already have that, you get to play witlnaéledines, you know, with the
IV pump. Even myself, the first time I've seen this kind of brand and allybatknow, you will
be, at least you don’t have to start it on the floor when you drenhof the patients, this nurse
doesn’t know how to do this. You know, they lose trust, can | trust heptadprcare? So, that
would be helpful to be able to play with the machines.” Filipino nunsesled to feel capable of
dealing with medical equipment and other technology to feel compsteminurse practicing in
the U.S. Receiving a constructive orientation by supportive mentalsatad Filipino nurses’
learning about modern medical equipment.

Filipino nurses perceived that advanced medical technology helps therdepgmality
care to their patients. However, it was stressful for Filimnoses, who were not yet familiar
with the equipment used in the U.S. Having a good orientation andopyetelped ease their
stress and frustration, as mentioned by one of the participantsn“Wingt came here, probably
the machines...it's not that difficult, because | had a very good paceshe helped me, teach
me all the time, just do this and then do that...and she is alwalysneit’ If they perceived
themselves as incapable of using relatively advanced technology fiouN@stern healthcare

systems, then the Filipino nurses felt incompetent as nurses in the U.S.

THE EARLY ADAPTATION STAGE

After they passed the initial orientation stage, they then moved e early adaptation
stage, which included adjusting to cultural differences, overcomingncmnmeation barriers, and
becoming accustomed to the U.S. healthcare system. Participaetdeckthat one year was
usually the time needed to feel settled and secure at wdtknkl it took me like a year before |

feel more confident.”

Adjusting to the Cultural Differences in the Philippines andthe U.S.

Filipino nurses had to adjust to the cultural differences betweeRhHippines and the
U.S. to perceive themselves as competent to practice AmericangaBscause of the cultural

differences between the U.S. and the Philippines perceived l®/riheses, it affected how they

83



perceived their roles as nurses in the U.S. Nursing principles viaved as similar in the two
countries; although, nursing practices were carried out in divesige. Whis section discusses
the sub-categories discovered in the analysis under ‘adjustouttmwal differences between the
Philippines and the U.S.’, which included: (1) overcoming natural sisyr{8) adjusting to life
as a Filipino American, and (3) accepting the U.S. practice of patietéred care.

Filipino nurses first learned to overcome their natural shyrsesb then became
accustomed to living as a Filipino American by adjusting to ther@lldifferences between the
two countries. After they became less shy and more accustorfiethg as a Filipino American,
they began to learn the so-called practice of ‘patient-cehtmare.” By learning about patient-
centered care in the U.S., Filipino nurses learned how U.S. fanmlieb/ed themselves with
patient care, how patient confidentiality and privacy weraté and how pain management

was carried out in the U.S.

Overcoming Natural Shyness

Several participants stated that they were ‘shy’ and dideebicomfortable speaking up
in the presence of doctors or patients. They tended to merelyvaitiieghat others said without
guestioning them, especially when communicating with doctors. Thipardly due to the way
they were treated in the Philippines; namely, they were tmoes to just following doctors’
orders without asking the rationale behind such orders. One of the pgaartii stated,
“Communication with the doctors was very important because we wgee to just following
and saying, yes okay...so of course we were very shy—or | wgsskig, where whatever they
say, yeah, go ahead, okay because you said so.”

Filipino nurses learned to overcome their shyness during thetiryBar of employment,
especially right after their orientation period. My field notedi¢gated how one Filipino nurse,
who had only been in the U.S. for six months, expressed herself, “Sheshatarted her job at
the hospital 6 month ago. | think she is shy or it could be that shet issed to expressing

herself yet. She always said things in a simple way or sised sentences. | felt like | had to
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encourage her a lot in order to bring her to talk.” They needed to ovethempeopensity to be
easily intimidated, to avoid feeling threatened by others. fBw | have learned to...so it’s just
a matter of, or maybe it's just a matter of intimidation wlgeu first got here.” Similar to being
assertive, Filipino nurses had to overcome their shyness to be mateamdeexpressive so that
they could be more effective in communicating with other healthpaogiders, including

doctors. By doing so, they felt more Americanized and competgmiatitice as a nurse in the

U.S.

Becoming a Filipino American

‘Culture shock’ was mentioned by several participants as one odlitheulties they
experienced. They felt that they were either ‘nobody’ or ‘did ntdrgg’ especially during the
first year after their arrival in the U.S. As a foreignewas tough to ask Americans to perform
duties for them, such as delegating nursing tasks to nurdes. &ne participant said, “Oh God,
it's hard for you. You're just merely coming from the Philippiresd you’re just like a nobody,
and then, you come to their country, and then, you tell them what to do;sahdrd.” Another
participant stated, “When | first came here, especially wheamie out of the airport, you cannot
see all of those Asian faces anymore; they're white, blaa#t,everything. You have a culture
shock, and it’s like that — you feel like everyone is lookingaat, yand you feel like oh my God
you don’t belong here. You're—you feel so small, and when you gontorkplace, especially if
you’re new, they feel—you feel so small and everybody’s intimidating fin]’y

However, after they became familiar with life as a FilgiAmerican, everything began
to get easier for them. To survive in America as a Filipino, tag/to learn to be assertive and
to boost their confidence, because they were not instructed or erssbu@agpeak up for
themselves or for their patients in the Philippines. “It's likai yeel like you’re—Nobody is
listening to you at first, but then, after you regain your—confidemceyou know how to treat.
You'll know how their personalities are, but then—to just go with tbe for else.” Another

participant described how she learned to fight back and dealheittemotions to be treated
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right. “But when you fight back, my God they're the ones who’s going tdut, we have our
own moods and everything. I've gone through all of that. | was ablgtt—+not confront, and
after that it's okay...because if not you are the loser.... You halie assertive; here you have
to be assertive, especially if you know that you are right. You needdert—because if you
won't—you’ll feel bad inside.” Filipino nurses learned that thegded to be assertive at work

and be confident about themselves to be able to adapt their practice to the Anvasica

Accepting Patient-centered Care in the U.S.

Nurses in this study perceived that customer satisfactiomghasized in the U.S.
healthcare system as part of patient care, which makes negsnsible for keeping their
clients satisfied by providing care and services. Customeaifaszton was not a focus of nursing
care and practice in the Philippines. As one of the participants“s.here, you're patient
focused...[the] patient is always number one.... You have to please thetpaiou have to—I
guess it's more patient-focused, like | said.” Even though it was uncomfortalbtheem, Filipino
nurses had to learn to accept the fact that patients wererttex of U.S. nursing, and thus, their
rights were emphasized and respected “...you're very custonesited, like you have to please
them, you know, even if it is detrimental to their health, | gudshey refuse — they can. You
know, the thing is they can refuse.”

Filipino nurses also learned to face dissatisfied patients dlidapand to accept the fact
that at times, no matter what they have done or how hard theyrie/é please them, patients
or their families could remain dissatisfied. As one participaantioned, “...there are days that
you’re going to have rough patients, but you cannot satisfy [thengatvhatever you do...there
are really some patients that you cannot meet their expectatiothshat’s the hardest thing to
do. That's the big challenge in the nursing field that everyofecisg. And not all our patients
appreciate what we do, even how much we do.... And that's reallyditing.” Because these
nurses had a higher social status than their patients and #igintg' families when they

practiced in the Philippines, it took them a great deal of effoaidjust to the culture of patient-
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centered care. They were able to practice and accept thatatulifferences existed, as
perceived by these Filipino nurses, only after they became anwetto patient-centered care in
the U.S. In the U.S., the participants perceived little family wemlent with patient care, more
nursing focus on patient privacy and confidentiality, and more nurmsmghasis on pain
management than in the Philippines.

First, the participants had to adjust to less family involvemepaiient care in the U.S.
They felt frustrated about what they perceived as U.S. fahiipparent lack of attention to
providing basic needs and care to patients and the families'deigiands on nurses. Since the
participants recalled that families in the Philippines wergy vavolved with patient care,
especially in providing basic needs to patients such as feedingleaming, the lack of or
decreased family involvement with patient care was perceivettargye to the Filipino nurses.
Family’s participation with patient care eased nurses’ workload$ie Philippines, because
families were taking care of patients’ basic neédlike here, you have to do it yourselves. You
can’t wait for the tech because he has other patients, so herewwtohdo it by yourself. It's
more like its physical and mental labor at the same timeve&Sweren’t used to that. We were
always tired. We were like, “Oh my God, what did we get ihfd¥at was the first time you go
to sleep and you snore and you'’re so tired. Yeah, we don’t — you donftyeisitoae. You just go
to sleep straight; you take a shower and go to sleep, that'®nt,you wake up the next day,
have to go to work again. Yeah. So | mean its hard work. We werseck to it; | wasn’t used to
it, so that kind of shocked me, yeah, the physical aspect. Filipin@esnperceived Filipino
families as being more involved in patient care compared to idamerfamilies. In the
Philippines, families actually stayed with patients in their re@nd took the responsibility for
bedside care, including cleaning, toileting, and feeding. “...theréaardy members who stay
with the patients.” In contrast, families in the U.S. usually dogebtinvolved with patient care.
“.... But families here, they are not helping, they will leaveip to the nurses. They don'’t
help...they just dump their patients here, and then, if they are hemnealtitbey do is like ask

guestions and complain.” Filipino nurses had to become familiar faithly involvement in
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patient care to perceive that they have adjusted to Americameculthey were able to reconcile
or ‘fit-in’ with the American society and accepted the factt tAemnerican families are less
involved with patient care. Although participants in this study gieed that they had become
accustomed to the American culture, they might not fully integrate or unu®rsta

Second, patient privacy in the Philippines was not emphasized tontieedegree as it is
in U.S. hospitals and similar medical facilities. For exampiezate rooms were not common in
the Philippines, especially in government hospitals. Patients wdexge wards without any
privacy devices like curtains to separate them and provided sogleofeprivacy. “There’s not
even a—no, there’s not a curtain. So they talk to each other....” Filipino nurses aldo tesgn
not to discuss patients’ conditions with others, even family memhmetisput a patient’s
permission, according to the HIPAA. Since patient privacy wadanoéfully addressed in the
Philippines, it took some time for them to familiarize with itehen the U.S. “Yeah, that's the
thing. I'm afraid of getting into trouble, and—so | just have to sajrdady say hey, would you
mind if you just come here in the morning and talk with the doctitwink he can give the best
explanation about what's going on. Right now, he’s stable, and thakt'saadlsay. I'll give you a
call whenever this changes. That's just being—because | knowhtnee their law about the
HIPAA thing. At home, we don’t have that. | know there’s configdity, but not really to—
that’'s not a big deal compared [to] here because it's reddly.d Until they became accustomed
to the way of dealing with patient confidentiality and privasyes, they did not feel adjusted to
U.S. culture.

Third, Filipino nurses perceived that American patients viewed p@nagement in a
different way than those in the Philippines. Filipino nurses expegtbthat it was encouraged in
the Philippines for patients to hide their pain unless the painiv@lgrable. However, pain
control is emphasized in the U.S., and patients are encouraged to takeepaiation, as well as
to ask for it. Filipino nurses felt it was strange to offer patients paghcaton when patients did
not ask for it or stated that the pain was tolerable. Theynalddo adjust to the greater amount

of pain medicines that U.S. patients take. One participant stateahtiiér thing that's
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different—pain management is so much—they give so much importarganananagement
here. A little bit of pain, you give them whatever for pain medgicBack home we try to give
them the minimal...minimum of pain medication. Over here, | de¢ af patients take so much
pain medication for so — it seems like so little. Well, to myggtion — maybe just a little bit of
pain, but maybe to them it's a big pain.” Another participant said, “For exampleilippihes, a
little pain is okay; but here, most of the time, you have to geeong for pain. A little pain
usually they encourage you to give something for pain. So at firgstight a little pain is okay. |
don’t have to worry about it. Then they come to you—you have to ask.h#dwee to give
something to relieve those pains.” Filipino nurses had to adjust tAmmerican way of

managing pain to be perceived as caring and knowledgeable nurses.
Overcoming Communication Barriers

Language was viewed as one of the major areas Filipino nuessded to adjust,
especially during the first year after their arrivative U.S. Language barriers made adjustment
harder for Filipino nurses. “It's more language, | think; itt8l ®ur main thing.” Language
barriers were a great obstacle for Filipino nurses tryongdjust to new working environments.
“A lot of time, | got lock out, | don’'t know how to express myself.tda other words, Filipino
nurses had trouble expressing themselves due to communication barriers. Havmgaation
difficulties negatively influenced Filipino nurses’ ability to addptU.S. nursing practices.
Nonetheless, when they became fluent in English, their level ofidemce, in general,
improved. A field note that | wrote provided the evidence, “My firgbriession about her is that
her English is very good. And she is very confident about herself asthguskills.” The sub-
categories identified under this category included: (1) becorfangliarized with different
accents, (2) becoming skilled at telecommunication, and (3) leanm&afical terminology and

U.S. pronunciation.
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Becoming Familiarized with Accents

Regional and other foreign accents were one of the most difispkcts of American
life to adjust to, as mentioned by the participants. People frber abuntries spoke different
languages, but also have different regional accents, as do Americardiffesant regions of the
U.S. Filipino nurses used what they had learned from a book in scha@lllyinif'The most
difficult thing, language, as far as their accent, becaus@ luaderstand English very well but
with different accent, like the way we speak English is diffetlkan the way they speak here....
it's like we have the Philippine accent.” “And even, | know, | anesuou’ve experienced things
like that, they don’t understand...the accents are different, becausarenérom another
country.” Not only did Filipinos need to ensure that others understandtiéasaid, they also
needed to adjust to peoples’ accents from all over the world, wigcbased their frustration in
adjusting to the English language. “...a lot of doctors are frdfardnt countries...they are hard
to understand, especially over the phone...there’s one particular doct®ready complaining,
but anyhow, he’s not an American. He’s not white or something. Hets—edomething like

from—where is that somewhere—the Caribbean.”

Becoming Skilled at Telecommunications

Telecommunications were difficult for Filipino nurses becaudsoitked the advantage
of having body language to facilitate communication. The ppaits stated that having
obliging and sympathetic coworkers helped Filipino nurses learn to @demtnmunicating with
physicians over the phone. Many stated that communicating widgrsobver the phone was
incredibly tough and it created additional stress for them. Thasgscially true when they were
calling doctors or receiving telephone orders from doctors. “...but that's not tnealge that we
talk at home, so it's a little harder, too. That's another thingdjost to. So when you [are]
calling the doctor, they don’'t understand us right away, and they kegplaining, why are the

new Filipino nurses—you know what | mean—and they have slang Wwerds’ One participant
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used her friend’s experience as an example of how stressfatito communicate with doctors
over the phone:

| remember France, my friend, had a problem with a doctor over the phone. Like, he was
ordering a CT scan of the chest or something, and he said something about CT of the
chest. ‘Get the CT of the chest.” And she repeated the order, and she saidetheagam

the way she said it is the same way. She said, ‘Oh, okay, you want a CT of tRé chest
and then the doctor said, ‘I said get a CT of the chest.” So she was repeatihg wiast
saying, but | guess because of her accent he wasn’t getting it. And grernldhe doctor

said, ‘Oh, can you get me another nurse who can speak English?’ So that was-heyeah, s
told me about that, ‘Well, he told me to call an English-speaking nurse, and I'm an
English-speaking [nurse]!

Avoiding phone calls altogether was one of the methods nurses used whemetke
afraid to answer the phone. “When the phone rings, | didn’'t waemswer the phone. | mean, |
have like a language barrier, | was afraid like | won’'t undeids what they say on the phone.
Like, the doctor will have an accent or they won't understand my aocaoimething like that. |
was so afraid to pick up that phone. I try not to be too close to thiegstation so | won't have
to answer the phone when | was on the hall way” “My God! The phohéegeps on ringing,
and | don’t understand what the other line is talking, you know, and & ifisctor, what can |
do? As much as | could just run away. I'd just ignore it. | pretendloing something, but after
a while, you get used to talking to the people, the nurses, the patietitsyerybody, and then,
you tend to learn.” Filipino nurses perceived themselves as legsetamh as nurses in the U.S.

because they were unable to converse with other healthcare providers over the phone.

Learning Medical Terminology and U.S. Pronunciations

The use of medical terminology was also very different in the &h8 the Philippines.
For example, equipment was often named for their brand names, suEbleg instead of
catheter, which was very confusing for the Filipino nursesnhey first arrived. One of the
participants shared her experience, “So, it is very difficult. WHest started, there is always a
problem. Like different terminology. Like they say H & H, we $&ynoglobin and hematocrit. |

mean they are just very different.”
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In addition, medications were pronounced differently in the Philippimeas in the U.S.
For instance, one of the participants stated, “Like Ro'cephin, back isdike 'Rocephin. So it
doesn’t click right away, it takes time to process.” They ngedere time to think about what
others were trying to tell them, instead of understanding it aglaty. “Like the 'Bacitricin, we
pronounce differently.... Like Pe'nicillin in the Philippines, but here tlsay] 'Penicillin, we
say Pe'nicillin. They say ‘Tetanus, imaging that!” Filipino nargat inadequate because they
were unable to pronounce the medical terms in the ‘American waych hindered their
adaptation to U.S. nursing practices. Even though they perceivetth¢hBhglish language was
not foreign to them because of their exposure to English in grade sebbohderstanding what
Americans said surprised them. They did not expect conversing imskrigl be such a big

adjustment in becoming an American nurse.

Becoming Accustomed to the U.S. Healthcare System

The participants conveyed that a positive working environment keeps hargasr and
increases their intention to remain in their current position. Asobtiee participants stated, I
am please where | am right now. | wish that | can retire there, simeer¢iy happy and satisfied
where | am at.... It's nothing compared to working at a private fagpitthe U.S.]. Doctors are
very nice; the residents are in training.... So, they are not griompgelling at you.” Filipino
nurses became accustomed to the U.S. healthcare system ovevhiahehelped them adapt to
their role as a nurse practicing in the U.S. There wereraetieemes mentioned by the
participants in this study that centered on their adjustment t&J thehealthcare system. The
sub-categories identified were: (1) being aware of legal céspef practicing nursing;
specifically, the danger of lawsuits; (2) accepting that docurientanust be detailed; (3)
learning to think critically; (4) being willing to act indepently at work; and (4) relearning

their roles as nurses.
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Being Aware of Legal Aspects: The Risk of Lawsuits

Legal liability was another major area to which the particgpdratd to adjust because
they were not familiar with it in the Philippines. These Filpnhurses felt that nurses in the U.S.
have more legal responsibilities than nurses have in the Philippmésfage potential
consequences for their actions, or inaction, in the U.S. One partiongenitoned her views on
the legal consequences in the U.S. “Legal wise, maybe becaogke pere are more, more
conscious about legal things, your responsibility are still a littteed to do some more...maybe
it's this foreign planet, we have to think about the consequences.hé&mnparticipant said that
families might sue nurses for minor things. “...everybody is dgogefor themselves, if you
don’t, family might sue you for a minor thing...little things likeathi Thus, Filipino nurses had
to learn to be conscious of the legal aspects of working in the U.S. As ticgpat stated, “It's
just like the environment, | guess, because here always litigadiogcious. You know how
people will sue you if you don't do this or you don’t do that.” After thkegrned to be aware of
legal issues, they became less scared about potential lawauitsthus, many perceived
themselves as better adapted to U.S. nursing practices.

Conversely, nurses did not have to worry about legal issues whencipgacti the
Philippines because families were less likely to take lagébn, especially for minor incidents.
“I'm very comfortable over there because you're not scared—dsecpist hearing here, over
there; they have lawsuits or something like that. Over there, naudedt's not really a
practice.” According to the participants, lawsuits filed agamedical personnel or healthcare
facilities were not very common in the Philippines. Familieth& Philippines usually forgave
medical personnel for minor mistakes. “In the Philippines it's ngthi. little things like that
they will forgive you” “...but the beauty of it is that the people do not have to like goioguirt,
just like Americans...they don’'t have money. That's one thing for Bacause they are at the
government hospital.” Based on their experiences in the Philippineg, were not legally
oriented. Therefore, they had to force themselves to become awdhe ¢fgal aspects of

practicing nursing in the U.S., including the risks of potentialsiats. Some of the actions
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included being extra cautious in their practice regularly, a$ agelccepting and practicing

detailed documentation.

Accepting the Need for Detailed Documentation in the U.S.

Detailed medical and patient documentation is important in U.S. nupsaagice. The
participants stated they were not accustomed to the detailachdotation requirements of the
U.S. because it was not a common practice in the Philippines. Thibartzecause of the lack of
time for such documentation and lawsuits filed against medicabpeel were not common in
the Philippines. Therefore, nurses were not encouraged to document thortoughtyd legal
trouble. Over time, they learned to practice detailed documentatisted¢r away from potential
legal consequences. One of the participants described in detaildhees of ensuring accurate

and detailed nursing documentation:

Oh, it's much different because it's very stressful. You have to be very cdrsfjust

that you have to—other than patient safety first, you have to protect youeliteos

because that’s the only thing that holds you here—well, for everyone. So in egery st

you make you have to be careful, documented everything and you just have to be
sincere...be careful because of those. You have to document everything. You have to
cover your butt. It's just they're—every patient here, if they're not sadisfOh, I'm

going to the next level.” That's what they’re coming on their mouth all the timeo®r

your butt every time. | have to make sure to document everything, and espetially

don’t know, but if they have foreign nurses, especially—there are lots of patients here
You can see who are educated and not. Those educated people are just so, so quiet like
that, but those uneducated—the ones so loud, keep on complaining, whatever. So those
are the ones that are prone to lawsuits like that.

Learning Critical Thinking

Critical thinking was not a skill that was required to functio a nurse in the
Philippines, perhaps due to in part that there had always beena gbogsically present in
Filipino hospitals. Filipino nurses had to adjust to the need for tearand critical thinking
skills in their patient care on a regular basis. One particid@anted her astonishment when she
discovered that there would be no resident stationed at the hogpatiéltisnes and that she

would be the one expected to think critically and take the necessary actiane“to do it on my
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own. | was like, ‘For real?’ And our manager’s like, ‘Oh Kada,you know—how do you work
over there?'.... And she’s like, ‘Oh, it's different here; becausergotliie one who'’s going to
calling the doctor.’” | was like, ‘What? Me? Why? There’s eesident?’ No, | was only two
weeks, and then we were just needing paperwork—yeah, we don’t halentediere. It's the
consultants. It's the doctor. During the night—because you work nights—or even thieetdalp, t
Nno—so you mean there’s no doctor in the unit? No. Who's going to see ragtpabh, they
only see it once in the morning, or whatever, and then during the mghtave to call them if
there’s any problem. Oh, you mean I'm going to think about—you know whatah? That was
hard!”

Filipino nurses had to learn how to make the decision to bell doctor and to
communicate to on-call doctors or consultants the status of thigntsa Because they were not
trained to give on-call physicians a concise and constructpartrabout their patients, it was
difficult for them. They also had to become accustomed to recognpatients’ problems and
determining the significance of such problems to decide ihgalhe doctor at a given time was
the correct decision. “Critical thinking about what’'s going on.head you have to find it, or
you have to see it, because you'll, we will be the one to call.ti€&o make the decision] Yeah,
prepared—what’'s going on? Why do you need me to call to wake me tipsaime? Is
something wrong? Is it really wrong? Yeah, something like #ad. you have to see it” They
also had to learn to be ready to make suggestions about themt’pgir@blems to the doctor, as
well as to know what doctor or consultant to call based on the probleich was not a practice
in the Philippines. As one participant described, “Here you havedd, lpou know. There’s like
three different types of doctors to call. You have to call MedLUimkgdExchange, or ADC, and
you're like, ‘Okay, what is it now?’ What problem, you have to decwhich one, is it the

pulmonologist, the cardiologist?”
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Being More Independent at Work

In addition to learning critical thinking skills, nurses also hadearn how to think and
act independently. They perceived that they were expected téemba-invasive or sometimes
even invasive treatments; for example, giving certain medicatothout a doctor present. It
was a scary for them because they were not accustomeding aulependently in the
Philippines. “But, it's a little scary here because the only—llikaid, being independent nurse,
that you have to watch them...just that because at home now we balenteYou can just call,
sir can you watch this one? Can you look at this patient? What's gaih@h, this one—but
here you have to decide. That's just the thing—major, major!” Thehtmalso become
overwhelmed by how much they have to learn and to do. “...it's jusytuacould not have that
time management yet. You're just like a chicken without a heatigpiag around like crazy,
like that.”

Once the nurses learned critical thinking skills and adjustetietavbrk environment,
they believed they enjoyed the independence and autonomy that ddntesvvg a nurse in the
U.S. “...but | like it here, though, because we’ve learned to be indepenThat’s the thing
about it | like about here because you just have to think about and—oh rystadaanything
you want, as long as you know there’s a protocol, or something like that; over théké&e have
to wait where the doctor will say hey, what do you—and then the resigad if there’'s any
problem, the resident—then the resident will be the one to talk tootisultant, and then after
they talk they say—they will tell us hey, do this, do that. Hexe have to be independent, and
we just call, sir | already started a dopamine; okay.” Baimgndependent nurse able to think
critically and being legally conscientious about nursing practicey felt that they were
becoming accustomed to the U.S. healthcare system. The next step wasnotteleeoles as a

nurse and to re-construct their meanings of American nursing.
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Learning the Roles of Nurses in the U.S.

Filipino nurses had to adjust to their new roles as American nhysegeracting with
and learning from others. Their critical thinking skills and indeperelasa nurse affected their
perceptions of nurses’ roles and their meanings of U.S. nursing. fartie@pants stated that
they perceived nurses as having more authority and were moretegspgpatients and families
in the Philippines than in the U.S. These nurses perceived that tmewiseied as ‘helpers’
instead of as a professional in the U.S. This perception was deiveart from their
involvement with basic care of their patients in the U.S. “If goai in the Philippines and you
are a nurse the patient themselves or the family are you kkewdaid they have high regards
for you that they are, may be ashamed...to ask to do something ngtimgadrtant” Others
viewed nursing as less professional in the Philippines. “AsddPhalippines experience goes,
it's totally different. Because nurses there just you know, wselike pill pushing, you know,
give you medications, it's so superficial.” Another participant dieed the duties of a nurse in
the Philippines as merely an ‘assistant’s’ role, “But pretiych, the nurses there just give
medications, start IV, and assist the doctors for treatmentmiker suturing, and like if they
have to do casts, you have to assist the doctors, like assistidgctioes when they have all this
treatment.” This is an interesting point because everyone vieesntirsing profession
differently, even nurses from the same country.

Nursing principles were viewed as similar in the Philippinestaaed).S. by many of the
participants in this study. However, the differences were pedeag primarily due to various
regulations, legal liabilities, and cultural differences. Exgstregulations related to patient care
in the U.S., such as the Joint Commission on the Accreditation othidead Organizations
(JCAHO), led Filipino nurses’ to perceive that the work environnaeag more stressful in the
U.S. Other sources of stress included additional responsibilitiggaf@nts, managing nurses’
aides, and legal issues.

Filipino nurses had to learn different levels of responsibilitié$ they had as a nurse in

the U.S. Nurses in this study perceived that as nurses in.e tbey were responsible for
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managing patient care, delegation, patient education, and beingeat padvocate. “lI do
everything, direct patient care, take vitals, and call the dde¢ang in charge of your own self.”
They felt that they were in charge of doing complete healtloriest and assessment on their
patients, which was not strictly required in the Philippines. Nursése Philippines only did
simple assessments and history-taking because they were toaldngyother tasks such as
giving medications to many patients. “It's like during admissaiter your assessment—there’s
no thorough assessment. It's usually the doctor who does the assteasmhéistory, but here,
the nurse does that one. We do the assessment and the historydgkihg fame time. | just
learned that history taking thoroughly when | became a clinical instrhbecause we’re teaching
that work to the student, but I'm not able to practice that dungghospital experience as a
nurse because it's like a routine job. We just work as we get—dadmgssion we receive the
patient. We also need a history, but it's like not thorough history.”n@rother hand, Filipino
nurses perceived that they were expected to perform a compgsssment and be proactive
about patient care. “...we are assessing patients from head.téridethen if you see any
abnormalities then we will call the doctor’s attention, calldbetor the doctor will believe me,
you know, and the doctor will even ask [for] any suggestions.”

There were usually interns and residents physically presdftipmo hospitals. They
notified the doctors if they discovered any abnormalities withr fJagients, but the doctors made
the decisions on what to do next. “The thing is, we have lots of damtershere; like interns,
and doctors, and PGls are those who are like IM [Internal medioicters] and the residents. In
our unit, we have residents in the unit, so we don’'t deal with theultants. | don’t deal with
them. The only thing that | deal with them—the only time—is when’thaeyaking the rounds,
and I'm there, and then there’s no resident because the residanthes other cubicle with
another consultant. So there’s this time that | have to answeigthestions. Anyhow, if | have
problems during the night | have to call the residents, and the resident is hgsbatk.”

Delegationwas another skill that the participants perceived they had to \Wwden they

started working in the U.S. Part of delegation was ensuring that tasks delegassistants were
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completed accurately because Filipino nurses were the ones &rgolegally liable for the
patients. “Our techs, they complain a lot. ‘Why do | have alld¢htgal patients?’ My question
is ‘why are you so worried?’ You just have to check the Acculkchéou’re not going to do
anything. Is the nurse’s responsibilities, you know the patient’'shload sugar. She has to call
the doctor; she has to do this and to be prepared for the call @wehadnd he is not doing for
anything, what's making them busy about.”

Because lawsuits were perceived as more common in the UnSnttree Philippines, the
stress of supervising others was a constant battle for nurseswgvarkhe U.S. The participants
perceived that other nurses were not familiar with delegatibarewhich made the participants
anxious about their nursing roles. The participants stated that Wlagratient care technicians
(PCTs) failed to complete jobs or tasks that were delegatdebno, it was the primary nurses’
responsibility to either complete the tasks themselves or mathdatthe PCTs complete them.
Many Filipino nurses decided they would complete these tasks thasisespecially when they
were not familiar with how to delegate or the local culturesit“®ese other PCTs they don't
care how many hours they have been lying there, they won't batharrt them you know. |
think they know they should be turned every two hours but they just don't...youthaet
them or to remind them.”

Nurses in this study felt that they did a lot of ‘invisible watkat was hard to explain to
others, even to the PCTs who worked closely with them. “But they wadé¢rstand that. They
don’t. They don't’ know we are dealing with this the doctor, patient, bagtcall the orders,
they don’t know that...it's all the techs they mostly they think tha&t are just giving
medications. You know, we are just uh, checking chart.... They think that'snly job that we
are doing...so they don'’t realize that we are you know responsibleldoro&things.... That's
challenging for me.”

Filipino nurses had to become skilled as a patient educator beéhaysgere not used to
teaching patients on a regular basis in the Philippines. Theyohgdttused to the patients’

desires and demands for information on their illnesses, treatna@atsnedications. “As far as
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nursing wise, here in the United Sates, patients are very outifrirey don’t like you; or, they
are very knowledgeable. You don't just. | mean not all of them, but ofitlsem, like when you
give them medicine, they don’t just take it, they ask you whigdrjsand they want to know it,
because they are knowledgeable.” Filipino nurses also had to adalatalgs involving patient
teaching in their care, which was also not commonly done in thHephes. “They value
education in the U.S. Before—during admission, you give education tqpgtient, and before
the patients will be discharged, they give education. We're not doing that in lippiRes.”

They perceived that nurses in the U.S. play an important rofsatéents’ advocates.
Filipino nurses had to learn that as a nurse practicing inUtBe, they are responsible for
informing doctors about patients’ conditions as needed, such as daboahtory values. This
was not required as part of nurses’ responsibilities in the Pméppfit's like the lab, we will
get the results there, and the doctor will review it. We seerttieal labs if we have time, yeah,
we will call the doctor. But that is not our priority. We just dat have time to do that.” Nurses
had to grow accustomed to respecting patients’ wishes as ppdtieht-centered care,” even if
it meant respecting a patient’s right to refuse treatroemedications. “You're supposed to be
an advocate of them taking the medication, but if they don’t want it edhgou do? You can’t
force somebody.”

Nurses felt that they were expected to speak up for tagars in the U.S. A participant

stated her perceptions about nurses as patients’ advocates:

And there were times when we really have to stand up for the patient, and yohagally

to tell them what you think because you are the ones that are in contact with them....
think here you're more of—you can really be patient advocates here. | think you can
actually talk to a patient about her medical problems and you can actualbdgice

and they actually seek your opinion too. Yeah, and like back home they just listen to the
doctors, I think.... But here you're more of—you have more freedom to actually talk to a
patient about their diagnosis, help them decide what to do next, you know, give them
opinion of what you think matters most. Especially in ICU—we get all theganfsatvho

are critically ill who's been there for a long time with no changes tostand I think the
best role a nurse can have is to kind of talk to the family.... Is this what you waist? Or
this what he wanted when he was alive? Or when he was still, you know, healthy? Would
he want to be in this position for a long time?... Nurses can see how they suffer. They
don’t see how the patients suffer because they don’t see them in pain. They'reenot ther
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24 hours a day. We see them; we see how the family’s always there and speraling tim
with the patient and getting disappointed each time because they don’t see any
improvement. And then they talk to the doctor and the doctors keep saying, “Oh, let’s do
this, let's do that. Maybe this will work.” I mean a lot of tests, a lot of thingsthey

wanted to do, but it's not helping the patient. | guess here you have more—more, yeah,
more flexibility and more like authority also.

THE LATE ADAPTATION PERIOD

In the later stages of adapting to the U.S. nursing practice, néilipurses learned
different ways to relate with others at work. After Filipino msrsvere adjusted to their new
living conditions, new work environments, communication, techniques, cutlifiigiences, and
the healthcare system, they then moved on to the late adaptation stage. This stagedadtepl
Filipino nurses had been in the U.S. for at least one year. Thégdsta pay more attention to
their interpersonal relations, as well as ways to deal withr abstacles, such as stress,
mistreatment, and racism. This phase is characterized lyreasubtle, nuanced understanding

of U.S. social and organizational culture and the ways in which nurses negotizdeskips.

Interpersonal Relationships

As foreign nurses, Filipino nurses had to adjust and adapt their irst@npérelationships
with doctors, patients and their families, and colleagues. Thegllyinerely reacted to others

in the early stages of adaptation. In this late stage, they startedrtict.

Adjusting the Doctor/Nurse Relationship

Filipino nurses gained power from the doctors in the U.S. and leasneahtmunicate
with them as a professional on equal footing. They also camelizerdaat they shared in the
U.S. doctors’ responsibilities because they served as doctors’ bedsnters for their patients
and were responsible for reporting significant changes accutatelgctors in a timely fashion
using the ‘right approach.’ It was challenging for them to dewtien to call a doctor for a
patient’s problem during the nightshift because there was no aedastls or guidelines to
determine the appropriateness of calling a doctor. Nurses had noekeetn doctor’s likes and

dislikes, which caused them additional stress.But.now | am also having a hard time,
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especially when patients have V-Tach [ventricular tachycardiag¢n its V-Tach, you need to
call them it's like...more than ten beats or it's more than howynsaconds. If not, don’t call
them if you think the patient is ok, don’t call them so that. féc$ me sometimes because do
you think | need to call?”

These nurses perceived these doctors as difficult. “It's véfigudi | think that the most
difficult person to work with in the hospital is also, one of the md§tudlt is also the doctors.”
It took time for these nurses to build confidence in discussitiy doctors on their patients’
behalf. “And what's hard for me was talking to the doctorsa$ wo afraid to talk to the doctors
before because | was—I thought that every word that | sayoisgvbut now my God, oh | need
this order, period. Oh, doctor—it's just—it's so different now when you @iadfidence In
yourself that you know what you’re doing.”

The Filipino nurses viewed nurses’ relationships with doctors in the &ah& in the
Philippines differently. Doctors were viewed as having more powdrcamtrol over patient
treatment in the Philippines. Doctors in the Philippines did not valuesiwpinions regarding
patients’ treatment options. Nurses were supposed to simply cardootatrs’ orders without
guestioning them. “...especially in the Philippines, doctors there keeultouchable. Their

words is their words!” Over time, they learned to confidently and effectaygbyoach doctors.

Adapting Ways of Interacting with Patients and their Families

In the U.S., Filipino nurses lost the authority to tell patients andftimailies what to do,
which they did as nurses in the Philippines. In the U.S., they Wereres who had to meet
patients’ and families’ needs in a timely manner and assatetliby were satisfied. Patients
were the center of everything that nurses did, unlike in thepphiks. This conflict created
additional stress for the Filipino nurses; however, over time, thegted to the American way.
“...they look up to you. It's different. They look up to you. ‘Oh, here comeurse.” But here,
it's like, ‘Oh, here’s the nurse,” and then, you get to be here. ‘Canplame the blah, blah,

blah?’ like you're just nothing. But in the Philippines, when they seeag a nurse, they tend to
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look up to you like you're not as the level of a doctor, but at |Iéasd different thing than what
they have here. But here, it's like, no, you're just the saensop that works and takes care of
their families or something.... Caretaker or just another lady works just like in Wal-Mart.
Like, ‘hey, | need something.” So that’s the other thing that really is hard.”

Filipino nurses were aware that they were closer to theiergatiand their patients’
families in the U.S., and even got attached to them, espeiriaiy ICU. Filipino nurses took
care of fewer patients in the U.S. and felt that they were able to be msoaglsr involved with
their patients and their patients’ families. “Yeah, you'll see difference because you're so
much more focused on the patients and their families. You kind of—yoaataally develop a
rapport with the family because some patients have been tkeergHat, a month or so. So you
kind of know them already by their names, your family’s names, ghandchildren, you know,
someone who calls on the phone all the time.... So it's nice. It'sini@eway, but it gets
depressing also sometimes...like you saw you've done everything téind. sThe patient
deteriorated, so it's kind of depressing at times too. Whenevdosgea patient, like patients
who have been there for some time, that's when we reallybfeklbecause you really get to
know them.” In this phase of adaptation, the participants mourned thefltissir status as a
nurse in the Philippines but valued the new emotional connection thégrféleir patients and

their patients’ families.

Discovering Effective Ways to Approach Co-workers

Another difficulty that the participant’s experienced in the U.Ss wagotiating and
working with nurses’ aides. In the Philippines, nurses supervised naides’ or were at least
one level above them in the hierarchy. Thus, Filipino nurses weunstaoted to giving orders to
nurses’ aides in the Philippines, and it was very difficult for therdelegate work to nurses’
aides in the appropriate manner in the U.S. Nurses in the U.S. usuaked with their
assistants as part of a team instead of working in a chaionoiand. Filipino nurses were

frustrated with the rejection they received from aides whenfttet came to the U.S. and would
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simply perform tasks usually done by aides. Managing othewockers, like PCTs, was
stressful, especially if they were not good ‘team playeitdost of the time, you know these
PCTs like you say they just do vital signs...that's why | gesthated, | get high blood pressure
from how they respond. So I tell them you know can you stop that and cargetbs patient
down.” Sometimes, they dealt with PCTs who refused to assist theran tell them, ‘Miss
Janice, can you please empty that?’ ‘No!” “They don’t help you. Prgbhéblbecause it's a big
city. They're more aggressive than here in the rural aredshay say, ‘Why are you telling me
what to do?’ They close the door on you, and then they won't help yoliathare.” Filipino
nurses had to learn to handle these additional sources of strassttorf as a U.S. nurse. Most
of them learned over time that delegation was necessaryraciitpl. Although it differed from
their experiences in the Philippines, they adapted to it in ordenplete their tasks. They were
aware that doing everything themselves merely made them rosteafed. Learning to adapt to
the American way of interacting with assistants was a turning point fee #iépino nurses.
Learning to develop good relationships with their coworkers eéidiptho nurses’ work-
related stress. “We have a very, very good relationship with ether. So, yeah we are function
together, and team work is really very different” Having goodti@hships with others at work
helped them function better in their jobs. “My friend at work, like thisse, she helped me a lot.
They can see like | am timid talk on the phone, they will do itrfer ‘Do you want me to call
the doctor? What do you want me to say?’ ‘Oh, you have to callllReTaey will help me, my
preceptor...she helped me a lot and | learned a lot from her..ditf hot have her, | would
struggle.” Understanding the importance of having good relationshiibs celleagues and
fostering teamwork helped Filipino nurses more effectively aateand become acquainted with

people at work. They changed the way they approached people to achiewalthis g

Overcoming Other Obstacles

In addition to changing the ways that they approached othiépsnd nurses also began

to pay more attention to other obstacles and how to overcome thensethian presents how
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Filipino nurses learned to conquer other obstacles, including managirkgrelated stress,

facing mistreatment and intimidation from others, and conquering racism.

Managing Stress at Work

Many participants perceived a higher stress level in the'l'Sa lot of more stressful
here.” Sources of stress at work that they experienced inclutiedtpaconditions and a heavy
workload. Dealing with types of patients that they were notlfanmwith was very stressful for
them. “When | first work over here, and they floated me"tdidor, you know, | felt scared, you
know, working with renal patients, | am not comfortable anymore bedtisseen a long time.
You know, taking care of renal patients. Especially, | always tede, what's that Dr. Leo™
floor, room 499, oh, my God!” In addition, handling heavier patients was diweshem.
Compared to patients in the Philippines, U.S. patients were plysiezavier on average
“...although sometimes it’s just doing this medical/surgical atidopedics is really—we are all
overworked. The cases we do is heavy patients.”

The heavy workload also increased Filipino nurses’ stress levakingl care of more
than five patients on a regular floor was overwhelming for them. Filipino nursesdethat they
were responsible for all aspects of patient care becauskefamithe U.S. usually did not stay
with patients in their rooms or help with their basic needs.nfpkare of patients’ basic care,
such as toileting, feeding, and cleaning took away from the tuakable to provide advanced
nursing care such as patient teaching. Filipino nurses had to becoostoated to these
additional responsibilities in the U.S. to perceive themselves Bsadéapted to U.S. nursing
practices. “So, | worked there, | didn’t enjoy working there bezdivst of all, they are trying to,
because we are under staff.” Another participant stated, “Htisnp has medications is delayed
because there [were] other things that you have to do. When someblgdyscale can’t go
there right away, because we are cleaning up a patient or giving somebody juice.”

Many Filipinos stated that they managed their stress bwlsoeg with other Filipinos.

One of the participants who had been in the U.S. for more than 10syatad that her way of

10¢



managing her stress and not becoming overwhelmed was visitingdraisfras illustrated in a
field note, “She likes to travel and visit her friends. That seebe the way she deals with stress
from work. She is the first Filipino | have met so far that doesvaok overtime to support lots
of people back home, with Filipinos who were born here being the éxeefhe has her theory
of taking care of herself and not killing herself by over wagki Other Filipinos dealt with
stress by contacting their families back home. One participtated how she felt more
connected with her family in the Philippines by calling them daillgich made her fell less
homesick. “Every day I've been talking to my mother, to my—everyogause | have—you
know the Time Warner, this unlimited call everywhere, and | havpaio extra bucks for
monthly, just to call them every day. So it feels like they'reeh&o nothing much, it's just
that—just this morning | talked to my mother, and talked to everyoocan ltalk to everyone |

want to talk every day because of that connection, which is nice.”

Facing Mistreatment and Intimidation from Others

Filipino nurses in this study stated that they experienced mistest and intimidation
from colleagues, supervisors, doctors, as well as from patiemdstteir families. They
encountered or perceived mistreatment throughout the processedflevhesadt however, they
only started to manage this issue during the later adaptation pEoigebrceive themselves part
of the U.S. nursing team; they had to find ways to handle thiseaistent and intimidation.
Without the proper ways of dealing with these difficult situations; fek out of place and used
avoidance behaviors like resignation to face their potential problems.

One participant shared her unpleasant experience with an demerolleague who was

her mentor when she was in orientation:

Anyway, this white nurse, American she was not nice....She is mean, it was during my
orientation, and she was my mentor that time. And | had this patient, dressing needs to be
changed. And it was my first time to change a dressing and | don’t know how to ehange
dressing....So there are four dressing that needs to change. And she is not lister@ng t
And it supposed to be changed twice a day. So | ended up change it in the afternoon the
patient was so pissed. You know | almost cried in front of this patient | keep on apologize
and this nurse, White nurse, she didn’t care, and she didn’t care at all. | mean. She just
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like oh, you know work for me in my point of view. She didn’t understand that | am just
an orientee.

Another participant expressed her feelings of intimidation from a cwleague:

| mean if | see him, you can’t think that he is a normal person.... | can’t even likagpassi
say hi any more.... | can’t even see myself working with him and to say hi.... I hope he
will never be charge again. | cannot work with him. | don’t think |1 want to work with him
any more even if he is not the charge nurse, Julie. | don’t feel comfortable. jueshd |

feel so bad because | am not really good at computers really. Thatlsstayylate most

of the time and he is just like banging everything whenever he passed you andhesmeti
| just | forgot to you know the EMAR to plug the computer. And he just pulls the
computer when | am there and just plug it, you know.

The participants felt that nurses’ opinions were usually not valsedugh as those of
patients or doctors in the U.S. “The doctors can be very disregipaatf the administration is so
focused on satisfying the doctor because in a small hospital, amatemany doctors wanting to
work there because it's a small town, so we have a very abusiawibr.” Another participant
shared her experience of her supervisor treating complaints frowrslactd nurses differently.
“They try to satisfied the patient, they don’t’ care about the surseéSame as doctors, if this
doctor complains about these nurses, they listen to the doctors and they do sometharghBut f
nurses, the nurses saying this doctor. The doctor is very rudebdtevior is not right, they
would say ‘yeah, we will talk to them, talk to him’ and the next, dayne attitude, you know,
just like they didn’t do anything about it. So it's not very fainstances such as this made these
Filipino nurses feel that supervisors were unfair in their treatment of them

These Filipino nurses also did not perceive that they receivetrdaiment from their
supervisors in regards to work assignments. One participant sterétehds’ story of having
been placed as a nurses’ aides when she requested that her orientattendexe

“l learn that...two Philippine nurses, you know, they are kind of slaatghing up, you

know. | hate to say that maybe they are trying to be honest.arbgyst trying to extend

the orientation, so they extended. You know what happen? They [the superlasors]
them like be a CNA, you know. Ok, you are going to be our tech faeadf teaching

them to be an RN.... It's not they didn’t do it one time, ok? They dsdveral times. So,



that’s the problem. They asked for extension you know to be orientedRN.dt's not

right. So they are just trying to fill up, you know, the spot. Uh, thle jeb doing that to

be done by the nurses, it's not right.”
Another participant shared her experience of being used by lldy fas a nurses’ aide and did
not receive the proper orientation for nurses. “But my experienagh,isl had a different
experience. They hired me as a nurse, right? But when | caneethey let me be a
tech...nursing assistance...it's make them cheaper | guess...itasnhe/ou know. That's why
we sue them.”

The participants stated that they were contractually obligateéke hiring facility with
which they initially signed a contract in order to petition theimigration paperwork. Some
nurses in this study who experienced unfair treatment from supervisors or thdduiliigs had
to sacrifice their rights to be treated fairly and the freedorswitch jobs in order to complete
their contracts.

“Oh, yeah, you can’t complain, you know, because you are tie to theynathehe one
who sponsor you, so you have sometimes just say yes...and then what hathzn is
because we have to leave, we left and we are out of status, beealesethe employer
cause we didn't like the employer...and, uh, at some point we arenpddyed, so we
have to get another lawyer, we have to find another employer amatper to help us
with paper works again. Because at the time we are considellablyl, just strictly
speaking we are considered illegal if you break the contract andrgawtaworking if
you come here under their contract and you are not working, for theoyargl you
know.”

As mentioned by the participants, they were generally resporfsiblgaying for their
remaining contract if they resigned from their position. Thus, mbshem stayed in their
positions despite the problems because they did not have the mobey-twut’ their contracts.
Most also choose not to complain because they were afraid of bepogted or did not know

what their options were. “I did not quit. | stayed; | sacrificéota | suffered a lot. | cried. |
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prayed, a lot, just to survive.” Most of the Filipinos nurses did noptaimbecause they needed
their jobs to support their families back home. “To us, you know Asiais the Philippines is
ok, you know, | guess it's ok, because you know we have to earn, we hhseet@ job you
know, so we try to accept that.”

Some of the Filipino nurses in this study reportedly did not veceay comparable to
that of domestic nurses in the U.S. These nurses were either aret @vthe pay differentials or
were unsure about what to do about receiving unequal pay. Some were satdasgesep their
jobs that they were afraid to mention the lower pay.

“But of course, being a foreigner, they don't really give you #rmaesequal salary with

the U.S. nurses.... At the time, maybe few cents, but at the temecénts is more

money comparing before and now.... And, so maybe now the comparisonhs fieay
dollars now than comparing 30 years ago.... One year later, we findhwwivhat can
you do? We are lucky to be here anyway so.... Before, we dreljtisink at that time,
suing the employer is not, | don’t know, | never even heard about. Weckrethat we
are able to get the job, and they were able to accept us asfotegpes. Of course, they
give us training, too.”

Many participants experienced mistreatment from doctors.ilsdo you want to do
this, and he goes, why don’t you go home and read your book—something likethloaght—
and | cried, and cried.” Another participant shared an incident in velielwas intimidated by a
doctor.

“It's very difficult. In the previous hospital that | work with, | getared calling doctors;

because we have experience that we get hung-up and we are sigppasg out the

doctors’ orders.... And there was a time when | was calling the dodben | was still in

Houston. | was calling the doctor, it was only like, | think it iike 9 or 10, but the

patient’s blood pressure is so high. And he was laughing at me asd/éxy irude, he is,

he is probably trying to intimidate me, because he is asking me ‘so what doasa™ me

‘So why are you calling me?””



The participants stated that their relationships with doctors aleatenging, especially when
they were not yet familiar with how to communicate with theWell, in the first few months,
it's not really good [relationship with the doctors] because | don’'t kmdhat to do.” Some
internalized or rationalized the mistreatment they receivad fioctors. “...actually, the, it's not
that, they are probably, one time | had, I did, I called one doctor, andbprdimis tired, he
said, | told him about that IV. It got infiltrated, so | tooloiit. So | just want a read back, you
know, and he said, | told you to leave it out! But then after a whilsay& hi, probably he is just
tired.” However, as they became accustomed to communicatingdedtors, they felt more
comfortable and competent to talk to doctors.

Filipino nurses also encountered mistreatment from patients. Otie@gaant shared her
frustration over an American patient’'s unpleasant behavior, “Andesoms, they just—
whoever the person that they see, the first thing they seeyishittev everything on you, and
they bark on you. It's like, why me? Here | am trying to takee of you, and of course, you
don'’t tell them that, but within your heart and in your conscious, timatg you feel.” Even
though they understood that patients were sick and the familyppascaative, it was still hard
to take verbal abuse from patients. “It strikes with your ege.hlard, but later on, you can
understand. Although they appreciate you, as a family, but whemtbattgoes with a patient,
the patients were going to do the verbal abuse for you. It'stbacdcept it at the same time, but
that’s the only—well, it's a challenging experience, too.”

Another participant shared her experience with a patient:

Or one time | had to start IV—actually | had to Hep-Lock. Convert the IV fluaant
Hep-Lock, and | forgot to put the pressure at the site so the blood is coming out. So |
said, “I'm sorry, I'm sorry.” And that patient was one of the employees.t&&s not a
nurse.... Yeah. | said, “I'm sorry, I'm sorry.” | had to clean the site and shke’s'liwas
fine until you came." Yeah, so that was, “Oh, yeah. | was fine until you chmvgl”

never forget that. | remember—and | think it's a human nature that you reméralect
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first rather than the good, do you see. So that kind of thing. She can give me smile in the
hallway or whatever later on, | still remember.... What she said to me antleat.t
didn’t know what to say. | was speechless. And every time | go back into that rfeeh, |

very—she doesn’t want me there. So it was hard for me.

Conquering Racism

Feelings of alienation from the main stream culture were ioread by the participants.
They described the alienation as something they could feel, ribedime, but it was there. One
participant described racism when she stated, “There are,aterbut not a whole lot. Not a
whole lot, but there are. You could feel it.” Other participants perceivéhrac everyday life,
You will encounter people that are racist. Because of the colamunfskin, you are not an
American, so really they, but there is just few of themabee your experience there,
sometimes people were hurt, they just come out. But of course demarhere in this
country you have to get used to it. That's what we are tellingidsryou know, you are
brown, you are not an American, you have to get used to it. Therbéewtcists, you
know there will be, you know, it's horrible” “Because it's not, youliéerent—it’'s not
your same color. The different attitude towards, you know?”
Some participants experienced either perceived or actuainratisvork. “Like in New
York, I mean, the Blacks will discriminate. Oh, if the Blackdl discriminate people, like Asian
and stuff, but if it was the Black, the White, and the Asian, thgg'with the Asian. They don’t
want to go with the White at all. They don’t want to take sidits them. So they'll take sides
with us, but if the White will have to choose between the Black hadAsians, sometimes
they'll take sides with us, but not a lot.” Sometimes, they ratimeland accepted the fact that
this was not their country, and they belonged to a different grdtgjust a feeling.... Yeah,
like you're not in the group. What can you do? | said, ‘Yeah, this is not@umtry. This is
not—we weren’t born here.” So | said, ‘Okay, we're just sat bablt's it. It's their country.

It's their nation, so, okay.” Their feelings of alienation wst@nger when they first arrived in
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the U.S. and if they lived in an area populated primarily by \8higy field notes demonstrated
the surprise of one participant, “I was surprised that she had shaldaime when she first
arrived due to language barrier and cultural differences. She watlkedmall town as her first
job where there were not many foreigners. She felt not welctr@ea a foreigner, perhaps the
people there felt like she and other Filipinos took jobs away from.tRatients get frustrated if
they don’t understand nurses from other countries.” Filipino nursasel&o recognize racism
as a problem and found ways to overcome it in their later stagedjusftment to their nursing
roles. They handled it by using effective confrontation and networkitigothers. This helped

lessen their feelings of alienation, and thus, helped them adjust to nursingggracthe U.S.
COMPOSITE EXEMPLAR CASE

The following exemplar case was constructed from a combinatiaft thfe participants’
stories to help explain the theory that evolved from this stud2000, Marian graduated from
the University of Philippines in Manila. While she was obtairiieg education, she spoke to her
instructors who had obtained their Master’s or Doctoral degrees singun the U.S. She also
had two cousins who practiced as nurses in the U.S. and had told her atsvigaf nursing. In
addition, she had heard that becoming a nurse in the U.S. was a dreaanyfin the
Philippines. She wanted to go for an adventure in the U.S. to advance her oarsergand help
her family financially. She believed that going to the U.S. waonéke her dreams come true.
She was told by her cousins that recruiting agencies would not hivétheut some experience
in the Philippines.

Because she was so excited about being nurse and her desogktaswa nurse in the
U.S., she started to look for a job in the Philippines right aftedwgtion. Having had a hard
time finding a staff nurse position in the Philippines, Marian decitdeserve as a volunteer
nurse to get her foot in the door at a government hospital. She thbaglet tnonths would be
enough to earn her a full-time position; however, she served as a voloatee for 2 years

before she found work as a full time staff nurse. While sgnas a volunteer nurse, she
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witnessed how poor Filipinos were. They could not pay for their mediceements, or even

food, sometimes. The quality of care was very poor and ordersnwegarried out in a timely

manner. She took care of 60 patients at a time under a staffsnsupervision. She was always
busy and did not have time to take breaks. The staff nurse whwisegener was not very nice
to her. She realized that this was just the way it was there and did not complain.

Finally, Marian was able to practice as a staff nurse ajakiernment hospital for which
she volunteered. While serving as a staff nurse, she witnessedmuidients of the poor quality
of care in the Philippines. She started to think, “Nursing mudtdter in America—at least
that's what | have heard.” She decided to go forward and look foban the U.S., as her
cousins had. She gathered information from her cousins and found a mgcagency that
offered her a job. The agency told her that she had to pay for lenergut-of-pocket and once
she arrived in the U.S., she would be reimbursed by the facilityth®hght, “Wow, what a nice
offer! Coming to America must be worth it. They're actuallymgpto pay for my exams and
travel expenses!”

Marian quit her job at the government hospital after two yearsenfice because she
wanted to concentrate on preparing for her exams. She passedRN&S(Ge Test of English as
a Foreign Language, the NCLEX-RN, and the writing in Englishmexanfortunately, she had
difficulty passing her Test of Spoken English exam. She triedraeed] and was finally able to
pass it the third time. She thought, “If it is this hard to go thraaighhe steps to go to the
America, it must be good. Why would people keep on going over théres ihot good?” She
borrowed money from her parents and paid for all the fees for taking the reqsisgésewell as
her airline ticket. She assumed that she would be reimbursed whearrsteel in the U.S.
because that was what she was told. She planned to pay her patgfter receiving her
reimbursement.

Marian arrived in El Paso, Texas in the summer of 2005. She wa$ydilde hiring
agency that there was a group of Filipinos working in El Paso. Hoywehien she arrived at the

airport, not one Asian was there. She became scared and confusieds ‘different! Where are
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all the Filipinos?” The recruiting agency was supposed to araomeone to be at the airport to
give her a ride to the hotel where she would stay temporarilyw8ited and waited, but no one
showed up. She became more scared and decided to call her cousinsmhioriwag in Dallas

at the time. Luckily, she was able to get a hold of her cousin, Jodoawana finally arrived at
the airport 12 hours later. Marian told Joanna what the agency pims and how scared and
confused she was at the time. Joanna helped her get settled and found an apartment for her.

Marian tried to get in touch with the contact person from thadniaigency, but he was
nowhere to be found. Marian thought, “What about the promises you made?ald¢haitmy
reimbursement? This isn’t fair!” Marian then contacted thenay in the Philippines, but they
could not help her much since the agency was U.S.-based. Mariad dainna and told her
what had happened to her. Joanna advised her to forget about it because dHsewasdting
her energy, and adjusting to her new job should be her priority. Ma@annat happy, but
accepted that adjusting to her work should be her priority. Maoatacted the hiring facility
and talked to the unit manager in charge of the unit for which she was hired to work.

Marian walked to work because she did not know how to drive. It wametiime and
the temperature was 90-100 degrees. Marian had to walk 20 miogesto work. She thought,
“All this would pay off once | become an American nurse and makefatsoney.” She did this
for the first month. After five days of classroom orientations,mkewith the unit manager and
the manager introduced her to her preceptor, Michael. Michael Wasi@sian nurse who was
born and raised in El Paso. On the first day of her orientation, ®litbla her, “You will have
rooms 1 to 5. Let’s start by introducing yourself to the patientatidh thought, “I don’t know
how to introduce myself, and | didn’t do that in the Philippines. Buidss it shouldn’t be too
hard if he just told me to do it.”

She went into the first room by herself, and started to spetidetpatient, a 70-year-old
Caucasian woman. After two sentences came out of her mouth, tkat Estid, “I do not
understand a word you are saying! Are you speaking EnglishyoArgoing to be my nurse? |

don’t want you to take care of me because | don’'t understand you! Gat ieglish-speaking
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nurse!” Marian was speechless. She felt insulted. A patient wouldpeak to her that way in
the Philippines. She did not know what to do, so she went to her preceptbaeMtold her,
“Oh, she is just like that, you will get used to her.” Mich&at said, “How about you go give
Rocephin in room 3. It is due in 20 minutes.” Marian had never beeneagkposan IV pump
before and she did not receive training on 1V pumps during the @tessorientations—only in
textbooks. She did not know how to operate an IV pump or understand themaddievhich
Michael referred. She became extremely frustrated and started eryimgstaff bathroom.

She then decided to talk to the unit manager about the difficulieesvas having. The
manager told her, “Oh, how about you start with being a nurse’sTdée. you will learn.” She
did not know how to respond and just agreed with the manager. While functamagqurses’
aide, Marian had to ask for help from other aides because she did noh&note use a vital
sign machine. She did not get much help, and was scolded by another aide, “Nmslyatoo. |
thought you are a nurse in your country. Don’'t you know anything?” Shage&s speechless
and remained silent. She started to think, “Maybe | should justugivdlo, | have gone through
so much. | must stay. What about the money | borrowed from my paedtspent?” She
decided to stay and just work harder to prove herself to others. She was workingrass’ aide
for one month. She still did not know how to function as a nurse aftemonth of orientation
because she was forced to work as a technician. Feeling hefiflesstarted to look around for
other Filipino nurses. She found Mattie, who had just come back from eoivof Mattie had
been a nurse in the U.S. for 5 years. Mattie offered to help Mbyiagiving her a ride and
showing her around. She also talked to the manager for her and offered to be her preceptor.

Marian felt 100% better to receive orientation from Mattie nathen Michael. She
learned a lot from Mattie and was able to operate medical equip8ige also slowly learned to
overcome her shyness and become accustomed to living as a FilipieocAn. Mattie taught
Marian how to ‘please’ American patients so that she was abietdract with her patients
without being rejected. After another month of orientation, Marian ads to complete her

nursing tasks on time. However, she was scared to answer the pheaiedoctors. She would
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always stay away from the nurses’ station to avoid answehegptone. She was also
uncomfortable giving recommendations for her patients to doctorsv&heonfused about why
American families left their family members in the hoapand never helped with their basic
needs because that was how it was done in the Philippines. Shesegsuzzled as to why
American nurses always documented their activities.

She decided to talk to her preceptor, Mattie, to address her questienals§ learned
how to communicate with her colleagues and doctors by observingeMettittie shared with
her a story about a lawsuit in which she was involved becausesatpigiveloped a blister from
a sequential compression devise after surgery. She also toldnMagiamportance of detailed
documentation and critical thinking, as well as acting independentlwoak. After the
conversation with Mattie, Marian was able to reinterpret hezgpéions of nurses’ roles in the
U.S. The meaning of being a nurse in the U.S. evolved from her naiveretédion built on
stories told by her family while in the Philippines.

One and half years after Marian’s arrival in the U.S., Mariacgdeed that she was
finally competent as a nurse in the U.S. She was able to jastifgpproach of interacting with
patients, coworkers, and doctors. She was able to overcome hémmitaptions that she was
abused by others, and adjusted her reactions after learninguliealc differences and
expectations. She was able to use assertiveness in an apprapdigkective manner after she
learned how to interact with others successfully, instead oflyneacting to others’ behavior
and verbal content. Reflecting on her memory, Marian thought, “Amenigesing is different,
although patient care was similar. | make more money hereaase, but | also deal with higher
level of stress. If | have a choice to start over again, hatrsure that | would take the same
route, knowing how many obstacles | had to overcome. Now that | aml lder@t know if | can
ever go back. The Philippines is so poor and the quality of care i®odt ghave gone through
so much to be here. | am not going back to start from point zero. | will stagrieeraaybe | will
help my sister to come to the U.S., too. However, | will make wufiad her a reliable agency

so that she will not have to go through what | went through.”
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Marian’s transition story provides a summary of the typical pgpeaeSNG goes through
when first coming to the U.S. Her transition path would have beern rasier if the hiring
facility had helped her settle in and the agency had kept tleemiges. Her adjustment to work
would have been much smoother if she had had a more understandsigppodive preceptor.
Having Mattie as her preceptor helped her tremendously in adjusting to henmeanment and

to American culture because Mattie went through the same process she did.

SUMMARY

This chapter presents a substantive theory to explain the courséipofoFnurses’
transition and adjustment to U.S. nursing practices. RelationaloceE®dinked to the core
variable ‘transitioning from Filipino to U.S. nursing practices’ eedl as data were being
collected and analyzed. Filipino nurses learned to adapt to U.Saggrsictices by learning to
understand American culture, their new work environments, and the Wighdaee system, as
well as overcoming other personal obstacles. They overcame thiesdtois by learning to be
assertive, which increased their confidence in living and workinthe U.S. After Filipino
nurses adjusted to U.S. culture and work, they perceived themsslvesra comfortable and
competent to practice nursing in the U.S. This substantive theory explaineidigosocesses by
which Filipino nurses came to adjust to their roles as nursebkeinUtS. Filipino nurses’
experiences and educational contexts in the Philippines was thefrthatir perceptions about
nursing in the U.S. Their meanings of U.S. nursing practices evdivedghout the process of
transitioning from their roles as nurses in the Philippines io ithles as nurses in the U.S. Their
transitions were affected by the perceptions that they hetbeirPhilippines about practicing
nursing in the U.S. They used skills obtained in the Philippines dsuhdation upon which to
interpret problems they encountered and their reactions to otherglditiom to previous
experience, the decision to migrate to the U.S. was alsoopédine process of how Filipino
nurses transitioned into U.S. nursing practice. Other relationed@mags included adjusting to

life in the U.S., adjusting to their new work environments, adjustngultural differences,



breaking through communication barriers, becoming accustomed to thadal8care system,
adapting to interpersonal relationships, and overcoming other obstabkese Tactors were
interrelated and shaped how Filipino nurses’ viewed their rolesitges and how they shifted
their practices from their home country to the U.S. The exemplse dlustrated a typical
scenario of how a Filipino nurse might became employed in the U.S. andahsgitian from her

role as a nurse in the Philippines to her role as a nurse in the U.S.
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CHAPTER 5: DISCUSSION

INTRODUCTION

The purpose of this study was to explore the social processeduatngito RN
role performance in FNGs from the Philippines currently pragion the U.S. Thirty-
one Filipino nurses were interviewed for this study, including time previous pilot
study. All participants had experience as either volunteer nargsr staff nurses in the
Philippines and were currently practicing full time as staffses in U.S. hospitals at the
time data were collected. Initially, participants who met ith@usion criteria were
recruited and interviewed about their experiences, as well asrdhes as nurses in the
Philippines and in the U.S. After the Pl formulated the initial sutiste theoretical
framework, theoretical sampling took place to locate individuals wHdhepotential to
strengthen the relationships among relational categories, hasmtle evolving theory.
Specific questions were also asked in later interviews tahi#lgaps in the emerging
theory.

The initial research question was “how do Filipino nurses come teigertheir
roles and adjust to roles as RNs in the U.S.?” and the initialfispaims of this study
were “to explore Filipino nurses’ perceived role performancehm W.S.” and “to
generate a theory describing factors that contributes to rfélipgistered nurses’ role
performance in the U.S.” After interacting with the partiaga the Pl revealed that the
participants’ description fit better with the re-stated spea@iiim “to explore how Filipino
nurses perceived their role performance in the U.S.” Althouglirtheitiated the study
with the specific intent of discovering Filipino nurses’ perceivete performance,
participants shared what were perceived as important to therheatinte of data
collection, which focused on how they transitioned and adapted to theira®la U.S.

nurse.
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The PI utilized memos, field notes, diagrams, and verbatim trptisos in the
analysis. She communicated with her advisor regularly in person amdmail to ensure
the trustworthiness of the data analysis. After intemgctiith the data with a constant
comparative method, the core category ‘transitioning from FilipmoUtS. nursing
practice’ emerged. The substantive theory includes nine relaticeglocgs that explain
the social processes by which Filipino nurses in this study ¢anaeljust to nursing
practice in the U.S.

The results of this study showed the difficulties that Filipinosesrfaced
adapting to their roles as nurses in the U.S., as well as sateges they used to cope
with these challenges. The results may help hospital admioistrand nurse educators
improve their orientation for newly hired Filipino nurses, as welbther FNGs from
countries in Asia. FNGs may also find the results benefidedy tmay benefit from
learning of the experiences of others who have transitioned to sfudcesirsing
practices in the U.S. Additionally, the findings may enhance stateting of Filipino
nurses by those who work with them to improve their interactiometiaeships, and
communications with Filipino nurses.

This chapter explores the connections between existing knowleddkearebults
of this study followed by a discussion of how the emergent theosytdieexisting
knowledge. The topics discussed include characteristics of Filipino spunsesing
education in the Philippines, healthcare in the Philippines, the dettsioigrate to the
U.S., settling into life in the U.S., adjusting to new work environsjeatljusting to
cultural differences, overcoming communication barriers, becomiogstamed to the
U.S. healthcare system, adapting interpersonal relationships, ancorousy other
obstacles. Learning the nurse’s roles in the U.S. is coveredaih loecause this study is

about how Filipino nurses made their role transitions in becoming a nurse in the U.S.
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CONNECTIONS BETWEEN THE THEORY AND THE LITERATURE

The literature review in chapter 2 presented what is currently knaout
Filipino nurses’ migration to and experiences in the West. Howé@weas unclear how
nurses from the Philippines perceived their work environment in the anh& what
effects these perceptions may have had on their role performarice U.S. Filipino
nurses’ perceptions and meanings about nursing in the U.S. were baséeiron
interactions with others during the course of their migration was incohnetiis chapter,
the Pl re-examined the literature in light of these intevasti The next section covers the
core variable, ‘transitioning from Filipino to U.S. nursing practaned how it relates to
existing studies.

Studies about the transitioning of nursing practice from one cotmtayother
were not identified in the literature reviewed, which was ssimg given the importance
of its role in explaining the social processes that contributeléogperformance in FNGs.
This lack of literature confirmed that there is a gap in tlegature. According to the
literature reviewed, nurses from other countries, like those fl@mPhilippines, may
encounter hardships associated with cultural dissimilarity, Egegubarriers, diversities
in nursing practice, and differences in social norms. For instanc€2007) presented a
meta-synthesis of 14 qualitative research studies with an ih-daptmary of immigrant
Asian nurses’ working experiences in Western countries. The niegares identified
included: “(a) communication as a daunting challenge; (b) differences imgymrsictice;
(c) marginalization, discrimination, and exploitation; and (d) caltdifferences” (Xu,
2007, p. 246). Other challenges identified were: adapting to interpersbat@bnships,
uncertainties about differences in nurses’ roles, and feelingseafibn (Daniel et al.,
2001; Ea et al., 2008; Yu, 2007). Filipino nurses in this study also expetidmese
differences.
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The substantive theory developed in this study includes nine relatategories:
(1) acquiring nursing knowledge and skills, (2) deciding to migtat¢he U.S., (3)
settling into life in the U.S., (4) adjusting to new work environmemtthe U.S., (5)
adjusting to the cultural differences between the Philippineshend.S., (6) overcoming
communication barriers, (7) becoming accustomed to the U.S. healtbgstem, (8)
adapting to interpersonal relationships, and (9) overcoming other obstarter to
existing study findings, this study showed that cultural diffesenccommunication
barriers, interpersonal relationships, differences in healtlsystems and nurses’ roles,
as well as other obstacles, including racism, were challertgs Hlipino nurses
encountered during their adjustment to working in the U.S. This stedyshbwed that
how Filipino nurses acquired their skills, made their decisions toateigand handled
their initial adjustment period were a part of the social mee that contributed to these

nurses’ role performances in the U.S.

Characteristics of Filipino Nurses

Asian nurses who work overseas are usually female, marriedinfellvworkers,
who are between the ages of 23 and 40 (Berg et al., 2004; Perin2€0&; Withers &
Snowball, 2003). The average age of the Filipino nurses in this study was 36 yeelns, w
was similar to the ages of participants in previous studiethétarore, in their study on
Asian American nurses, Berg et al. (2004) found that Asian nurseswmwerked in the
U.S. usually held Bachelor's degrees in nursing (78%), worked ful-{82.9%), and
would choose to become nurses again (80%). The majority of the nurges study
held a Bachelor's degree or higher (94%) and worked full-time (),06&th of which
were higher than in the study by Berg et al. (2004). This majuben part to the small

sample size in this studi(= 31). Because grounded theory is a methodology that aims
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to explain socio-psychological and socio-structural processes(&tGovan, 2001), the
representation of a population is not relevant to the conceptual develomhea
phenomenon; therefore, it was not a concern of this PI.

The following sections present how the theory that evolved relatexisting
studies, discussed in order, from becoming a nurse in the Philippines to theiriarineal
U.S., and finally, becoming a nurse comfortably practicing intt&. The sections are
divided into the following: prior to arrival to the U.S., arrival toeotation, early

adapting period, and later adapting period.
PRIOR TO ARRIVAL IN THE U.S.

Filipino nurses started to conceptualize their perceptions, meanays
expectations about U.S. nursing, prior to their arrival in the U.S.ewdhbtaining their
nursing education or gaining work experience. After they interactéd athers in the
Philippines, they learned more about U.S. nursing. Next, they begaprdbess of
decision-making to migrate to the U.S. These nurses had veryedifferews and
expectations of their jobs as nurses than those who were edandtéained in the West
because of their cultural backgrounds, previous experiences, or educat®moritaxt
affected these nurses’ perceptions and meanings about U.S. nursings andesult,
influenced the transition of their practice from one country to theroHowever, nurses’
educational backgrounds or work experiences in their homeland and the sobseque
influence these might have had on transitioning their nursing praegice not included
in the existing empirical studies reviewed. The following sectimsents the existing
literature and its connections within this context, which includdacation in the
Philippines, healthcare in the Philippines, characteristics gfifdlinurses, and reasons

for coming to the U.S.
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Nursing Education in the Philippines

Most hospital training schools in the Philippines were managed bytidiged
chief nurses, and followed an American-style nursing curricuBimasf, 1995; Ordonez
& Gandeza, 2004). In addition, many early nurse leaders and eduwatmseither
Americans or Filipino nurse graduates educated in the U.S. ($pad§92), which
formed the root of nursing education in the Philippines. This stateseapported by
the participants interviewed in this study. In fact, as mentioyechdny participants in
this study, the nursing schools they attended used English textbookEnginih as the
medium of instruction. In addition, these nurses received English emud¢hat dated
back to grade school, which increased their exposure to the Engilighage. Prior
research indicates that RNs from the Philippines may be izedato Westernized
healthcare systems because they were trained by Filipied mhises educated in the
U.S., which may influence their perceptions of their ability tdggar RN roles in the
U.S. (Ordonez & Gandeza, 2004). Participants in this study showedpéreeived
ability to adjust to the U.S. healthcare system and nursing praetice influenced by
their exposure to English and U.S. nursing practices. This alditatad their motivation

to migrate to the U.S. to work as a nurse.

Healthcare in the Philippines

The Philippines have struggled with partial success to providegheple with
better healthcare against insufficient resources. Leadingesanis inadequate health
outcomes and quality of healthcare in the Philippines include: (a) padthdere
financing; (b) an improper health service delivery system,udict an insufficient
system for providing public health; (c) a brain drain of health psajeals to developed
countries; (d) excessively high prices for medicines, leadirtggh out-of-pocket costs;

(e) inadequate enforcement of regulatory mechanisms; and (fgqonate efforts to
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prevent and control new diseases, particularly non-communicable dis@A840,
Philippines, 2005). The vivid stories shared by the participants istthdy echoed some
of the above causes. For instance, they identified problems wilthdega in the
Philippines as shortages of medical supplies, poor quality of eacdk,shortages of
nursing staff.

In addition to insufficient resources, the ‘brain drain’ made thstiag shortages
of nursing staff in the Philippines even worse. For instance,Uhieersity of the
Philippines-Philippine General Hospital loses 300 to 500 nurses fromvahdorce
every year (WHO, Philippines, 2005). Females were the majorithasfe emigrating
from the Philippines in the mid-1990s, and 14% of them were nurses ZB@4). Brain
drain was mentioned by the participants in this study in the forlosofg experienced
nurses and nurse leaders. In fact, many of the participants isttlig were nursing
instructors in the Philippines, including one who had a doctoral degresaand faculty
member and researcher at a Filipino university. These lossesraate an extra burden
on educational institutions attempting to improve or even maintain thelity of
nursing education, as well as healthcare agencies trying to erquality care to the
Filipino public.

The health problems in the Philippines are, to some extent, diffieoen those in
the U.S. The leading causes of death in the Philippines are retatedite infectious
diseases (Department of Health, 2005), whereas the leading chuesth in the U.S.
are the development of chronic diseases (CDC, 2005). These diffenerthesnhature of
disease and the nursing care related to such diseases or cond#&iobs 80 diversified
that they require different approaches in planning and implemerdireg Eor example,
the nursing problems for acute, watery diarrhea would be veryehtférom those for

stroke. Without further orientation, Filipino nurses’ experience witingafor patients
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could be limited to what they were exposed to in the Philippineshwhiias primarily
acute illnesses. They might need to learn how to take careiehtsain the U.S. who
have multiple chronic illnesses and health problems. One of the pantigiin this study
actually stated her surprised in having to send an 80-year-olchtpati® had some

underlying medical problems to surgery.

The Decision to Migrate to the U.S.

In previous studies, reasons that Asian nurses migrated to tls Wéze
presented as either ‘push’ or ‘pull’ factors (ICN, 2007; Kline, 2003; Lorenzo, &0dl7).
Push factors are circumstances in the FNGs’ countries thvat thém to emigrate. The
major push factors are as follows: poor economic conditions, highredssand socio-
political instability in the country of origin. Thomas (2006) discoudettee reasons that
Indian nurses migrated to other countries, including a poor native economy,
dissatisfaction with working conditions, and unhappiness with prevaleral satiudes
towards nurses in India. This might also be true for Filipino nurseause the economic
conditions were perceived to be poorer in the Philippines and working condisons
inferior to those in the U.S., according to the participants inteedeWwilipino nurses in
this study went through several steps to make their finasidesi to migrate to the U.S.
after they acquired nursing knowledge and skills in the Philippines.fadters that
pushed them to migrate to the U.S. were poor economic and socialosguat the
Philippines, poor working conditions, and few job opportunities, which wereasitail
previous studies.

On the other hand, pull factors are circumstances in the receimumiries that
inspire FNGs to seek employment there. The major pull factersbeiter economic

conditions or financial compensation, better work environments, opporturidres
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professional development, educational opportunities, adventure travel, angbsliaal
stability in the receiving countries (Daniel et al., 2001; Kli2@03; Mejia et al., 1979;
Withers & Snowball, 2003). Similar factors attracted Filipino nuteesome to the U.S.
These included: advancing one’s nursing career, improving faifalybetter pay, and
better opportunities. Filipino nurses in the study by Gonagle eR@D4] intended on
working in the UK and sending money back home, which was one of tlh@ ma
incentives for going abroad to work. Filipino nurses in this studyesspd similar
reasons for entering the U.S. One reason mentioned by Filipino nrdes study that
were not mentioned in previous studies was ‘witnessing other Filipmiggate.” While
‘better work environments’ and ‘socio-political stability in tleee@iving countries’ were
not expressively mentioned by participants in this study, mo#teoparticipants either

desired, or were encouraged by others, to come to the U.S.

ARRIVAL AT ORIENTATION

Working environments and organizational structures were identifigd@stant
factors when considering work expectations in a hospital in the W@Ki@Det al., 2001;
Gonagle et al., 2004). Filipino nurses in this study experiencethsedjustments. Their
adaptation started with settling into their lives and then adgidb the new work
environment, which took place from their arrival to the completion of treentation as

a newly hired nurse.

Settling into Life in the U.S.

In their study of Asian nurses, Withers and Snowball (2003) cortldioiat
nurses’ expectations about earnings and living conditions had not beeandhatight
have led to their dissatisfaction. Nurses’ attitudes and behavighg aiso be affected by
these unmet expectations, which might lead to their resignatiams their jobs.
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Information about health insurance, shelter, and transportation appedre lacking for
the FNGs in Gonagle et al.’s (2004) study, which may have led to feelinggoase and
bewilderment. This is also true of nurses in this study. They dichaa¢ information
about the jobs they were hired for in the U.S. or a place livenwiney arrived. Also
corresponding to Gonagle et al.’s study, some of the nurses irutlisdid not receive
assistance from their recruiting agency or hiring facikjch created frustration and
confusion, which might have delayed their adjustment to their nesk @nvironments.
Some participants had to find their own apartments and modes of tratisporthen
they arrived, which was problematic for them. These negative ewerdted changes in
their perceptions and meanings about U.S. nursing. This may have beemiguiaf they
had been provided with realistic descriptions of what to expect Wiegratrived. Hence,
if they are not provided with basic transportation, housing, and basicsiesethen they

can be prepared to make these arrangements when they arrive.

Adjusting to New Work Environments

Nurses in Gonagle et al.’s (2004) study did not receive informatimuta
common working conditions, pay, or resources that might be accessthke country of
employment. Some participants in this study also did not redeisenformation from
their employers or recruiting agencies, or they received infavmétey later found to be
false. These questionable interactions influenced their views aadimgse about U.S.
nursing and life. Without positive support from their hiring agenciegio nurses
experienced unplanned maladjustment that led them to seek out otheetpfdfilipino
nurses in this study reached out for others’ support, especially @ther Filipinos,
which they found helpful in adjusting to their new work environments, esfyeduring

orientation and immediately after orientation. Yi and Jezewski (2@20)d a similar
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pattern in Korean nurses. Hence, it might be useful to arrarmmyecaptor for FNGs,

including Filipino nurses, who is from the same cultural or ethnakdraund when

possible. This may help the new nurse feel more comfortable ssdhieeatened when
they have questions or need guidance when adjusting to pradhcihg U.S. Withers

and Snowball (2003) also found that supportive mentors or preceptors weszl\asw
beneficial because they provided advice and assistance to neadyHilipino nurses.

Having a good preceptor was very important for Filipino nurseadjast, especially
when they first arrived. They learned well from their mentd¥hien they saw other
Filipinos succeeding at work, it was empowering to them. Thusighagencies should
actively encourage newly hired Filipino nurses to look for oth@piRd nurses employed
at the facility and facilitate the formation of such relatiopshiThey may also provide
these nurses useful resources such as local Filipino churches ippiRed Nurses

Associations for additional support.

In addition to learning from others, Filipino nurses had to adjust tontgical
equipment and technology that is used in the U.S., which were perceywédeb
participants to be far more advanced than in the Philippines. Theyhawe seen this
medical equipment in textbooks, but they were never exposed to the equipntigeir
native nursing practice. Allowing them to familiarize thelmss with the medical
equipment and technology during orientation, before allowing them to gakent
assignments, may decrease their uneasiness and stresdfieéhelsfeel comfortable and
competent to handle medical machinery and technology, their confideviels may

increase, and their anxiety levels may decrease.



EARLY ADAPTATION PERIOD

Ordonez and Gandeza (2004) mentioned that Filipino nurses were kabyetdi
stay away from conflict and were scared of disagreeing withoaity, such as nurse
managers or directors. They may be perceived as avoidingomslaips with others
because of this avoidance. Participants in this study used avommatioeir first reaction
to conflict, especially during this early adaptation period. T8teyred that being shy and
less vocal at work was one of their personal obstacles. They Hadttbecome less
introverted and more accustomed to living as Filipino Americaasljiest to the cultural
differences between the two countries. They also had to beamust@med to making
their patients the center of their nursing care. To prap@tient-centered care, Filipino
nurses had to learn how U.S. families involved themselves wignpagare, how patient
confidentiality and privacy were handled, and how pain managensenhandled in the

U.S.

Adjusting to Cultural Differences

Culture is an influential construct that refers to the learnedshackd knowledge
of values, beliefs, customs, and life ways of a specific gtbapare normally passed on
from generation to generation (Spector, 2004). Culture persuadesalyge people
communicate, behave, believe, and act. Therefore, the clashipifid-ihurses’ culture,
and the local culture in the U.S. where they practiced, often dreatdlicts and made it
necessary to adjust and find ways to cope. Cultural adjustmeniesmpbntinual
adaptation to the new culture. Positive adjustment would mean thagnamts and
residents of the receiving country mutually accept each otheitsires, and that
immigrants assimilate to the host culture, whereas negativwestagint implies the

rejection and alienation of the immigrants by residents of tbeivieg country or vice
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versa (Ea, 2008). To avoid misunderstandings with their patientssnuese advised to
learn to adjust and meet patients’ perceived needs (Spector, 2004).

One of the biggest challenges working overseas is adapting to the ne
environment and culture. In a descriptive correlatiabadly, Ea et al. (2008) found that
Filipino participants’ job satisfaction had a moderately positiveetation to the level of
acculturation. Thus, it is essential to pay attention to FNGsurallmilieu to uphold
their adaptation into the practice of American nursing (Dijkhuizen, 1B@%jerman,
2006). A newly employed nurse usually feels confused about the organikzatitinee
of the institution where she is employed (Khoza, 2005). This is trueN@s, including
those from the Philippines, because they were not familiar WwehU.S. healthcare
structures and the local culture. Filipino nurses in this studyesged challenges in
learning patient-centered care.

Filipino nurses in this study were accustomed to patients’ famégnbers in the
Philippines staying with patients who were hospitalized, wheeragyf members in the
U.S. had less involvement with patient care. This finding is compat@lite findings of
Yi and Jezewski's (2000) study of Korean nurses, who were “puzzled, ednfasd
frustrated” with the lack of family involvement. Filipino nursesre surprised and also
frustrated when they realized that family members in the ticSnot help with beside
nursing care like families in the Philippines and actually deméntursing care be
provided in ways that the families expected. Some Filipino nurses felt tdesgional as
a nurse in the U.S. because they were performing tasks thdy famambers would
normally do in the Philippines. Similarly, in a phenomenology study, Genetgal.
(2004) found that Filipino nurses might take for granted that faniligse UK will take
care of the basic needs of hospitalized patients. Daniel eR@G)1) also found that

patients’ families or relatives in the UK rarely took cafdheir personal needs, such as
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hygiene and feeding. These additional expectations created argneakload for the
Filipino nurses than they expected.

Filipino nurses, like many other Asian nurses, have a strong faméwntation
and they treated other nurses of the same ethnicity as famép they were overseas
(McLaughlin & Braun, 1998). This was evidenced in participants in thidysbecause
many of them received assistance from other Filipinos eithéfei or at work. In their
summary of the healthcare beliefs, behaviors, and practicebpmd-inurses in the U.S.,
Ordonez and Gandeza (2004) explained how nurses primarily socialiiedothier
Filipinos, which significantly reduced the amount of interactiory thad those from
Western cultures. Participants in this study also mentionedhiatpreferred to mingle
with other Filipinos and ask them for help rather than people of otheiciies. This
attitude may negatively influence their cultural adjustment Umexaf the decreased
contact with local communities.

Filipino nurses, like other Asian nurses, become more acculturatétestern
healthcare systems when they move to the West; however, #@udifomal values and
cultures still affect their daily practices, beliefs, andhéwaors (Ordonez & Gandeza,
2004). It is beneficial because it heightens their sensitivitheoctlture and beliefs of
others based on their process of adjusting to a different culture. Vdoweir own
values and culture may create potential conflicts when caringpdtients and their
families, if they fail to recognize these conflicts and haiidie a professional manner.
Many participants stated that they were able to successfdjiist to American culture
once they had been in the U.S. for a time and learned American culture. Hovesezal
participants who had been in the U.S. for more than five years meanhttbae they
continued to dislike the lack of family involvement with patient carel patients’

demands for pain medication. These conflicts remained even afiepéhneeived that
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they had adjusted to American culture. Therefore, one could argua fferson from a
different cultural or ethnic background may not become complettyltarated to
another culture. Thus, it is a wise idea for Filipino nurses who are planning toactmee t
U.S., or who are practicing in the U.S., to remain aware of tveir values and beliefs
when caring for patients and their families. Ea (2008) suggesteddhanistrators and
employers should debate implementing ‘acculturation programs’ tedtedieved to be
helpful to foreign educated nurses so that they easily transdidhet U.S. healthcare
system, as well as to society generally. Administratorsramge educators should also
consider integrating cultural training into their new employdentation programs to

help foreign recruits accommodate these challenges more effectively.

Overcoming Communication Barriers

Some of the results of this study related to communication siendar to
previous results reported by other researchers. For instandegiinstudy of Korean
nurses, Yi and Jezewski (2000) found that overcoming language baragersne of the
relational variables. They discussed communication barriers in;daptbhding different
accents, pronunciation, medical terminology, and telecommunication, itioaddd
language barriers. Furthermore, in Xu’s (2007) meta-synthegisiah nurses, examples
of ‘communication as a daunting challenge’ included lack of gkili accents and use of
informal language; difficulties in telecommunications; the dominffece of
communication deficiency; and accent and communication deficiensigsoands for
discrimination. Filipino nurses, like other Asian nurses, may alsoriexjge difficulties
in communicating with others due to the various accents and pronunciasons|l as
the use of slang (Ordonez & Gandeza, 2004; Xu, Gutierrez, & Kim, 20G8j}icah

jargon, abbreviations, and terminologies (Daniel et al., 2001). In Dena.’s (2001)
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study, nurses experienced the use of verbal orders rather thttenvames, as well as
differences in medication names. They may have been emleartastalk or were afraid
to ask questions because they had difficulties communicating iisEniurses in this
study experienced similar communication problems as these studies, incldficudfids
with telecommunications, accents, slang, pronunciation, medicalintdogy, and
differences in the names used for medications. Indeed, seagtalipants mentioned
their fear of picking up the phone or calling doctors due to the language barrier.

Filipino nurses had to overcome their communication barrier to move on and
adapt to U.S. nursing practices. Yi and Jezewski (2000) found theaKaowurses were
not able to function competently without proficiency in the English lagguThis was
also true for the Filipino nurses in this study. They had to betahlederstand doctors
over the phone in order to receive telephone orders. Because ofkh&f laen-verbal
cues, telecommunication was incredibly hard for Filipino nursegcesly during their
first year of adjustment. Adjusting to different accents and tee of medical
terminology were also required to carry out nurses’ responsbiligfficiently and
accurately. They also had to communicate well in English to starfdrupemselves
when needed. Communication skills formed the foundation for Filipino nurses i
overcoming many potential obstacles, such as intimidation from sptlicoming
accustomed to the healthcare system, and adapting to interperdatiahse Although
English was used as the medium of instruction in grade school, laasweltheir nursing
education, as mentioned by many participants in this study, st msd used as the
language of communication in their home settings in the Philippinesy Tearned
English and medical terminology mainly from textbooks.

Filipino nurses attempted to overcome communication barriers by asking others t

clarify or to teach them to say it correctly. Previous studidsnot explicitly mention
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how Asian nurses dealt with their emotions. In this study, Filipinoesuttsuried’ and
internalized their frustration and went on to learn to adapt to anutkee jobs. They
cried and dealt with their emotions at home or shared them with [éthnos and their
families back home. They tended not to show their negative emotiabexs at work
because it was culturally unacceptable to bring personal problemnsraotions to the
workplace. As a result, they had trouble understating informal Engirsslang, as well
as many idioms. They learned from natives how to communicate ib.theand thus
became accustomed to the ways Americans communicated indife@k settings only
after they been in the U.S. for a while. This is when they rfelte comfortable in

communicating with others.

Becoming Accustomed to the U.S. Healthcare System

Filipino nurses were not aware of the legal aspects of U.Shbas when they
first arrived because it was not an issue in medical/nupsengice in the Philippines. Xu
(2007) identified the legal environment as one of the differencesursing practice.
Participants in this study were stressed and scared whenh#daag about lawsuits.
Hospital administrators could help them by including a legal componeheir initial
orientation processes. Increased awareness of the legal aspec& medicine would
reduce their anxiety levels.

As the patrticipants in this study mentioned, the importance of thbraursing
documentation was not strongly emphasized in the Philippines. Thisbendnecause
lawsuits against medical personnel were not common in the Philippioesuntil they
were practicing in the U.S. did Filipino nurses learn to makeleégtdocumentation to
protect themselves from potential lawsuits. Thus, they might ndea gdance in how

to document effectively and correctly in accordance with U.S. ipesct Hospital
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administrators and educators should therefore consider incorporatiagtic@r
documentation in their orientation before any patient assignmentsade. This may
help them feel more confident about nursing documentation and lesedtassut
potentially being sued or making an error due to insufficient or inaccuratengéotation.
Nurses in the Philippines were responsible for assisting doctaryingaout
orders, administering medications, and executing paperwork, sucHig. Bikccording
to the participants in this study, nurses in the U.S. functionatients’ advocates,
educators, and care managers. Filipino nurses felt that they wpezted to be
independent, assertive, and vocal, which was completely differentviltath they were
accustomed to when practicing in the Philippines. In fact,qyaatits mentioned that one
of the hardest things to learn when becoming a nurse in the UsSassartiveness and
independence. Nurses in the U.S. are recognized as functioning much more
autonomously compared to nurses in other countries (Xu, 2007). Filipino nweseaat
accustomed to being independent while working in the Philippinesibedhere were
always residents on duty in the hospital. Filipino nurses weneettaio merely follow
doctors’ orders without questioning them. Therefore, they had to “unlaaseitain level

of deference to doctors and learn to be more assertive, vocal, and independent.

Learning Nurses’ Roles in the U.S.

Because this study is about how nurses from the Philippines made the transition in
their roles as nurses in the U.S., ‘re-learning nurses’ ioléke U.S.” was discussed
extensively in this section. The nurse’s role in the U.S. differsarious settings or
positions(Kerfoot, 1997). The nurse’s role can be divided into five categories ienpat
care: caregiver, advocate, counselor or educator, coordinator or cdiebarad

consultant (Doheny et al., 1997). Examples of functional activitiesuises’ roles are

13¢



summarized in Table 3. Risk manager, researcher, mentor, adnmjs&ad case
manager are other functions for which nurses are frequentlynmeeog A nurse carries
out these roles whenever appropriate to care for his or hatscli@ome of these roles
were not explicitly discussed by participants in this studyhages, they were not aware
of nurses’ roles or the fact that they are performing theseylartroles. However, that
nurses served as patient advocates, educators, and caretakdrsquantly mentioned
by the participants. They also functioned as consultants, collabratond
administrators, but did not explicitly name these roles.

Nurses were in charge of different areas of patient cateeifhilippines than in
the U.S., even though many participants expressed their percefitadmursing was the
same worldwide. Filipino nurses in this study were confident i tihaising skills and
knowledge because that was what they were taught in nursing sclexgesienced as a
staff or volunteer nurse in the Philippines. According to the partigpamany of their
instructors and principals received their advanced nursing educatibe 10.8., which
increased these Filipino nurses’ exposure to American nursing. udowley were not
accustomed to how nursing care was carried out in the U.S. due neadifferences in
culture and advanced medical technologies. Thus, Filipino nurses’tivaasirom
nursing practice in their hometown to nursing practice in the WaS.not as smooth as
they had initially expected.

As a client caregiver, nurses commonly engage in physicawes as
psychological actions with their clients. These activities malude performing physical
assessments, wound dressing changes, vital signs monitoring, sgnityrassessments,
and medication administration, as well as giving emotional support.stbpes of
practice for nurses consist of prioritizing the plan of carerycsy out nursing

procedures, managing patients’ problems or conditions, and utilizing edquir
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technologies (Edward & Davis, 2006; Funtera, 2003). The Filipino nurses m@se
familiar with this role because this was their role in thdifffines. Thus, functioning as
a patient caregiver was not difficult for them. What mightenbeen difficult is that they
had to learn to think critically about findings in their asses#s and then to take the
appropriate actions.

As a client advocate, nurses provide assistance for their cientsderstanding
medically related information. They also play a major part otguting their clients’
rights (Doheny et al., 1997). Thus, nurses must know their responsbiived to
practice in the U.S. They are legally accountable for théiores; or inactions, relating to
their clients (ICN, 2004). Patients’ rights were not an issu@dirses caring for patients
in the Philippines, and thus, additional information related to patieffideotiality and
privacy should be an essential component of orientation for Filipireesuin addition,
nurses must pay close attention to physicians’ orders to catchtipb&srors because
they are legally liable if they fail to do so (Xu, 2007). Filipino sas were trained to
merely follow doctors’ orders in the Philippines without confronting tlexan if they
felt the need to do so. They were doctors’ assistants and diddattars’ asked them to
do without question. As a result, the Filipino nurses in this studydpdt in additional
time and effort to become accustomed to this role. Severatipartts mentioned this
role, especially those who had been in the U.S. longer than 10 ybassleBrned that
one of their roles as an American nurse was to serve aseatpadvocate. Once they
adjusted to this role, they realized the importance of takingopgpte actions as being a
patient advocate. As a practicing nurse in the U.S., when thingsaymwhey know to
supply the best possible solution and to speak out for their patientddser who had

been here for less than one year, it was difficult for thenet¢ognize this role or to
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perform it at an appropriate level. They first had to learn tosberave, as well as to be
confident, in their language and critical thinking skills to fulfill this rapgropriately.

Teaching patients is an essential part of the nurse’s Baleass, 1992). Nurses
may provide teaching to individuals who are part of their patiant ¢eam, such as
clients, families, and colleagues (Doheny et al., 1997). Nursesfideducational needs
by interacting with their clients and other healthcare tearmbmees. Barrass (1992)
emphasized that nurse and patient must create a partnership fpatihet to reach
successful outcomes in learning. Such relationships entail gdemtimmunication and
interactions between the patient and the nurse educator. Nansesomprehensively
assess the patient’'s readiness before giving them instructiantdnacting with the
audience. She can also evaluate the effectiveness of her tebghimgracting with them
after implementation. This role was not discussed overtly by the pantisipethis study,
although several mentioned the importance of patient teaching asfghdir nursing
care. Some mentioned that there was a very little time fdl this role due to their
engagement with personal care tasks, such as cleaning artthgotleeir patients.
Likewise, in a study conducted by Aiken et al. (2001), nursesdstiiat they were
mandated to perform many non-professional tasks that led theeawe professional
work undone, such as teaching patients and families.

Having strong coordinating skills with and around the interdisciplihagithcare
team are also necessary for the U.S. nurse. This role reqgfiocléd@ communicate with
the interdisciplinary team, which made it necessary for Riipiurses to adjust to the
cultural differences and overcome communication barriers to ocauty this role
effectively. Nurses collaborate with other professionals, asagelhe patients and their

families, to create a care plan that best fits the clier@éds and concerns (Doheny et al.,
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1997; Johnson & Schubring, 1999). This nursing function was also not addresbed by t
participants. Perhaps they were not comfortable with or trained to functioohas s

Serving in their role as a consultant, nurses operate as a eepeuson (Doherty,
2003). Their role as a leader or role model is important to ensulgyqufacare and
maintain nursing standards. A consultant nurse is in charge of miaayg, auch as
leadership, education, research, and development of practice (Currie, NA@0I&y,
1997). Filipino nurses in this study served as role models or respensens for fellow
nurses, but did not explicitly mention their role as ‘consultant,’ wihhay be because of
their lack of awareness of the existence of this role asgbad.S. nurse’ scope of
practice.

Administrative functions include the delegation and supervision of clistedt,
as well as policy and protocol development or change. Nurses often vilorknkcensed
personnel such as patient care technicians (PCTs) in the U.Seaefibte, must delegate
appropriate tasks to them. Nurses are legally liable for matare even when they
delegated tasks to other unlicensed personnel (Xu, 2007). Filipino nurgesxiremely
uncomfortable delegating tasks to PCTs before they becanustaced to the U.S.
healthcare system. They either did not find ways to effectiv@ymunicate with PCTs
or were afraid that delegated tasks would not be performed appriypritieses in this
study mentioned the initial difficulty they had dealing with BCand how they
eventually became accustomed to it. They encountered rejesttbnmistreatment by
PCTs. After they became used to the functioning in the healthgstensin the U.S.,
they learned over time to delegate properly to ensure othdmped delegated tasks.
Delegating was hard for most of the Filipino nurses interviawékis study, particularly
during their orientation and early adaptation period due to culturateftfes. It might

be useful to include delegating as part of their initial orteriaso that frustrations from
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rejection and conflicts with their aides can be minimized. Fhi@ino nurses in this
study performed this role as part of their nursing practicedidubot mention their role
as administrator. This may be because they do not perceive thesngs administrators.
They may be unaware of the role they played as an administrator whevisogePCTs.
Additionally, as a nurse administrator, nurses are also accountaldaduring that staff
members comply with rules and regulations, and may evaludfejataperformance
(Tolle, 2006). This part of the administrative role was also not owadi by the
participants, partly because they were practicing as istasies and were not required to
be involved with these functions.

All of these nursing roles in the U.S. are interconnected andomagcessary in
various circumstances or areas of practice. Nurses aretedpec function in their
required roles in their specific setting and condition. Given dineptex definitions of the
nurse’s roles and the broad areas of obligatory involvement witmpatiee in the U.S.,
nurses from the Philippines face many challenges functioning indeptdy as a nurse
and adjusting to the U.S. healthcare system. In fact, Filipino nomsegsoned that one of
the biggest challenges adjusting to U.S. nursing practices watdiftbences in how
nurses were expected to relate and interact with physicidahs 10.S., because they were
not expected to discuss with physicians regarding patient cttie Philippines. Filipino
nurses had to learn to stand up for themselves confidently, if rdguirthe presence of

doctors instead of merely following orders and agreeing with them.

LATE ADAPTATION PERIOD

Nurses moved on to the late adaptation stage after they becarfwetabla with
the immediate adaptation areas, such as their personahdi¥e,work environments,

communications, cultural differences, and the U.S. healthcare sy$tes happened
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approximately one year after they arrived in the U.S. when teggarbto adjust their
interpersonal relationships at work and how they managed other ebstatérestingly,
Yi and Jezewski (2000) also distinguished Korean nurses’ adjustmertivmtstages,
initial and later. Korean nurses in their study perceived thabk at least 5 years until
they were able to start ‘adopting the USA style of interpersonalaesdtips and problem
solving strategies,” while Filipino nurses in this study perceiat they moved from the
early adaptation period to the late adaptation period about one yeatheff arrived in
the U.S. Filipino nurses may perceive themselves as able to sdjus$. nursing faster
due to their increased exposure to English and U.S. nursing in theitamom@&heir
perceived adaptation could be very different from that of thed&omurses in Yi and

Jezewski's (2000) study.

Adapting Interpersonal Relationships

Adjusting interpersonal relationships was one of the major reldteatagories
found by Yi and Jezewski (2000) that was related to their corablariLikewise, in this
study, it was extremely important for Filipino nurses to leaterpersonal relationships
in order to feel confident functioning as a nurse in the U.S. They wguected to
interact with doctors, colleagues, supervisors, patients and theiliel and more
importantly, their assistants. Collectivism was mentioned asdbmlization style for
many Asians (Liou, 2007; Yi & Jezewski, 2000). Due to entrenched sjaisgans often
believe that one should focus on the common good rather than on the needs of
individuals. Filipino nurses may take a long time to adjust tovilig of interacting with
others in the U.S. Filipino nurses must reconcile themselves tdaniprmterpersonal
relationships at work, including doctors, patients and their fesnibnd colleagues. Xu

(2007) found that RNs from the Philippines believed that their kindnesteadency to

142



accommodate was taken advantage of and even abused by people ey witn or
cared for. This was also experienced by participants insthidy, which forced them to
become more assertive. After they became familiarized \Wwehirhmediate adaptation
areas, as mentioned above, they learned to fine-tune their apmtadieers, especially
at work.

Filipino nurses experienced intimidation from doctors in various w&ys.
instance, doctors sometimes questioned the Filipino nurses to discdbeagefrom
calling them about patients’ problems. Filipino nurses were dcand frustrated when
communicating with doctors, especially when they first arrivedthe U.S. The
relationship between doctors and nurses in the Philippines was diffleaent was in the
U.S. Head nurses and senior nurses in the Philippines were the only wisenight
discuss issues regarding patient care with doctors. In the Phdgpnurses perceived
themselves as doctors’ assistants rather than someone whorieddtdependently. As
a result, they had to adjust how they communicated with doctang ib.S. In addition,
some doctors are from other countries too and may possess difiiierdes toward
nurses, which may in-turn create additional adjustment challelgdsilipino nurses.
Although it was not easy to overcome the fear of intimidationoafront mistreatment
by doctors, Filipino nurses learned to speak up for themselves tafgr gained
independence at work, learned to communicate in English effectivelygm@plied critical
thinking skills to their work. Administrators could facilitate ipiho nurses’ adjustment
by demonstrating some useful approaches to communicating with doctipisoRiurses
also found it helpful to buddy up with a senior nurse and learn from her or him.

In the U.S. working environment, teamwork was the focus, whereakein t
Philippines healthcare system, a rigid hierarchy was commorpiace. For instance, in

the Philippines, senior nurses usually controlled the work area anoudiged new
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nurses from overstepping their influence or power. Nurses superviseddsistants and
had the authority to assign them tasks. In contrast, teamwork istedpe the U.S.
Thus, senior nurses usually work with new nurses, as well as $isestamts, to get their
jobs completed. It may be a source of stress for Filipino nusdsatn delegation,
especially when they first come to the U.S. due to the diffedtgnamic in relation to
aides. Filipino nurses learned the importance of teamwork dum@date period of
adaptation. Learned skills like delegating may improve the wgnietationship between
Filipino nurses and their assistants.

Filipino nurses perceived that patients treated nurses differently in&eHhan in
the Philippines. Patients and families in the Philippines autorigtieapected nurses as
medical professionals and would not ask them to do simple tasksasudhaning and
toileting for their patients. On the other hand, patients in the, S well as their
families, usually expect nurses to ‘help’ them with all aspe€ttheir care. Filipino
nurses had to adapt to this patient-centered attitude in the U.$hchealsystem.
Although they might have had difficulties accepting the additiongpaesibilities and
cultural differences, they finally perceived that they waiée to adapt to this different

kind of relationship with patients and their families in the U.S.

Overcoming Other Obstacles

Filipino nurses had to learn to overcome stress from many soureeska They
also had to face mistreatment from others at work. Many gaatits in this study stated
that they had been mistreated by doctors and/or colleagues.dbtimen dealt with it by
ignoring the problem or mistreatment, while others rationalized #acceptable. Filipino
nurses had to learn a more effective way to deal with thesecldssta avoid being

mistreated or discriminated against by others. According to both pedli@nd
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unpublished sources, FNGs in previous studies perceived that theybdwu

discriminated against or experienced racism working abroddn(Adt al., 2004; Ball,

2004; Smith & Mackintosh, 2007; Xu, 2007; Xu et al., 2008). For instance, nar¥es i
et al.’s (2008) study experienced agonizing feelings of alienatidihe workplace, and
prejudice and discrimination from others. Racism or discriminatiay megatively affect

the quality of care FNGs provide, as well as their qualityfef because of frustration or
anger generated from such treatment.

Examples of mistreatment mentioned in the above studies includedr unf
treatment, being passed over for promotions or raises, bullyingxoialsharassment,
failure to receive comparable wages, and a lack of respect dtbaers. Asian nurses
commonly experienced unfair assignments, undesired shifts, andoaaddiholiday
shifts. While adjusting to foreign healthcare systems and cs|JtBiNGs might choose to
suffer through to the end of their often-substandard contracts, whagh lead to
discrimination or marginalization (Yu, 2007). Withers and Snowball (26@&)d that
Filipino nurses finally reached the phase of conflict resolutitverwthey decided to
adjust to the new culture and take action when discriminated agaamsé nurses in this
study experienced unfair treatment at work, such as shortenedtations or not
receiving comparable wages; however, they did not complain or adthness
transgressions. They experienced this mistreatment during #itheorientation period
or in the early adaptation stage, which might be the reasonhelgydecided not to take
appropriate action. Their focus at that time was to adjust tortbairjobs and settle into
their new lives in the U.S. They were also afraid that they might losgdbear waste all
their energy on uncertain outcomes. Also, actions against emphgee not common in
the Philippines; therefore, participants in this study did not takgon against

mistreatment. However, one participant who was assigned aseatpadre technician
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during her orientation did file legal action against her foremployer. Although she
lacked status for a period, and had to find a new sponsor and pdne fattérney fees
herself, she won the case. This participant mentioned that sloeriéient in doing so
because she had been in contact with other Filipinos who had filediitavagainst
unlawful employer activities and won their cases. Other Filipilkes those who did not
take action against misconduct, might not have been aware ofathkty to fight for
their rights, or were afraid of the potential consequences, sumdirag deported back to
the Philippines.

Evidence of racism includes marginalization, exploitation, and al@nati the
workplace or at home. Racism was mentioned by the Filipino nusses‘@erceived’
problem rather than an existing circumstance. Many expressed thiest felt
discriminated against, but had no actual evidence. These feelingBenétion are
common in these Filipino nurses, even after they have been in theotUn$ore than ten
years. Their continual experience with racism indicatesatiaistment to nursing in the

U.S. may be an ongoing process with no clear end.

SUMMARY

The purpose of this study was to explore the social processeshoting to
Filipino registered nurses’ role performance in the U.S. Attyfone female participants
had experienced challenges during their adjustment to Ameriéanahd work
environments, as well as in the transition in their roles as & muithe Philippines to a
nurse in the U.S. Using a constant comparative method, grounded theonsevfal to
explaining the process of Filipino nurses’ role transition fronir theme country to the

U.S., In addition, symbolic interactionism was helpful as a theoretical backdiaruhs
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study because Filipino nurses’ role performance was related sesiumteractions with
others and the healthcare system.

The core variable identified in this study, ‘transitioning fromipko to U.S.
nursing practice,” was a unique finding from this grounded theoryy dhedause it
included Filipino nurses’ meanings and conceptualizations about théhigt Slated back
to when they were acquiring their nursing knowledge in the Philippirsesiell as to
their decision to migrate to the U.S. Other themes identified in this staldyled settling
into life in the U.S., adjusting to new work environments, adjustinghéo cultural
differences between the Philippines and the U.S., overcoming conatianidarriers,
becoming accustomed to the U.S. healthcare system, adopting tpeisteral
relationships, and overcoming other obstacles. Overall, these findiexgs similar to
other published research findings summarized in the literaturewesection of this
dissertation. Filipino nurses’ adjustment processes were divideduntstages; namely,
prior to arrival, arrival to orientation, early adaptation stagel late adaptation stage.
These stages assisted in understanding how Filipino nurses camakedheir decisions
to migrate to the U.S. and how they finally perceived themselves as cuntdmpetent,

and culturally adjusted nurses practicing in the U.S.



CHAPTER 6: CONCLUSIONS

INTRODUCTION

This chapter represents a culmination of chapters 1 -5. The conclugiding
study are summarized.

Nursing shortages in the U.S. are a documented problem and ase tbkel
continue if not addressed appropriately. Nurses who work in the conditused by
these shortages will most likely become emotionally and pHiysexhausted because of
extra work, which may lead to their resignations or job dissatisfg possibly causing
even more nursing vacancies. Staff nurses, patients, and hospitalsaciars may be
concerned about the nursing shortage in the U.S. because a dearth ©fshargetential
danger to patient health because nurses are at the heart of higlp healthcare
(Hassmiller & Cozine, 2006). Hospitals, as well as other hea#Heailities in the U.S.,
have been filling RN positions left vacant by domestic nursesrimghoreign nurses to
mitigate the nursing shortage. Filipino nurses represent the tpagdrFNG currently
working in the U.S.

Filipino nurses may perceive their nursing roles in the U.S.rdiify from
domestic nurses, which is manifested in the ways nurses comneuicd provide
patient care in the West. The roles of nurses may not be theirsdahgPhilippines and
the U.S. Therefore, adjustment is necessary when shifting frauotiggng in the
Philippines to practicing in the U.S. Research studies suggest Ni@a¢ Encountered
many challenges to assimilating into American society amadthware system (DiCicco-
Bloom, 2004; Yi & Jezewski, 2000; Yu, 2007). Challenges included learnfagtigé
communication techniques, re-learning their role as nurses, and ovegcahenation

and exploitation.
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Although Filipino nurses are not new to U.S. hospitals, very few dsasaudies
have focused on how Filipino nurses transition to practice in the U.Sma&juity of
published literature has provided limited information about Filipino nupsseptions
of and performance in their roles as nurses in the U.S. No stuweies found that
explained Filipino nurses’ perceptions of practicing as a nurse iV #8eThus, more
information was needed about how Filipino nurses perceived their joie ib).S. in
order to effectively integrate their practice into the U.S.theate system. Consequently,
this study aimed to discover how Filipino nurses perceived tblgis s nurses and how
they adjusted to life in the U.S. and the American healthcatersy3he purpose of this
study was to generate a substantive theory of Filipino nursespesfermance in the
U.S. by conducting interviews and analyzing the data using groundedy ths the
methodology.

Grounded theory served as the methodology and symbolic interactionisthevas
theoretical basis of this study. Strauss and Corbin’s (1990) strategy applied
throughout this study. The PI followed Strauss and Corbin’s analyzeps,swhich
include open coding, axial coding, and selective coding, to analyze theiuslag the
constant comparison method. Demographic data forms, interviews, field, Roigs
memos were collected and analyzed to generate this theory. Te @msuthe theory was
grounded in the collected data, the PI conducted interviews and cahdiatteanalysis
concurrently. Bias was reduced by memo-writing under the supervidiahe Pl's
adviser. The rigor of the theory was protected by following the proceduddeehniques
for evaluating grounded theory suggested by Strauss and Corbin (1990)odbet f
this study was a theory of Filipino RNs’ role performancehie U.S. The theory is

presented and the methods used to formulate the theory are eiscii$eoretical
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context, limitations of the study, implications for future reseaand practice, and

political and legal ramifications are also outlined in the following sections.

SUMMARY OF FINDINGS

This dissertation study formed a substantive theory that echénga analysis of
the collected data. The theory explains the process of Filipino shuraasition and
adaptation to U.S. nursing practices. The core variable that evaolwedtliis analysis
was ‘transitioning from Filipino to U.S. nursing practice.” &a&nal categories
connected to this core variable emerged during data collection amgsisndhese
relational factors interrelated and shaped how Filipino nursegipedctheir roles as a
nurse and how they shifted their nursing practice from the Philippméilse U.S. In
general, Filipino nurses transitioned their nursing practice flwanPthilippines to the
U.S. in consecutive steps. These steps started with acquiring niremgedge and
skills and ended when Filipino nurses perceived themselves as adjpiséadetican
nursing practice and society. Using their experiences and emlucatguired in the
Philippines, Filipino nurses had preconceived meanings and expectaboos U.S.
nursing. This created the foundation and context through which they inéerpies
things they encountered and ways they reacted to others during thessproice
resettlement in the U.S. Their conceptualization and expectatidhSohursing evolved
continuously throughout out the process of their migration to the U.Selhasaadaption
to the American nursing practice and life. After they arrivethe U.S., they first settled
into their life in the U.S. and their new work environments. They ldg@med to adjust to
American culture, overcome communication barriers, and become accustomedts t
healthcare system. Subsequently, they learned more effectiveaapgsowith which to

interact with others and overcome other obstacles, such as raxcisnmfairness at work
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or in life. This was the point where they perceived themselgesdjusted to American
nursing practice and society. Even after they perceived theessat adjusted to their
new society and practice, their native cultural and genderegfdalnd values remained

with them.

RESEARCH METHODS

In this section, the relationship between the theory and the rese@thods is
discussed. This study had a qualitative design and grounded theotiyenaethodology.
The grounded theory method was used to build a substantive theory tla®kiipino
nurses’ transition from nursing practice in the Philippines to nugmiactice in the U.S.
This method was used for sampling, data collection, data analysis,thaody
formulation. Thirty-one female Filipino RNs’ descriptions of thegierceptions,
expectations, and experiences of adjusting to nursing practice td.$havere used to
develop this theory.

Grounded theory is a methodology designed for conducting a qualitatrarch
study that is derived inductively. The goal is to generawrmadl, substantive theory of
social phenomena by following a rigorous procedure. Through systetiadidi collection
and analysis, a grounded theory is built and conditionally confirmed by acorme
empirically derived data with the evolving theory. Grounded thé®rgreeminent in
discovering peoples’ experiences or how they deal with their lbwes time under
changing conditions. Grounded theory is valuable for enhancing the undergtaf a
process in the actions and interactions of people as the process uRfinislsgrounded
theory fits the goal of this study—exploring the social processesibuting to Filipino
nurses’ role performance in the U.S. Strauss and Corbin’s (1990, 1998y ti@r data

analysis was used in this study. The PI followed rigorous scrumineteps, including
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open coding, axial coding, and selective coding, to examine data t&ngonstant
comparison method. Using a constant comparison method facilitated rcsonpaf the
codes and categories that searched for similarities, arsatiand relationships. The
collected data included audio-taped interviews, verbatim transcrgemographic
information, field notes, and memos. The core variable for this grourndedytwas
developed by coding, analyzing, and categorizing repeatedly andraasdgd in the
data. In other words, the theory was built inductively based on thectsal data.
Following these procedures, the Pl developed the emergent thetrygmn the core

category interconnected with its relational concepts and sub-categories

THEORETICAL CONTEXT

Symbolic interactionism is a unique research approach defined drgé&Mead
and made explicit by Herbert Blumer (Blumer, 1969; Crook, 20@1has been the
philosophical basis for a variety of grounded theory research stindeegdiversity of
populations (Crook, 2001). Symbolic interactionism is the theoretical foondftr the
grounded theory method, which refers to the meanings created frmteractions
among humans and with society. These meanings and interactiorgfédutmow people
interpret and behave in ways that are meaningful to them. Symbolic irdersctiserved
as the philosophical background and theoretical infrastructurguided the entire study
because of its focus on interaction. Filipino nurses interactdd otfiters and created
meanings continually throughout the course of transitioning theis ratel nursing
practice from the Philippines to the U.S. Their meanings and penegptere derived
from their interactions with people and the societies of both counCiessequently,
symbolic interactionism was useful as the philosophical foundationhfergrounded

theory study.
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Symbolic interactionism demands that the researcher be famvitia the social
lives of the participants before making interpretations. To fotlug rule, the Pl started
her interviews by asking the participants about their life anpemances in the
Philippines. She also studied the history of Filipino nurses’ enugraind healthcare in
the Philippines to grasp a general concept about their socialbiefese she interpreted
the data. Symbolic interactionism also requires that the rémagoiarantee that their
interpretation is grounded in empirical truth. To properly follow tprslosophical
framework in guiding a study, the researcher must conceptubbzdata and carefully
examine the data for evidence of pragmatic events. To fulfgl tbquirement, the PI
remained sensitive throughout the course of each interview, andimacthe interacted
with the data, to ensure empirical reality continued to be the basis of hpretd&ons of
the data. She also examined the data carefully and searchedpical events to make
sure that the analysis was guided by this symbolic philosopmaralefvork. Thus, the
interpretations made from the analytical procedure were d¢tmdbe empirical truth

derived from the participants’ descriptions.
L IMITATIONS

One potential problem that was identified before the initiatiothisf study was
finding a sufficient number of Filipino nurses in the Texas area.Plhesed various
methods to address this problem and to recruit Filipino nurses in,Tieglgling flyers
and contacting a local Philippines Nurses Association. The Pl s ta use
“snowballing” as an effective strategy to recruit an adequate nuailgarticipants for
this study, both during the initial recruitment period and in thex lleoretical sampling

stages. Overall, the findings of this study are not generadizabhll Filipino nurses.
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Further work is needed with Filipino nurses in different aredélseot).S. to compare their
experiences with the nurses interviewed in this study.

This grounded theory study was developed based on 31 female partigipants
Texas who were practicing at a local hospital at the timéatd collection. Although
females represent the majority of Filipino nurses practiaintpe U.S., male nurses are
also part of the Filipino population practicing overseas. MalpiR@d nurses or nurses
who are currently practicing in a different state may havkerdnt experiences and
perceptions than those who were in this study. Furthermore, as&ilpirses transfer
out of the hospital to different work environments, they may have vaxpdriences
with adjustment and may need to re-adjust to the cultural environmemtvofwork

settings such as clinics, schools, or the home health environment.

| MPLICATIONS FOR FUTURE RESEARCH AND PRACTICE

In this section, the implications for future research, including pelergsearch

guestions, are presented. Implications for practice are also discussed.

Implications for Future Research

The theory generated in this study brings us closer to understatit@ng
experiences of FNGs working in the U.S., although the transfeyabflithe theory is
limited to female Filipino registered nurses. This inductivelyettgped theory is subject
to verification by experimental research methods to teselttionships with existing
theories. In addition, a comparative study using a different FNG papulaty expand
and refine the theory developed in this study. The results frarstiy are potentially
useful for other researchers interested in similar phenomertaasube effect of gender
on foreign nurses’ experience in the West. A larger scale shalyding additional
ethnic groups may increase the transferability of the resuitssitite future research
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guestions might be, “What are the relationships between gendeolanttansitioning

from sending countries to the U.S. in Asian nurses?

Implications for Practice

The findings in this study provided an understanding about Filipino nuides’
performance in the U.S. and how they transitioned their nursindiqaracom their
hometown to the U.S. Given that this inductive theory has not been atipitested,
the implications for practice are limited. However, the theomnidated from this study
may help hiring facilities, nurse supervisors or administragiedf nurses or colleagues
in the U.S., Filipino nurses, and other healthcare providers in varioushyagnhancing
understanding of this phenomenon.

Because of their increased familiarity about Filipino nursestemions and
expectations of U.S. nursing, hiring facilities and agencies nmagase their success in
recruiting and retaining qualified Filipino nurses by enhancing theitegfies specifically
for this population. For this reason, hiring facilities and agencies ¢moake efforts to
understand Filipino culture and nursing practice in the Philippines. Tirugy facilities
should also provide opportunities for domestic nurses and colleaguesntonie@ about
the Filipino culture, as well as Filipino nurses’ perceptions atithdes, to positively
facilitate their relationships with their U.S. counterparts. Agpon such as ‘buddy-up’
in which a Filipino nurse and a domestic U.S. nurse help each other tandeesach
other’s cultures and enhance positive communication and relationshipsestliemay
be a more positive atmosphere in the workplace.

Hospital administrators and supervisors may gain from knowing whexgect
from Filipino nurses and their expectations, which may improveotlieomes of the

orientation process. They could use the results presented in thyststirdprove their

15¢



orientation process for newly hired Filipino nurses. In addition toiegistrientations for
domestic nurses in their facilities, they should include transitioaiaing programs that
include communication skills, medical equipment, legal orientation, ngirsi
documentation, delegation skills, as well as differences in theresltand nursing
practices in the two countries. Doing so may reduce Filipino sufsestrations and
stress levels stemming from poor orientation and new work environnigetause
participants perceived that peer support was instrumental tathjastment to living and
working in the U.S., arranging mentorship relationships may taalitheir adjustment
and transition to nursing practice in the U.S.

Nurse educators may improve the effectiveness of the orientatbaegses for
newly hired foreign nurses by incorporating a transitioning rogmto the existing
ones. Because they are the ones who train and evaluate new nutsdsgritbose who
are from overseas, nurse educators should act as FNGs' advocateeatut. They
should also provide opportunities for staff nurses to learn Filipino euttnd variations
in nursing standards in the Philippines. In addition to staff educatidinicat settings,
nursing schools may consider offering educational opportunities for ssuddrat are
interested in taking on managerial positions in order to prepam for potentially
employing FNGs.

Staff nurses and other colleagues could benefit from this styidgining a better
understanding about how to interact with Filipino nurses at work. Byawng their
understanding and knowledge about Filipino nurses’ practice in generaheakdipino
culture, U.S. colleagues could make adjustments in the waysrteegat with Filipino
nurses. They could communicate better with them and this may pdyemtipfove their
relationships with Filipino nurses. Having a positive team atmosphayealso lead to a

positive morale at work. U.S. colleagues should make an effort to baout their
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Filipino counterparts to interact with them more productively and isustastructive
teamwork.

Lastly, FNGs from the Philippines and other countries may bebgfiearning
what obstacles these Filipino nurses experienced and how theyveffeedjusted and
transitioned their roles as a nurse using effective stratelgieny participants suggested
that actively immersing themselves into U.S. society was one of the wayadjosted to
the culture and English language. They suggested that Filipinosnsinselld actively
seek out all possible ways to expedite their adjustment procdad€s from other
countries could also use strategies mentioned by the particifgaatjust to their new
environment more effectively and efficiently. Possible clinreslearch questions might
be “How do the varied role expectations of Filipino nurses affetitent outcomes?” and
“How do personality traits and reasons for migration in Filipino esiraffect their

integration and transition processes?”

CRITERIA FOR EVALUATING THE THEORY

The rigorous processes required to conduct a grounded theory make this
methodology robust and credible. The Pl made an effort to reducéyiaracketing her
views about the experiences of foreign nurses in the U.S. in ampatte avoid
preconceptions before interacting and analyzing the participget€eptions about
foreign nurses’ adaptation to work and life in the U.S. By bracketig personal
preconceptions about the data, the Pl reduced the potential of misleading thethieer
phenomenon. Memo-writing was used to keep a record of any ideappeared during
this study as well as all decision-making processes to keeg bf the PI's thought
processes for future references. She verified her memos witrdauate advisor, who

acted as a cautious auditor for this study. She also consultedrherittee members to
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verify her findings and the process of theory development. In addttibratketing, the
Pl also followed the criteria suggested by Strauss and Cd®20) to be consistent with
their study approach. The evaluation criteria for the quafithe theory that were shown
ensured the rigor and trustworthiness of the evolved theory. TiwerRed closely with
these criteria, took necessary actions, and made decisions thategessary throughout
the development of this emerging theory to ensure rigor in this study.

This theory fit because the PI followed a scrupulous proceduregthwati the
entirety of theory development. She followed the stringent codiogeps suggested by
Strauss and Corbin (1990) to ensure that concepts were generateéderooiected data.
She systematically linked the relational categories withethaving core concept to
make sure that they were systematically connected. The dansitgaturation of each
category were assured by collecting data until no new conagpésdiscovered. The Pl
utilized theoretical sampling to make sure that variation and broader condigombuilt
into the phenomenon. The PI carefully examined all changes that edtaluring the
process of the Filipino nurses transitioning to their practice ales in the U.S. She
utilized her advisor and consultants to avoid the omission or misinggipre of
significant findings. The Pl used insight that appeared whiteracting with the
participants and her data to make sure that the findings wernéicsigt. Reflections as
well as diagramming were utilized and documented in memos tareaptobable

relations among the related concepts.

POLITICAL AND LEGAL RAMIFICATIONS

Recruiting FNGs to fill vacancies not filled by domestic egrbas been one of
the strategies to alleviate the existing nursing shortageeirJtS. Filipino nurses have

been coming to the U.S. to practice as nurses and serve the U.S.spddithe 1950s.
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Pulling the nursing workforce from the Philippines to serve the Vgash as in the U.S.,
has led to a ‘brain drain’ in the Philippines (Lorenzo et al., 2007).fa¢tethat highly
experienced Filipino nurses, and doctors who became nurses (nurse mieahes)
emigrated to serve elsewhere has created issues in thend-ily@althcare system
(Lorenzo et al., 2007). According to the authors, death rates froackaof medical
attention and the nurse to patient ratio have increased dragsticallto Filipino nurses
and nurse medics’ emigration. This shifting of nurses from one cotmiapother has
raised some political and ethical concerns. Therefore, the asihggested that mutual
agreement should be in place to ensure that both sending and recewimg/ benefit
from the nurse migration. Proper recruitment should benefit nacsaits, the receiving
and donating countries, the employing organizations, and the colleagties hiring
facility (Carney, 2005). Depleting their experienced healthcarekex®r might
compromise the general quality of care in the sending country (6agtf)2; Lorenzo et
al.,, 2007; Perrin et al., 2007), result in the loss of future leadetbe profession
(Buchan, 2001; Lorenzo et al., 2007), and worsen the existing nursinggehortéhe
sending country (Haddad, 2002). These unfavorable outcomes could be reduced
significantly if a mutual agreement was in place to avoid mas#epletion of qualified
and experienced healthcare providers from sending countries suble &hitippines.
Accordingly, all parties involved with FNGs’ migration may benefit.

Nurse recruits from overseas may be at risk for exploitaticabase for various
reasons, such as language barriers (ICN, 2002). No designatedzatigasi or groups
regulate or monitor the contracts offered and signed by nurseitse¢iCN, 2002).
Although the ICN has established guidelines in response to these psablender to
ensure good faith contracting, access to grievance proceduredjvefferientation,

mentoring, supervising, and regulation of recruitment (ICN, 2001, 2007), itadules
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incidents still arise. Filipino nurses have experienced many ¢bsi@adjusting to practice
in the U.S., as mentioned by the participants in this study. Maiynb nurses in this
study encountered problems such as unethical recruitment or tneddynthe recruiting
agencies or facilities during the process of seeking ayalbseas and resettling. Their
experiences were somewhat similar with other FNGs fromrdiftecountries (DiCicco-
Bloom, 2004; Xu et al., 2008). These problems included unmet or false proomas
assignments, lower wages or fewer benefits, and uncompensated exgsepsamised in
the contract that were against the principle suggested byCtig2001), as shown in
Table 6.

Filipino nurses in this study did not know their wages before comimgpté in
the U.S. for their first assignment. They assumed that the wegds be at the same
level as that of other registered nurses with work experidiny; were also unaware of
the focus on the individual, meaning that people are rewarded for haid amd
negotiating pay increases is one of their rights. They lddater that they had been paid
less than domestic nurses. Many participants in this studdddtaat they were paid less
than domestic nurses when they were first hired, which was ad¢faenEEN principle of
“equal pay for work of equal value.” None of the nurses in this stooly action about
the lower wages because they were desperate for jobs andheeteead winners” for
their families. They learned how to negotiate with their empkyegarding pay after
they became accustomed to U.S. society and culture. Severabppatscalso mentioned
that promises were not kept by recruiting agencies or fasilivhich is against the ICN
principle of “good faith contracting.” This could be for multiple seas, such as
ignorance of guidelines or policies forbidding inequality in treatmerhiflyg agencies.

Efforts should be made to put in place policies against unfairntesdt or

enforcing existing policies. Hiring agencies or facilitiesparticular, are urged to follow
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the guidelines and principles suggested by the ICN (2001). FurtherrinareU.S.
government, the governments of sending countries, and other stakeholdersdinmolve
recruiting FNGs, should also make an effort to avoid unethicalriesd or recruitment
of FNGs, such as making false promises, perhapsrégting a policy or enforcing
existing ones. U.S. policy makers should ensure that recruitoilifiés and agencies
follow the guidelines imposed by the ICN and other government agersoethat all
parties involved in recruiting FNGs are protected and negaticomes are avoided or
minimized. FNGs who are interested in pursuing careers ovesheafd also take the
responsibility to search pertinent information before they makedéugsion to work
abroad. Although they have the right to pursue their careers amdigoate, they should
be aware that agencies who are focused on their profits may engageethical
practices, such as making false promises to recruits. Poldens in the Philippines
should investigate the negative consequences involved with emigratioRilipino
healthcare workers and be proactive in facing those challenges. négative
consequences of fewer qualified healthcare providers should not be overlbokact,
improving working conditions in the Philippines should be one of the goatstain
health workers in the Philippines. Lorenzo et al. (2007) suggested thitichea
organizations should put in place an integration program to help nursesngptiarthe
Philippines serve the public. This could serve as an incentivalif@n® nurses to return
home and thus reverse the negative effects of the brain drain. cilatries that are
facing similar issues because of losing qualified experiehezdthcare professionals
should strongly consider ways to encourage these professionals twr sédyrn to their
home countries. All parties involved in FNG recruitment should actipatticipate and

be aware of the pros and cons, as well as the political anthletbsues, involved in
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foreign nurse recruitment in order to reduce the occurrence of theprs mentioned

above.

SUMMARY

This chapter is a summary of this dissertation study; it ptestne emerged
theory, methods used, theoretical context, study limitations, iatjlits, and political
repercussions. Using grounded theory as the methodology and symbaoéictiotesm as
the philosophical context, the Pl developed a substantive theory ustounséant
comparative method as the analytical approach. Following StrausSaxhoh’'s (1990)
analyzing steps, the theory of Filipino nurses’ role performaincghe U.S. was
formulated from the collected data. The theory explicates thegsauf Filipino nurses’
transition and role adjustment to nursing practice in the U.S. folipurses began to
develop their perceptions and interpretations about U.S. nursing praftboesthe
cultural and gendered meanings gained from their native culture.e Tinesnings
continued to evolve and shaped their nursing practice in the U.S. througbqubtess
of migration to the U.S. Consequently, when a nurse manager, educasapeovisor
attempts to explain patient-centered care or shared govert@afdgino nurses, they
should explain it in detail and assure that they truly understand pétent care in
America involves without making false assumptions or taking itgfanted that they
understand. As mentioned in the previous section, Filipino nurses usually avoid
challenging or confronting people with authority, such as supervigdigino nurses
might act as if they understand what one is trying to explain to them.

Rigor of the theory was safeguarded by following the critefiaevaluating
grounded theory recommended by Strauss and Corbin (1990), as well esdbiztgon.

By gaining knowledge about their role transitioning, this theory reeti@al to many
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parties involved with Filipino nurses’ migration. A customized oriémtaprogram,
including training on communication skills, advanced medical equipmentiraiul
adjustment, legal issues, nursing documentation, and delegation mayadeceigpino
nurses’ adjustments. Future research studies are needed to expsoapthef this theory
and to empirically test it. Since draining experienced healtkeveifrom the Philippines
may further diminish the quality of care in the Philippines, rengidountries like the
U.S., policymakers, and other stake holders involved in hiring Rdipiurses should
endeavor to prevent this undesirable outcome. The Filipino government and othe
agencies should also actively search for ways to improve wodanditions, such as
offering clinical career opportunities and granting more Hexischeduling for Filipino
nurses to attract and retain them to serve their native populatienFNGs from the
Philippines perceived that many illegal proceedings occurred, afégrardless of the
existing rules and regulations imposed by the ICN and other ageridowever, the
nurses do little to address these problems themselves. Advocadg efflerneeded to

ensure full understanding of American laws and fair work practices.
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Table 1. Major Events in FNG Recruitment in the U.S.

Year Events

1940s The American Philanthropic Organization sponsored Filipino nurses to study abroa
1950s A massive outflow of Filipino nursing graduates to the U.S.

1960s Filipino nurses made up 80% of the EVP participants in the U.S.

1965 The 1965 Immigration Act resulted in a large number of Filipino nurses immigi@the U.S.
1970s Filipino nurses immigrated as H visas holders instead of claimedPasdtitipants

Some states started to require that FNGs take a board exam callBdBte S

1977 The CGFNS was established because of an increase in nurse migration ficerttoaitd.S.

1992 Filipino nurses made up 42% of FNGs

1996 The Visa Screen takes place as a response to the lllegal Immigedftbom Bnd Immigration Responsibility Act
1999 The Nursing Relief for Disadvantaged Area Act was created flitidaavith critical shortages of RNs in the U.S.
2002 The U.S. experienced another nursing shortage with a decreased supplysof nurse
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Table 2. Demographic Characteristics of FNGs in Selected Studies

Study Sample Ages | *Gender Country **Education ***Marital *\Work
Size Status Status
Berg, 327 23-34| M=21 United States | BSN =72 (22%)| M =238 E =271 (82.9%)
Rodriguez, & (6.4%) Non-BSN =255 | (73.2%) P =33 (10.1%)
Guzman, 2004 F =306 (78%) S =50 (15.4%) | U =19 (5.8%)
(93.6%) D =26 (8%) 0 =3(0.9%)
W =11 (3.4%)
Daniel, 15 - M=1 United Kingdom - - -
Chamberlain, & (6.7%)
Gordon, 2001 F=14
(93.3%)
Perrin, 87 - M = 15% Philippines - - -
Hagopian, Saleg F =85%
& Huang, 2007
Withers & 45 25-39| M=12 United Kingdom - - -
Snowball, 2003 F=31
Uu=2

* M = male, F = female, U = unknown

** F = obtained education in the Philippines, E = elsewhere
*** M = married, S = single, D = divorced, W = widowed
**** E = employed, P = employed part-time, U = unemployed or retired, O = otpestyuch as per diem and volunteer work

166




Table 3. Examples of Functional Activities in Nurses’ Roles

Role

Administrator

Advocate

Caregiver

Consultant

Coordinator/Collaborator

Educator

Activities/Responsibilities

- Supervise staff
- Write policies and procedures
- Protect patients’ rights
- Communicate for patients

- Perform health assessments
- Give medications

- Serve as a resource
- Serve as a role model

- Facilitate communication
- Make appropriate referrals

- Offer needed knowledge

- Follow education outcomes

- Attend required meetings

- Order medical supplies

- Manage symptoms
- Check vital signs

- Educate others

- Develop plan ef car
- Function as patient’s liaison
- Provide nutrition counseling

- Offer discharge instruction
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Table 4. Criteria for Evaluating Grounded Theory

Criterion Actions needed to meet the criterion

1. Are concepts generated? Generate concepts using acstimng process.

2. Are the concepts systematically related? Systematicadiierile categories using conceptual linkages.

3. Are there many conceptual linkages? Ensure tight linkages amoggrizesub-categories, and concepts.

Are the categories well developed?
Do they have conceptual density?
4. Is there much variation built into the theory? Spell out differences andigpei relation to the data.
5. Are the broader conditions that affect the Apply the conditional matrix torexmloader conditions.
phenomenon under study built into
its explanation?
6. Has process been taken into account? Identify and specify change or mowethefirim of process.

7. Do the theoretical findings seem significant? Use imagination or instghhat the data are reflecting.

Note: Created from data in Strauss and Corbin (19883ics of qualitative research: Grounded theory procedures and techniques.
Newbury, CA: Sage Publications.
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Table 5. Filipino Nurses’ Transitions from Filipino to U.S. Nursing Practice

Adjusting Process

Categories

Sub-categories

Prior to arrival

1. Acquiring nursing
knowledge and skills

Education in the Philippines
Work experience in the Philippines
Healthcare in the Philippines

. Decision to migrate

to the U.S.

Conceptualizing U.S. nursing
Idealizing the recruiting process
Finalizing decision to migrate to the U.S.

Arrival to . Settling into life in | ¢ Received help from a recruiting facility or agency
orientation the U.S. e Received help and support from other Filipinos
. Adjusting to new e Learning from others during orientation
work environments | ¢ [earning advanced technology at work
Early adaptation . Adjusting to the e Overcoming natural shyness
period cultural differences | ¢ Getting used to be a Filipino American

(after orientation
to one year)

between the
Philippines and the
U.S.

Accepting patient-centered care in the U.S.
o Patient confidentiality and privacy
o Practicing pain management
o U.S. family involvement with patient care

. Overcoming

communication
barriers

Getting familiarized with different accents
Learning to use telecommunication
Learning medical terminology and U.S.
pronunciations

. Becoming

accustomed to the
U.S. healthcare
system

Becoming aware of legal aspects: aware of lawsu
Accepting detailed documentation in the U.S.
Learning critical thinking

Being more independent at work

Re-learning the role of a nurse in the U.S.

Late adaptation
period (after one
year)

. Adapting

interpersonal
relations

Adjusting relationships with doctors
Adapting to interactions with patients/families
Learning to deal with coworkers

. Overcoming other

obstacles

Managing stress at work
Facing mistreatment and intimidation from others
Conquering racism
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Table 6. Key Ethical Principles and Framework for Ethical NursguRenent

Key Principles

Description and Requirement

Effective human
resource planning and
development

Ensure balance between supply and demand of nurses.
Ensure nurses’ access to sustain their skills to provide quality
care.

Credible nursing

Define and regulate nurses’ credibility and standards of

regulation education, competencies, and practice.
Access to full Make nurse recruits aware of job opportunities.
employment Explore policies to facilitate nurses’ involvement in the

workforce

Freedom of movement

Establish a multicultural provider workforce that supports
culture-sensitive healthcare provision.
Ensure nurses’ rights to migrate if they comply with the
recruiting country’s policies and obligation to home country.

Good faith contracting

Protect nurses and employers from false or misleading
information, withholding relevant information, or exploitation.
Guarantee factual employment-related information is provide
Apply the concept of informed consent to all parties involved.

d.

Equal pay for work of
equal value

Opposite to discrimination between occupations/ professions
the same level of responsibility, educational qualifications, wq
experience, skill requirements, and hardships, such as pay.

with
Drk

Access to grievance

Put in place an effective mechanism to hear complaints prom

ptly
f

procedures with reasonable cost when dealing with threats or violations ¢
employment contracts, rights, or benefits.
Safe work Protect nurses from occupational injury and health hazards.

environments

Inform nurses of existing workplace hazards.

Prevent, monitor, and report occurrences of hazards or injury.

Effective orientation/
mentoring/ supervision

Ensure nurses’ rights to expect proper orientation.
Ensure continuing constructive supervision for nurses at worl

Ne

Employment trial
periods

Specify a trial period for contract signees to express
dissatisfaction and cancel the contract with no penalty.
Clearly state the responsibility for covering the cost of
repatriation for international migrants.

Freedom of associatior

N

Facilitate nurses’ rights to affiliate witlofegsional
organization or union to safeguard their rights.
Ensure the continuance of a supportive professional environr

nent.

Regulation of
recruitment

Regulate and effectively monitor recruiting agencies.
Establish disciplinary measures in guarding unethical agencig

2S.

Note.Created from data in: International Council of Nurses. (20®dgition statement: Ethical

nurse recruitmentRetrieved March 29, 2009, from http://www.icn.ch/psrecruit0O1.htm
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Figure 1. The Continuum of Filipino Nurses’ Transitioning Process from the Phépo the U.S.
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APPENDIX A. DEMOGRAPHIC |NFORMATION

Gender:[] Malel] Female
Age:

Total years of experience as a nurse:
[ Less than 1 year

[11to 5 years

[16to 10 years

'] More than 10 years

In what year did you first become certified to work as a registered nutse in t
Uu.s.?

In what year did you first become employed as a registered nurse in tRe U.S.
How many hours per week do you usually work?

How long have you worked in this hospital?
[ Less than 1 year

[11to 5 years

[16to 10 years

[J More than 10 years

In what nursing specialty are you currently working?
(] Med-Surg

‘1Icu/CcuU

] ER/Urgent care

1 Mother Baby/ Labor& Delivery

1 OR/ Ambulatory Care

1 Long Term Care Facility

1 Other

What type of work permit do you have to practice in the U.S.?
(1 U.S. citizenship

[] Permanent residency

] Temporary work visa, such as H1

1 Other

What nursing specialties had you worked as a nurse in the Philippines?
(] Med-Surg

r1Icu/Ccu

1 ER/Urgent care

1 Mother Baby/ Labor& Delivery
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[J OR/ Ambulatory Care

1 Long Term Care Facility

] Other

[ 1 did not work as a nurse in the Philippines.

Please indicate in which country you received your education, check alpfhiagsa
I Diploma "1 Associate degree IBSN "I Masters
1 Doctorate 1 Other
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APPENDIX B. HUMAN SUBJECT APPROVAL DOCUMENT

OFFICE OF RESEARCH SUFPORT

THE UNIVERSITY OF TEXAS AT AUSTIN

DY Do TAVE dosrtive Toweme TOTI2 7817 AT 0071 T AV AT AT1 COT2

North Office Building A, Suite 5.200 (Mail code A3200)

FWA # 00002030
Date: 09/162008
PI(s): Tracie Hamson, Li-Chen Lin Department: Nursing
Dear: Tracte Hamson and
Li-Chen Lin:

IRB APPROVAL - IRB Protocol # 2006-09-0122

Title: A grounded theory of Filipino nurses’ role

performance in U.S. hospitals
In accordance with Federal Regulations for review of research protocols, the research study listed above has
been re-approved for the following penod of time:
Your research study has been re-approved from 09/16/2008-09/15/2011
RESPONSIBILITIES OF PRINCIPAL INVESTIGATOR FOR ONGOING PROTOCOLS:
(1) Report immediately to the IRB any unanticipated problems.
(2) File an amendment application for changes to this project that will involve increased risk to
participants. Such changes cannot be initiated without IRB review and approval. Changes to the protocol that
will not raise the level of risk to participants may be imitiated without filing an amendment application for IRB
review. For a description of the types of modifications that DO require an amendment application. please refer
to the ORS webpage: http://www_utexas edu/'research/rsc humansubjects/policies/sectiont. htmi#63 5b

(3) Report any significant findings that become known in the course of the research that might affect the
willingness of subjects to continue to take part.

(4) Use only a currently approved consent form.

(5) Follow the approved protocol in regard to the privacy and confidentiality of all persons and identifiable
data and tramn your staff and collaborators on policies and procedures for ensuring pnivacy and confidentiality.

(6) Submit a continuing review application prior to the approval end date if you wish to extend the approval
period. Please note that data collection is not allowed beyond the approval cessation date.

(7) Notify the IRB when the study has been completed and complete a closure report form.

Thank you for your assistance in this matter. Please include the above protocol number on all future
comespondence relating to this protocol.

Sincerely,
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Jady/LJeases, PRD.
Fro

Chatr, Institaticnal Review Board
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APPENDIX C. INFORMED CONSENT FORM

APPROVED BY IRB ON: 09/16:2008 EXPIRES ON: 09152011

IRB# 20066-09-0122
Informed Consent ro Participate in Research
The University of Texas ar Austin

You are being asked to participate in a research study. This form provides you with information
about the study. The Principal Investigator (the person in charge of this research) or his'her
representative will provide you with a copy of this form to keep for vour reference, and will also
describe this study to vou and answer all of your questions. Please read the information below and
ask questions about anything yvou don't understand before deciding whether or not to take part.
Your participation is entirely voluntary and you can refuse to participate without penalty or loss of
benefits to which you are otherwise entitled,

Tirle of Research Study:
A grounded theory of Filipino nurses” role performance in U.S_ hospitals

Principal Investigator(s) (include faculty sponsor), UT affiliation, and Telephone Number(s):
Li-Chen Lin MSN, RN, doctoral student at the University of Texas at Austin (512) 695-3522
Faculty sponsor: Tracie Culp Harrison, PhD, RN, FNP (512) 471-9085

Funding source:
Commission on Graduates of Foreign Nursing Science/ American Nurses Foundation

What is the purpose of this study?

It is anticipated that at least 25 and 30 RNs will be needed to reach saturation and completeness
of the theory.

The purposes of this study are:

1. To explore Filipino nurses’ perceived role performance in the U.S.
2. To generate a theory describing factors that contribute to Filipino registered nurses’ role
performance in the U.S.

What will be done if vou take part in this research study?

Data collection will consist of demographic questionnaires and open-ended mnterviews. The
demographic information will be obtained after the participants complete the informed consent.
The researcher will interview the participants about their work experience in the Philippines and
in the U.S. Your involvement will be: (a) about 15 minutes are usually needed to complete the
demographic questionnaire; and (b) about 90 minutes are usually needed for the interview.

The Project Durarion is:
Data will be collected from October 1. 2006 to August 31, 2009,

WWhat are the possible discomforts and risks?

There 15 a slight nsk of psychological or emotional stress if the discussion includes any negative
experiences the participants may have had working as nurses in the US. If vou wish to discuss the
information above or any other risks you may experience. you may ask questions now or call the
principal investigator listed on the front page of this form.
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APPROVED BY IRB ON: 09162008 EXPIRES ON: 09152011

What are the possible benefits to vou or to others?

By sharing your experience you may help others further understand the experience of working as a ourse
in the U.S. and thus information may provide useful i improving the working environment mn the ULS.
and the recruitment process.

If vou choose to take part in this study, will it cost vou anything?
There will be no direct cost. if you decide to take part in this study. However, you will spend
approximately 1 to 2 hours to participate in the study.

Will vou receive compensation for yvour participarion in this study?
There is no monetary reward for you to attend this study. However, a twenty dollars worth of Wal-Mart
gift certificate will be given to you to appreciate your time.

What if vou are injured because of the study?
The principal investigator will contact the hospital or doctor when appropriate as the participant
requests.

If vou do not want to take part in this study, what other options are available to vou?

Your participation in this study is entirely voluntary. You are free to refuse to be in the study,
and vour refusal will not influence current or future relationsnps with The Umiversity of Texas at
Aunstin

How can vou withdraw from this research study and who should vou call if vou have
questions?

If you wish to stop your participation in this research study for any reason. you should contact the
principal investigator: Li-Chen Lin at (512) 695-3522. You should also call the principal
mnvestigator for any questions, concerns, or complaints about the research. You are free to
withdraw your consent and stop participation in this research study at any time without penalty or
loss of benefits for which you may be entitled. Throughout the study, the researchers will notify
vou of new information that may become available and that might affect vour decision to remain in
the study.

In addition. 1f you have questions about vour rights as a research participant. or if you have
complaints, concerns, of questions about the research, please contact Jody Jensen, Ph D | Chair,
The University of Texas at Austin Institational Review Board for the Protection of Human
Subjects at (512) 232-2685 or the Office of Research Support at (512) 471-8871,

How will vour privacy and the confidentiality of your research records be protected?

If in the unlikely event it becomes necessary for the Institutional Review Board to review vour
research records, then the University of Texas at Austin will protect the confidentiality of those
records to the extent permitted by law. Your research records will not be released without your
consent unless required by law or a court order. For example, if the researcher should observe or
otherwise learn of child or elder abuse, confidentiality will be broken: state law requires the
reporting of abuse to relevant agencies (Child Protective Services or the Texas Department of
Family and Protective Services). The data resulting from your participation may be made
available to other researchers in the future for research purposes not detailed within this consent
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APPROVED BY IRB ON: 09162008 EXPIRES ON: 09/152011

form. In these cases. the data will contain no identifying information that could associate you with
it. or with yvour participation in any study.

The researcher will audiotape interviews with the potential participant’s permission. After the
interview, the researcher will type the verbatim using a word processor. Then, the researcher will
analyze the verbatim transcriptions and the field notes. The collected data, including the field
notes, memos, demographics, and the audio tape, will be stored in a locked cabinet. The
researcher will be the only person who has access to the data. All transcripts, field note,
demographics. and audiotapes will be labeled using a pseudonym with only a code link to the
consent form. All of the audiotapes regarding these mterviews will be kept in a locked file
cabinet and destroyved after five vears. Tapes will be destroyed by pulling cut the tapes and
cutting them into pieces. If the results of this research are published or presented at scientific
meetings, your identity will not be disclosed.

Will the researchers benefir from vour participation in this study?
The researcher will benefit from vour participation by leaming from your experience.

Signartures:

As a representative of this study, I have eIplained the purpose, the procedures. the benefits,
and the risks thar are involved in rhis research study:

Signature and printed name of person obraining consent Date

You have been informed abour this study’s purpose, procedures, possible benefits and risks,
and vou have received a copy of this form. You have been given the opportunity to ask
questions before vou sign, and vou have been told that vou can ask other questions at any
time. You voluntarily agree to participate in this study. By signing this form, you are not
waiving any of vour legal rights.

Printed Name of Subject Date

Signature of Subject Date

Signature of Principal Investgator Darte
LINLI2
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APPENDIX D. PARTICIPANT CHARACTERISTICS (N =31)

Total years of experience as anurse <1 (n=0) 0% 1to5(n=2)6% 5t010 (n=7)23%  >10(n=22) 71%

Years of experience at current job <1(n=3)10% 1t05(n=18)58% 5t010(N=6)19% >10(n=4)13%

Current nursing specialty* M/S (n =17) 50% ICU (n =5) 15% ED (n =0) 0% L&D (n = 6) 18%
OR (n = 0) 0% NH (n=1) 3% Other (n = 5) 15%

Current type of work permit** U.S. (n=11) 35% PR (16) 52% H (n =0) 0% N/A (n = 4) 13%

Nursing specialties in the Philippines  M/S (n =23) 41% ICU (n=4) 7% ED (n=6) 11% L&D (n=12) 21%
OR (n=4) 7% NH (n=1) 2% Other (n = 4) 7% NA (n = 2) 4%

Educational background*** AD (n=4) 11% PhD (n = 1) 3% MS (n = 2) 5.5% BSN (n=29) 81%

*Nursing Specialties: M/S = medical surgical; ICU = ICW@/Q; ED = ER/ Urgent Care; L&D = mother baby and L&D; OROR; endoscopy;
and ambulatory care; NH = long-term care facility; NA = did not practieesaaff nurse
*\Work Permit: U.S. = U.S. citizen; PR = permanent residency or greentdaxdemporary work permit; N/A = no answer

***Education: AD = Associates degree/diploma; PhD = Doctoral degree; M&ster's degree; BSN = Bachelors degree

181



References

Aiken L. H., Buchan, J., Sochalski, J., Nichols, B., & Powell, M. (2004). Tremds i
international nurse migratiodealth Affairs, 2369-77.

Aiken, L. H., Clarke, S. P., Sloane, D. M., & Sochalski, J. A. (2001). An irtterz
perspective on hospital nurses’ work environments: The case fomrefoticy,
Politics, & Nursing Practice, 2255-263.

Aiken, L. H., Clarke, S. P., Sloane, D. M., Sochalski, J., & Silber, J. H. (2B@&)pital
nurse staffing and patient mortality, nurse burnout, and job dissatisfaction.
JAMA: The Journal of the American Medical Association, 288,7-1993.

Allan, H. T., Larsen, J. A., Bryan, K., & Smith, P. A. (2004). The soejptaduction of
institutional racism: Internationally recruited nurses’ expegsncf the British
health serviceDiversity in Health and Social Care, 117-125.

Ball, R. E. (2004). Divergent development, racialised rights: Gkdxhllabour markets
and the trade of nurses—The case of the PhilippiM#emen’s Studies
International Forum, 27119-133.

Barrass, D. (1992). The nurse as patient edudataish Journal of Nursing, 8241-243,
245.

Berg, J. A., Rodriguez, D., Kading, V., & de Guzman, C. (2004). Demogramivieysof
Filipino American nurseNursing Administration Quarterly, 2899-206.

Bhalodia, O. V. (2007). Nurse as patient’s advocate: Cardiac came touskare liability
with the physician.Legal Eagle Eye Newsletter for the Nursing Profession
Retrieved April 2, 2008, from http://www.nursinglaw.com/

Blumer, H. (1969)Symbolic interactionism: Perspective and metHeniglewood Cliffs,
NJ: Prentice-Hall.

Bonner, A., & Walker, A. (2004). Nephrology nursing: Blurring the boundafiés
reality of expert practicelournal of Clinical Nursing, 1,3210-218.

Brush, B. L. (1995). The Rockefeller agenda for American/Philippinesngurelations.
Western Journal of Nursing Research, 340-555.

Brush, B. L., & Berger, A. M. (2002). Sending for nurses: Foreign nurse noigyd965-
2002.Nursing and Health Policy Review 103-115.

Brush, B. L., & Sochalski, J. (2007). International nurse migration: Lessons the
Philippines.Policy, Politics, & Nursing Practice,,87-46.

Brush, B. L., Sochalski, J., & Berger, A. M. (2004). Imported care: URewy foreign
nurses to U.S. health care facilitidgirse Migration, 28), 78-87.

182



Bryant, A., & Charmaz, K. (2007)The Sage handbook of grounded the(py. 604-
611). Los Angeles: Sage Publications.

Buchan, J. (2001). Nurse migration and international recruitndunsing Inquiry, 8,
203-204.

Carney, B. (2005). The ethics of recruiting foreign nursleslth Progress, 86), 31-35.

Centers for Disease Control and Prevention. (2005). Ten leading adusesth, 2005:
U.S. Retrieved March 14, 2008, from
http://www.cdc.gov/nchs/pressroom/data/state_mortality _rank_05.htm

Charest, C. A. (1992). Analysis of a transcultural innovation: The &atiah of
Filipino graduate nurses into an acute health care organizatidmeitnited
States. Dissertation Abstracts International, 53(09) UMI No. 9233043.

Charmaz, K. (2006).Constructing grounded theory: A practical guide through
gualitative analysisThousand Oaks, CA: Sage Publications.

Chiovitti, R. F., & Piran, N. (2003). Rigour and grounded theory resedothinal of
Advanced Nursing, 44,27-435.

Choy, C. C. (2003)Empireof care: Nursing and migration in Filipino American history.
Durham, NC: Duke University Press.

Chu, F. Y., & Wallis, M. (2007). Taiwanese nurses' attitudes towardb use of
complementary and alternative medicine in nursing practice: As-s@dional
survey.International Journal of Nursing Studies,,44871-1378.

Collins Cobuild Birmingham University International Language dbaste. (1987).
English language dictionary.ondon: William Collins Sons & Co.

Commission on Graduates of Foreign Nursing Schools. (n.d.). CerdificRrogram
Statistical Data, Retrieved May 19, 2008, from
http://www.cgfns.org/sections/tools/stats/cp-tests.shtml

Commission on Graduates of Foreign Nursing Schools. (2Q@0@yacteristics of foreign
nurse graduates in the United States workforce 2000-280iladelphia, PA:

CGFNS.
Commission on Graduates of Foreign Nursing Schools. (2004). Annual report 2006
Retrieved March 30, 2009, from

http://www.cgfns.org/files/pdf/annualreport/2006 _annual_report.pdf

Cooper, R. A., & Aiken, L. H. (2006). Health services delivery: &aifng policies for
global migration of nurses and physicians—a U.S. perspePhey, Politics, &
NursingPractice,7, 66S-70S.

Country Studies. (n.d.). Philippines country studies. Health. Retrieved y&1y&2008,
from http://www.country-studies.com/philippines/health.html

18¢<



Crooks, D. L. (2001). The importance of symbolic interaction in grounded theory
research on women’s healthealth Care for Women International, 2P1-27.

Currie, J. (2007). Keeping experience at the bedside: The emergensyltant nurse
role. British Journal of Nursing, 1,618-21.

Daniel, P., Chamberlain, A., & Gordon, F. (2001). Expectations and expesiaic
newly recruited Filipino nurseBritish Journal of Nursing, 1(254-265.

Davis, C. R., & Nichols, B. L. (2002). Foreign-educated nurses and thgicbdd.S.
nursing workforceNursing Administration Quarterly, 2@3-51.

de Guzman, A. B., Ormita, M. J., Palad, C. M., Panganiban, J. K., Pestano, &. O.,
Pristin, M. W. (2007). Filipino nursing students’ views of their clinical
instructors’ credibility Nurse Education Today, 2329-533.

de la Cuesta, C. (2005). The craft of care: Family care ofivetawith advanced
dementiaQualitative Health Research, 1881-896.

Department of Health. (2005). Summary of licensed government hospitalother
health facilities, CY 2005. Manila, Philippines: Author. Retrieved JanGér
2008, from http://www.doh.gov.ph/research_statistics

DiCicco-Bloom, B. (2004). The racial and gendered experiences roigiration nurses
from Kerala, IndiaJournal of Transcultural Nursing, 126-32.

Dijkhuizen, S. R. (1995). Meeting the basic and educational needeegjrfoiursesThe
Journal of Continuing Education in Nursing,,Z-19.

Doheny, M. O., Cook, C. B., & Stopper, M. C. (199The discipline of nursing: An
introduction(4th ed.). (pp. 158-169). Stamford, CT: Appleton & Lange.

Doherty, C. (2003). Modernization: The role of ward sisters and ehargesNursing
Standard, 152), 33-35

Doran, D. I., Sidani, S., Keatings, M., & Doidge, D. (2002). An empiricstl o¢ the
Nursing Role Effectiveness Moddburnal of Advanced Nursing, 389-39.

Dror, D. M., Koren, R., & Steinberg, D. M. (2006). The impact of Filipinormhealth-
insurance units on income-related equality of access to healthizigh Policy,
77, 304-317.

Ea, E. E. (2008). Facilitating acculturation of foreign-educated swu@s#ine Journal of
Issues in Nursing, 13), 5.

Ea, E. E., Griffin, M. Q., L’Eplattenier, N., & Fitzpatrick, J. J. (2Q08)b satisfaction
and acculturation among Filipino registered nursdsurnal of Nursing
Scholarship, 4046-51.

Edward, P. A., & Davis, C. R. (2006). Internationally educated nursesémptgons of
their clinical competencelhe Journal of Continuing Education in Nursing,, 37
265-269.

184



Emerson, R. M., Fretz, R. I., & Shaw, L. L. (1998jtiting ethnographic fieldnotegpp.
12-16). Chicago: The University of Chicago Press.

Funtera, C. C. (2003). The hurdles of migrant nurBEINA/ERCA Journal, 2%06-
208.

Gamble, D. A. (2002). Filipino nurse recruitment as a staffingegfyaihe Journal of
Nursing Administration, 321 75-177.

Glaser, B. G. (1978 heoretical sensitivityMill Valley, CA: The Sociology Press.

Glaser, B. G. (1998Doing grounded theory: Issues and discussidd. Valley, CA:
The Sociology Press.

Glaser, B. G., & Strauss, A. L. (1967Mhe discovery of grounded theory: Strategies for
gualitative researchChicago: Aldine.

Gonagle, C. M., Halloran, S. O., & O'Reilly, O. (2004). The expectatiand
experiences of Filipino nurses working in an intellectual diggtskervice in the
Republic of IrelandJournal of Learning Disabilities,,&871-381.

Goodin, H. J. (2003). The nursing shortage in the United States of AmeXit
integrative review of the literaturdournal of Advanced Nursing, 4335-350.

Haddad, A. (2002). Fairness, respect, and foreign niRde657), 25-26, 28.

Hadwiger, M. C., & Hadwiger, S. C. (1999). Transcultural nursing espee in the
Philippines.Nurse Educator, 2412-15.

Hall, W. A., & Callery, P. (2001). Enhancing the rigor of grounded theaoorporating
reflexivity and relationalityQualitative Health Research, 1257-272.

Hassmiller, S. B., & Cozine, M. (2006). Addressing the nurse shortageptrove the
guality of patient cardHealth Affairs, 25268-274.

International Council of Nurses. (200Bosition statement: Ethical nurse recruitment.
Retrieved March 29, 2009, from http://www.icn.ch/psrecruit0O1.htm

International Council of Nurses. (2002Rosition statement:Career moves and
migration:  Critical questions. Retrieved March 29, 2009, from
http://www.icn.ch/CareerMovesMigang|.pdf

International Council of Nurses. (2008€osition statement: Scope of nursing practice
Retrieved March 29, 2009, from
http://www.icn.ch/PS_B07_Scope%20Practice.pdf

International Council of Nurses. (2007Rosition statement. Nurse retention and
migration Retrieved March 29, 2009, from http://www.icn.ch/psretention.htm

Johnson, K., & Schubring, L. (1999). The evolution of a hospital-based Detzatral
Case Management Mod&lursing Economics, 129-48.
Kassaye, K. D. (2006). Local brain drairancet, 368542), 1153.
18t



Keepnews, D. M. (2007). Editorial: The Sentosa nurses Padiey, Politics, & Nursing
Practice, 8,80.

Kerfoot, K. M. (1997). Role redesign: What has it accomplished?n®nlournal of
Issues in Nursing, 2(4), Available http://www.nursingworld.org/ojin

Khoza, L. B. (2005). The impact of organizational culture on the adaptatiosvdfy
employed nurses to the work environméigalth Sa Gesondheid, (@), 46-56.

Kinderman, K. T. (2006). Retention strategies for newly hired Filipineesdournal of
Nursing Administration, 36L70-172.

Kingma, M. (2006)Nurses on the move: Migration and the global health care economy.
New York: Cornell University Press, Sage House.

Kline, D. S. (2003). Push and pull factors in international nurse nagratournal of
Nursing Scholarship, 33.01-111.

Klunklin, A., & Greenwood, J. (2006). Symbolic interactionism in groundedryhe
studies: women surviving with HIV/AIDS in rural northern Thailaddurnal of
the Association of Nurses in AIDS Care(5)732-41.

Koser, K. (2007)International migration: A very short introductiolew York: Oxford
University Press.

Kreps, G. L., & Kunimoto, E. N. (1994Effective communication in multicultural health
care settingsThousand Oaks, CA: Sage Publications.

Lankshear, A. J., Sheldon, T. A., & Maynard, A. (2005). Nurse sta#fimdy healthcare
outcomes: A systematic review of the international reseawvatence Advances
in Nursing Science, 2863-174.

Leininger, M., & McFarland, M. R. (1995)ranscultural nursing: Concepts, theories,
research & practic€3rd ed.). New York: The McGraw-Hill Companies.

Lim, M. K., Sadarangani, P., Chan, H. L., & Heng, J. Y. (2005). Complementary a
alternative medicine use in multiracial Singapdtemplementary Therapies in
Medicine 13, 16-24.

Liou, S. R. (2007). The relationships between collectivist orientatiorcepgon of
practice environment, organizational commitment, and intention to leawent
job among Asian nurses working in the UlBssertation Abstracts International,
68 (08) UMI No. 3277553.

Lopez, N. (1990)The acculturation of selected Filipino nurses to nursing practice in the
United StatedDissertation Abstracts International, 812), UMI No 9112602.

Lorenzo, F. M., Galvez-Tan, J., lcamina, K., & Javier, L. (2007). Nurgeation from a
source country perspective: Philippine country case stitbalth Services
Research, 421406-1418.

18¢



Magson-Roberts, S. (2007). The role of the district nurse in dialetesgement.
Journal of Community Nursing, @), 10-16.

Manley, K. (1997). A conceptual framework for advanced practice: choraresearch
project operationalizing an advanced practitioner/consultant nursdoal®al of
Clinical Nursing, 6 179-190

McGarvey, H. E., Chambers, M. G. A., & Boore, J. R. P. (2004). The influehce
context on role: Behaviors of perioperative nur€3RN, 80 1103-1104, 1106-
1112, 1114-1120.

McLaughlin, L. A., & Braun, K. L. (1998). Asian and Pacific Islandaltural values:
Considerations for health care decision makidgalth & Social Work, 23116-
126.

McNeese-Smith, D. K. (1999). A content analysis of staff nurserigésns of job
satisfaction and dissatisfactiaiournal of Advanced Nursing, 29332-1341.

Mejia, A., Pizurki, H., & Royston, E. (1979hysician and nurse mobility: Analysis and
policy implication.Geneva: World Health Organization.

Melia, K. M. (1996). Rediscovering Glas€ualitative Health Research, 868-379.

Milliken, P. J., & Schreiber, R. S. (2001). Can you “Do” grounded theory without
symbolic interactionism? In Schreiber, R. S., & Stern, PUBIing Grounded
Theory in Nursingp. 177-190.

Milne, J., & Oberle, K. (2005). Enhancing rigor in qualitative descnptJournal of
Wound,Ostomy & Continence Nursing, 3213-420.

Moore-Higgs, G. J., Watkins-Burner, D., Balmer, L., Johnson-Doneski, J., Kgnarn
Mautner, B., et al. (2003). The role of licensed nursing personneldiaticm
oncology part A: Results of a descriptive studyncology Nursing Forum, 30,
51-58.

Morris, R. 1., & Strong, L. (2004). The impact of homelessness on thé leddtimilies.
Journal of School Nursing, 2@21-227.

Morse, J. M. (2001)Situating grounded theory within qualitative inquirin R. S.
Schreiber & P. N. Stern. (2001)sing grounded theory in nursing. 1-16. City,
State: Publisher.

Mullen, C. (2003). Integrative literature reviews and meta-analgsesmentary: An
English perspectivelournal of Advanced Nursing, 4345-348.

Neal, J., Brown, T., & Rojjanasrirat, W. (1999). Implementation of a casedinator
role: A focused ethnographic studjournal of Professional Nursing, 1349-
355.

Noblit, W. G., & Hare, D. R. (1988Meta-ethnography: Synthesizing qualitative studies
Newbury, CA: Sage Publications.

187



Obermann, K., Jowett, M. R., Alcantara, M. O., Banzon, E. P., & Bodart, C. (2006)
Social health insurance in a developing country: The case of theghieals.
Social Science & Medicine, 62177-3185.

O’Connor, M. K., Netting, E. F., & Thomas, L. M. (2008). Grounded theory: Managing
the challenge for those facing institutional review board overs@ualitative
Inquiry, 14 28-45.

Ordonez, R. V., & Gandeza, N. (2004). Integrating traditional beliefs and moder
medicine: Filipino nurses’ health beliefs, behaviors, and practitesie Health
Care Management & Practice, 122-27.

Ortin, E. L. (1990). The brain drain as viewed by an exporting coulmtgrnational
Nursing Review, 37340-344.

Overland, M. A. (2004). Philippines government shuts down 23 nursing programs.
Chronicle of Higher Education, $13), A43.

Overland, M. A. (2005). A nursing crisis in the Philippin€hronicle of Higher
Education, 518), A46-A48.

Parry, M., & Lipp, A. (2006). Implementation of an adaptation programme&ifimino
nurses in a UK adult cancer hospitrgernational Journal of Palliative Nursing,
12,83-89.

Perrin, M. E., Hagopian, A., Sales, A., & Huang, B. (2007). Nurse nogrand its
implications for Philippine hospitalinternational Nursing Review, 5219-226.

Philippines National Statistics Office. (2007). Summary of pplcvital statistics in the
Philippines: 1903-2004. Retrieved January 31, 2008, from
http://www.census.gov.ph/data/sectordata/tsvs.htm

Pilette, P. C. (1989). Recruitment and retention of international nuasksl by
recognition of phases of the adjustment process. The Journal of Continuing
Education in Nursing, 2@77-281.

Pizer, C. M., Collard, A. F., Bishop, C. E., James, S. M., & Bonapart€1®4).
Recruiting and employing foreign nurse graduates in a large phbbkpital
systemHospital & Health Services Administration, 391-46.

Professional Regulation Commission. (2003). Retrieved January 31, 2008, from
http://www.prc.gov.ph/

Redfield, R., Linton, R., & Herskovits, M. J. (1936). Memorandum for the stidy
acculturationAmerican Anthropologist, 3849-152.

Romulo, A. V. (2007). Something you need to know about sex, education. National
Statistics Coordination Board. Retrieved January 31, 2008, from
http://www.nscb.gov.ph/headlines/StatsSpeak/2007/031207_rav_sex_education.as

p
18¢



Schreiber, R. S. (2001). The “how to” of grounded theory: Avoiding thelpitlalR. S.
Schreiber & P. N. Stern. (2001)sing grounded theory in nursinglew York:
Springer Publications.

Schreiber, R. S., & Stern, P. N. (200Wsing grounded theory in nursinflew York:
Springer Publications.

Schwandt, T. A. (2001 Dictionary of qualitative inquir{2nd ed.). Thousand Oaks, CA:
Sage Publications.

Shin, K. R., & Shin, C. (1999). The lived experience of Korean immignarhen
acculturating into the United Statddealth Care for Women International, 20
603-617.

Shupe, E. I. (2007). Clashing cultures: A model of international studefiictoJournal
of Cross-Cultural Psychology, 3850-771.

Smith, P., & Mackintosh, M. (2007). Profession, market and class: Nuggation and
the remaking of division and disadvantageurnal of Clinical Nursing, 162213-
2220.

Solano, D., & Rafferty, A. M. (2007). Can lessons be learned from yftsidne origins
of the British imperial nurse labour market: A discussion palp¢ernational
Journal of Nursing Studies, 42055-1063.

Spangler, Z. (1992). Transcultural care values and nursing pracic&hilippine-
American nurseslournal of Transcultural Nursing,, 28-37.

Spector, R. E. (2004 Cultural diversity in health & illnessUpper Saddle River, NJ:
Prentice Hall Health.

Stern (1994). Eroding grounded theory. In Morse, J. (Edjical issues in qualitative
research(pp 212-223). Newbury Park, CA: Sage.

Stern, P. N., & Govan, E. K. (2001). Early grounded theory: Its procesdgsr@ducts.
In R. S. Schreiber & P. N. Stern. (2001). (pp. 1743ding grounded theory in
nursing New York: Springer Publications.

Strauss, A., & Corbin, J. (1990Basics of qualitative research grounded theory
procedures and techniquasewbury, CA: Sage Publication.

Strauss, A., & Corbin, J. (1998Basics of qualitative research: Techniques and
procedures for developing grounded the@nd ed.). Thousand Oaks, CA: Sage
Publications.

Sy, P. A. (2003). Welfarism versus ‘free enterprise’: Consimearabf power and justice
in the Philippine healthcare system. Bioethics, 17, 555-566.

Tabari-Khomeiran, R., Kiger, A., Parsa-Yekta, Z., & Ahmadi, F. (2007). gebemce
development among nurses: The process of constant interaction. The &burnal
Continuing Education in Nursing, 38, 211-218.

18¢



Thomas, P. (2006). The international migration of Indian nutsésnational Nursing
Review, 53277-283.

Thompson, B. (2008). How college freshmen communicate student acadgmparts A
grounded theory studZommunication Educatiob7, 123-144.

Tolle E. (2006). The club: One nurse's role in a social day careaomnogournal of
Gerontological Nursing, 3%5), 9-11.

Upenieks, V. (2003). Recruitment and retention strategies: A magnatahgsevention
model. Nursing Economics, 21, 7-23.

U.S. Department of Health, Education and Welfare, Division of Nurs{h§75).
Immigration of graduates of foreign nursing schools. Report of the Conference
(Report No DHEW-HRA-76-84). Bethesda, MD: U.S. Health Resources
Administration (DHEW/PHS).

U.S. Department of Health and Human Services, Division of Nurék@§?2). National
sample survey of registered nurses. Washington DC: U. S. GoverPmetng
Office.

U.S. Department of Health & Human Services (2004). The registenes® population:
national samples survey of registered nurses. Washington DC:G&bvernment
Printing Office.

Veney, C. R. (2007)Forced migration in Eastern Africa: Democratization structural
adjustment, and refugedsew York: Palgrave Macmillan.

Withers, J., & Snowball, J. (2003). Adapting to a new culture: A studythef
expectations and experiences of Filipino nurses in the Oxford Radutifpitals
NHS Trust.NT Research,,8278-290.

World Health Organization, Regional Office for the Western iflfac(2005).
Demographics, gender, and poverty. Retrieved January 30, 2008, from
http://www.wpro.who.int/countries/2005/phl/PHL.htm

Xu, Y. (2007). Strangers in strange lands: A metasynthesis of livpdrierces of
immigrant Asian nurses working in Western countridglvances in Nursing
Science, 30246-265.

Xu, Y., Gutierrez, A, & Kim, S. H. (2008). Adaptation and transformatiomugh
(un)learning: Lived experiences of immigrant Chinese Numsds.$. healthcare
environmentAdvances in Nursing Science, EB3-E47.

Xu, Y., Xu, Z., Zhang, J. (1999). International credentialing and immigrationises:
CGFNS.Nursing Economics, 1825-331.

Yahes, E., & Dunn, A. K. (1996). Enculturation of foreign nurse graduates: égrated
model.TheJournalof Continuing Education in Nursing, 2720-123.

19C



Yang, K. P. (2003). Relationships between nurse staffing and patient @stdaurnal
of Nursing Research, 1149-157.

Yi, M., & Jezewski, M. A. (2000). Korean nurses’ adjustment to hospitalse United
States of Americalournal of Advanced Nursing, 3221-729.

191



Vita

Li-Chen Lin was born in Kaohsiung, Taiwan on January 16, 1975, the daughter of
Chun-Ching Lin and Chiu-Chin Tang. She obtained her Associates Diegregsing
from Foo-Ying Junior College in Kaohsiung, Taiwan. She earned heheRa of
Science in Nursing from Emory University in Atlanta, Georgid997. After practicing
as a neuro-surgical nurse at a general hospital, as welpediatric nurse at a clinic in
Taiwan, she pursued her Master's degree in Nursing at The rdityvef Texas at
Austin. During the two years of her Master’s program, she savedteaching assistant
at The University of Texas at Austin and practiced as d stake at Brackenridge
Hospital's orthopedic unit. Her longing for more knowledge and @elés conduct
research prompted her to pursue the degree of Doctor of Philogabphg University of
Texas at Austin School of Nursing in August 2003.

Ms. Lin continues to serve as a staff nurse and charge nuidertht Austin
Medical Center, where she was able to practice her r@denasse educator in addition to
her preceptorship experience with students from The Universitgexdslat Austin and
newly hired nurses. In addition, she had great opportunity to join Dr. Eum®
research project as a research assistant. She also ssreednedication assistant and
teaching assistant at The University of Texas at Austim&awf Nursing while pursuing
her Doctoral degree.

Ms. Lin’s publications are as follows:

1. Im, E. O., Page, R, Lin, L., Tsai, H., & Cheng, C. (2004). Rigor in croisral
nursing researchnternational Journal of Nursing Studies,,Z91-899.
2. Im, E. O., Chee, W., Tsai, H., Lin, L., & Cheng, C. (2005). Internet cancer

support groups: A feminist analysSancer Nursing28, 1-7.



3. Lin, L. C. (2006). Comparison of risk management in Taiwan and the USA.
Journal of Nursing Management, ,1202-226.
4. Lin, L. C. (2009). Data management and security in qualitative &@sear

Dimensions of Critical Care Nursing8, 132-137.

Permanent address: 11214 Prairie Dove Circle, Austin, TX 78758

This dissertation was typed by Li-Chen Lin.



