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Objective: to explore the cultural experiences of nurses who immigrated to Chile. The study´s 

theoretical framework was the Purnell Model for Cultural Competence. Method: Leininger’s 

Observation-Participation-Reflection method was developed at two hospitals in the city of Santiago, 

and ethnographic interviews were held with 15 immigrant nurses. Results: among Purnell’s 12 

domains, the following were identified: Overview/heritage, Communication, Workforce issues, 

Family roles and organization, Biocultural ecology and Health-care practices. The difficulties were 

related to the language and its semantic meaning, the new responsibilities and the difficult 

relationship with colleagues. “In search of better horizons – the decision to immigrate”, “Gaining 

confidence and establishing a support network – employability and professional performance” 

and “Seeking for people´s acceptance – professional adaptation in a new cultural scenario” are 

cultural themes that represent their experiences. Conclusions: the competence to offer cultural 

care demands the development of public policies and continuing education programs at health 

institutions, specifically focused on immigrant nurses.

Descriptors: Nurses; Emigration and Immigration; Qualitative Research; Anthropology, Cultural; 

Nursing Staff, Hospital.

Cultural experiences of immigrant

nurses at two hospitals in Chile
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Introduction

Studies focusing on the experiences of the nurses 

who migrated to countries like Australia, the United 

States and Canada identified cultural barriers such 

as marginalization, language difficulties, devaluation 

of professional skills and development of limited and 

stressful relations with colleagues(1-3).

In an unpublished multicenter research concluded 

by the Pan American Health Organization (PAHO) 

entitled “Migración de Enfermeras de América Latina: 

Área de América de Sur”, published in the Series No. 60 

of Human Resources for Health(4), some experiences of 

professionals in countries in the region were analyzed. 

According to the same study, the most frequent 

emigration reasons for the nurses who traveled to Chile 

were related to family, politics, insecurity, economy, 

cultural conditions and personal development.

The poor economic situation, lack of employment 

and professional development opportunities and lack of 

beneficial work policies for the general population, which 

directly affect the nursing professionals, are the main 

reasons that characterize the central phenomenon of 

these professionals’ migration.

Personal development, economic stability and 

working in satisfactory professional conditions are 

their aspirations, but signaled difficult employability. 

In addition, they identified three moments in their 

migration trajectory: the decision to emigrate, the travel 

and the initial establishment in the country of destiny, 

and professional and social consolidation(4).

The reasons for nurses to migrate to Argentina 

were related to family, economy and professional 

development, in order of importance.

The difficulties Brazilian immigrant nurses faced were 

the language and the cultural differences. Although nurses 

who immigrated to Venezuela expressed satisfaction with 

their achievements, regarding their professional life as 

well as their life projects, they indicate difficulties to 

combine the roles of mother, wife and professionals and 

experience feelings of rootlessness, conflicts that make 

them feel vulnerable(4). For some time, the immigrant 

nursing professionals face difficulties in the employability 

process in another country.

In this context, there is a global crisis affecting 

the population, which involves the shortage of health 

personnel, the lack of experts, the deficit in health 

prevention and promotion and the migration of 

professionals. This leads towards the marketing of 

services at the cost of their professional ideals, the 

loss of confidence and the demotivation of health 

professionals(5).

The trends in this new post-modern order are 

reflected in the nursing work and services and efforts 

should be made to overcome the status quo, as the 

source of all energy to achieve the change derives 

from the human capital. This leads us to the social 

responsibility universities and health organizations and 

services should assume towards the citizens(6).

The health professionals need to promote the 

growth, development, communication and preservation 

of knowledge inside institutions, so that nursing 

management ultimately permits the achievement of 

rapid and assertive responses in decision making in 

clinical practice(7).

This research was undertaken in view of the 

existence of distinct characteristics of nursing 

professionals regarding the educative, socio-economic, 

family and behavioral aspects, according to the country 

and its cultural context. The research question was: 

“How do the nurses who migrate to Chile to work have 

experienced the new culture found in this country?”.

The study objective was to explore the cultural 

experiences of nurses who migrated to Chile to practice 

their profession.

The exploration and description of these experiences 

can contribute to offer support to immigrant nursing 

professionals. They are also essential for the health 

institutions who receive them, with a view to planning 

actions for the welcoming and integration of the foreign 

professionals in the new work context.

Hence, the immigrant nurses urgently need to 

be integrated into the new and unknown cultural 

environment and to adapt to the standards, beliefs and 

values that prevail in the new social and care context.

Method

The explored theme was approached through the 

qualitative paradigm. The  ethnography was the method 

used to discover the cultural symbols permeating the 

immigrant nurses’ daily care practices and to permit the 

contact with the range of conflicts that will be revealed 

in the discovery of their experiences.

The Observation-Participation-Reflection (OPR) 

Model proposed by Leininger was done(8). The data 

collection started with the observation phase and 

the impressions were registered in a field diary, 

incorporating aspects of the dynamics, relationship 

and work environment of the immigrant nurses. This 
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was gradually replaced by the participation in the daily 

activities in the cultural scenarios, which was facilitated 

by the fact that the primary author of the study was 

a nurse at one of the institutions studied and an 

immigrant in Chile.

We used Leininger’s OPR as a methodological 

framework, considering its nature and applicability in 

this research, to explore and understand the cultural 

symbols permeating the nurse´s daily practices.

The Purnell Model for Cultural Competence was 

this study´s theoretical framework. The main premise 

of this framework is that all care professionals need 

to know the culture with a view to providing culturally 

competent care(9). According to Purnell, cultural 

awareness is developed in a non-linear process that 

involves the phases of cultural adaptation, ranging from 

unconsciously incompetent for care practice, followed 

by the levels of consciousness about the incompetence, 

competence, until reaching the level that is considered 

ideal, marked by unconscious competence to provide 

health care in a way that is considered appropriate 

to the predominant beliefs and cultural values in the 

new cultural care context(9). This Model is flexible and 

applicable to a range of professional areas and contexts 

and includes individual, family, community and social 

aspects. For its application, it contains 12 related 

cultural domains: overview/heritage, communication, 

gender roles and family organization, workforce 

issues, biocultural ecology, high-risk behaviors, 

nutrition, pregnancy, death rituals, spirituality, health-

care practices and health-care providers. Figure 1 

summarizes these domains.

Purnell’s premises allow us to incorporate the Model 

in the experiences of nurses who arrive to work in the 

new country.

The study was developed in two cultural contexts, 

called Hospital 1 and Hospital 2 in this study. Hospital 

1 is one of the largest care centers in the country and 

offers the largest number of medical specialties and 

subspecialties, attending to a population in the South 

of Santiago; health care is provided to hospitalized 

patients, who arrive through outpatient clinics as 

well as emergency care. Hospital 2 does not deliver 

emergency care and provides health care to adult 

patients, offering comprehensive care to people 

in the Southeast of Santiago. Both hospitals are 

affiliated with the public system and are located in the 

capital of Chile.

In this study, all foreign nurses hired in both 

hospitals were included. Data were collected between 

March and May 2010 at Hospital 1 and between June 

and August of the same year at Hospital 2.

The criteria for inclusion in the study were: being 

an immigrant nurse, graduated in the country of origin, 

at least one year of professional practice in Chile, having 

a job contract in one of the two cultural contexts and 

being willing to cooperate with this study. The 15 foreign 

nurses from the two hospitals were invited to participate 

in this research and served as key informants(8). None of 

them refused to participate.

The contact with the professionals took place on a 

date and time scheduled by phone or personally with each 

nurse. The primary investigator started the observation 

phase when he arrived at the service where the nurses 

work. First, it was registered that the professionals 

constantly moved around between the nurses’ station 

and the patients’ rooms and interacted agreeably with 

their colleagues and other care team members, such as 

physicians and auxiliary nurses.

The observation phase took place during the 

researcher’s stay, while the participation phase was 

developed in two parts; in the first, the researcher 

accompanied the nurses in their care activities. During 

these moments, the researcher had the impression 

that the professionals felt they were being evaluated 

while justifying each of their actions and/or procedures. 

When the primary investigator has acquired familiarity 

with the cultural and work context, he started the 

second part of the participation phase, which involved 

cooperating in some nursing care activities. In this 

phase, the interviews with the research informants 

started.

The mean duration of the interviews was 68 minutes, 

and descriptive, structural and contrast questions were 

used(8). These were fully recorded, listened to in private, 

transcribed and stored in an exclusive file by the primary 

investigator. The collected data were complemented by 

the written notes taken during the field observation 

process(10).

The study complied with the ethical requisites(11) 

and received approval from the Ethics Committee at 

Facultad de Enfermería de la Universidad Andrés Bello. 

After the research participants in both hospitals had 

received clarifications, the data collection was started. 

Ethical standards were previously informed and complied 

with through the signing of the informed consent term 

by all professionals.

The data were analyzed by the primary investigator 

and the other authors, in accordance with Leininger’s 

proposal. The themes the participants addressed were 
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The Purnell Model for Cultural Competence
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Figure 1 - The Purnell Model for Cultural Competence, 2002(9)

grouped in Purcell’s involved domains. The collected 

data were validated as established in the OPR method(8), 

involving four nurses, two from each hospital. As part 

of the key informants, they agreed with the data and 

cultural themes the investigators had elaborated.

The contents of the cultural themes are supported 

and exemplified by small quotes extracted from the 

nurses’ narratives, who were identified through fictitious 

names and the respective countries of origin, with the 

country’s official abbreviation.
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Table 1 – Sociodemographic and professional characteristics of the immigrant nurses in Chile, Santiago, Chile, 2010

Name 
(fictitious)

Age
(years) Country of origin Skin color Marital status Length of professional 

experience in Chile (years) Highest degree

María 28 Colombia White Single 3 Bachelor

Melissa 27 Colombia White Fixed partner 3 Bachelor

Andrea 44 Brazil White Fixed partner 1 Ph.D.

Berta 27 Colombia White Fixed partner 3 Bachelor

Lucía 28 Colombia Mulatto Fixed partner 3 Bachelor

Amanda 33 Ecuador Mulatto Married 5 Bachelor

Cristina 42 Ecuador Mulatto Married 12 Bachelor

Estela 24 Colombia White Fixed partner 3 Bachelor

Diana 27 Uruguay White Single 1 Bachelor

Isabel 28 Colombia Mulatto Married 1 Bachelor

Gladys 28 Uruguay White Single 1 Bachelor

Nieves 27 Uruguay White Single 1 Bachelor

Lorena 34 Uruguay White Single 2 Bachelor

Karen 32 Ecuador Mulatto Separated 7 Specialist

Iris 28 Colombia White Single 4 Bachelor

Results

The immigrant nurses were young and came from 

Brazil (1), Colombia (7), Ecuador (3) and Uruguay (4). 

Their skin color ranged between white and mulatto, 

they lived with a fixed partner, most had worked in the 

country for less than five years and only one held a 

graduate degree.

In Table 1, the sociodemographic and professional 

characteristics of the immigrant nurses are presented.

The six cultural domains from the Purnell Model 

related to the experiences of the immigrant nurses 

in Chile are: Overview/heritage, Communication, 

Family roles and organization, Workforce issues, 

Biocultural ecology, Health-care practices and Health-

care providers(9), which were grouped in three cultural 

themes: “In search of better horizons – the decision to 

immigrate”, “Gaining trust and establishing a support 

network – employability and professional performance” 

and “Seeking people´s acceptance – professional 

adaptation in a new cultural scenario”. The immigrant 

nurses make great efforts to overcome the different 

difficulties, observing that the people are different. For 

them, this means making contact as persons in order to 

be respected and respect the others.

The immigrant nurses’ approach of the patients 

was fundamental for them to feel accepted. The 

naturally adopt the “strategy” of seeking the patients’ 

support as this represents an additional advantage in 

their adaptation process to an unknown culture.

The cultural themes

In search of better horizons – the decision to 
immigrate to Chile

The existence of many nurses, low remuneration, 

insufficient financial resources to purchase the 

goods needed to live and the lack of work for the 

great demand of nurses prepared in their countries 

of origin are the main reasons to look for a job in 

Chile. Professional development aspirations were also 

mentioned, in combination with better living conditions 

and quality of life as factors to consider in the decision 

to migrate. In addition, there are the scarce options 

and great difficulties to get access to specialization and 

professional development. These aspects act as catalysts 

in the decision to seek better professional development 

horizons.

Knowing the decision to emigrate and its reasons, 

concepts of country, origin, residence, affections and 

economic situation are related to Purnell’s concepts 

in the domain Overview/heritage. In addition, the 

nurses’ difficulties in the domain-Workforce issues were 

identified in terms of autonomy and gender role.

Uruguay gave me education, but not work (Lorena.uy); 

Colombia is saturated, you get money to survive (Berta.co); The 

quality of life was not good (Estela.co); […] the remuneration is 

better here and a lot of doors are opened (Maria.co); […] you 

get better opportunities […] (Melissa.co).

In addition, their motivations to seek a new option 

in life and professional establishment with a view to 

gaining a better quality of life, which they did not have 

in their countries of origin, correspond to the search for 

social status in the nursing community. In that sense, 
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Purnell’s domain Gender roles and family organization 

is shown in their gender determination to emigrate and 

their project as members of a family in order to improve 

their lifestyle.

Gaining trust and establishing a support network – 
employability and professional performance

The nurses signaled many aspects that facilitate 

their employability and immediate start in their 

professional activities. The facilitators were the 

homologation of their degrees as a result of the bilateral 

recognition agreements between South American 

countries, the shortage of professionals in Chile and 

the familiarity with nurses from that country working 

at the hospitals. In addition, the nurses’ change and 

establishment process was characterized by help from 

family members, friends, boyfriends or husbands.

These variables in the nurses’ employability 

process, profession and affections fit into Purnell’s 

domain-Overview/heritage.

Our documentation was facilitated through an agreement 

(María.co); […] I arrived and started to work (Melissa.co); I live 

with friends, Uruguayans (Gladys.uy).

Upon arrival, the immigrant nurses immediately 

start to work because of the need for these professionals 

in Chile, which makes them feel very uncertain. The 

nursing team at the two hospitals includes auxiliary 

nurses, clinical nurses, head nurses and nurse 

supervisors. The work shifts vary from service to service. 

The foreign nurses are distributed across different 

shifts and hospital sectors and are involved in direct 

patient care.

In Chile, as from 1997, the nursing profession has 

been recognized by law, with three main functions: 

care management, execution of actions deriving from 

the diagnosis and medical treatment. Ministry of Health 

Decree 140, issued in 2004, establishes the Organic 

Regulation of Health Services in article 51, determining 

that “care management” comprises the actions aimed 

at the promotion, maintenance and restoration of 

health, the prevention of illnesses or injuries and the 

execution of activities deriving from the diagnosis and 

medical treatment and the duty to watch over the best 

management of patient care resources(12).

In that sense, in their inclusion process, the 

immigrant nurses feel privileged for being valued as 

professionals, respected by their colleagues, patients and 

society as Health-care providers (domain), differently 

from their countries of origin, where demotivation was 

the dominant feeling.

The similarities in terms of professional education, 

particularly the technical aspects of care, facilitate 

the development of their professional activities. The 

educational level is also part of Purnell’s domain 

Overview/heritage, which the immigrant nurses 

experience as positive.

[…] it’s all very similar […] (Andrea.br); the care is similar 

… (María.co); […] your experience is highly valued, you can 

advance and get further training (Estela.co); […] the care is in 

accordance with your experiences and skills […] (Karen.ec); your 

opinions are respected […] (Nieves.uy); We are acknowledged 

by society […] (Berta.co).

They suppose that your way of establishing personal 

contact, in a closer and more loving manner, contributes 

to the establishment of good relations. They feel that 

they are respected and well received by the patients. In 

the field notes, various occasions were registered when 

the nurses approached the patients gently and were 

corresponded with respect and gratitude in the nursing 

care process. The welcoming the patients demonstrate 

in response to the immigrant nurses’ kindness helped 

to achieve a good professional performance. All aspects 

related to the principles of autonomy, acculturation, 

assimilation, gender roles and health-care practices are 

in accordance with Purnell’s domain Workforce issues, 

and identified through their gentle approach of the 

patients.

The relation with the patients is good (Andrea.br); […] we 

are loving and gentle to them […] (Berta.co); […] the patients 

are grateful for the attention […] (Nieves.uy).

They naturally gain the patients’ trust, establishing 

a support network in an unknown context.

Seeking people´s acceptance – professional 
adaptation in a new cultural scenario

The immigrant nurses had to overcome some 

difficulties to get established in their new cultural 

and professional space. Their professional adaptation 

requires appropriate language in order to establish 

effective communication and be able to work. They 

look for the best way to do this with a view to getting 

accepted at work and avoiding misunderstandings.

They find it very important in this process to 

understand and be understood, with a view to an 

effective professional performance, achieved through 

appropriate and specific terms for the technical as well 

as the administrative aspects of care.

The semantic differences, expressions, slang, or 

changes in the meanings of the words and names of 

the materials the nurses use are indicated as obstacles 
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when they start to work because they hamper the 

communication with their local colleagues, patients and 

other health team members.

Communication is a great problems for the 

professionals and, without face-to-face contact, they 

prepare as well as they can to gain their colleagues’ 

respect. In that sense, it was observed and registered 

that the Brazilian nurse got “prepared”, thought about 

how she should communicate before talking by phone 

with her Chilean colleagues from other hospital services.

The difficulties they presented to express their 

thoughts, ideas and feelings to local colleagues and other 

health professionals fit into Purnell’s cultural domain-

communication, concerning contextual language use 

and its variations, such as non-verbal communication.

[…] they talk to you rapidly (Lucía.co); […] I did not 

understand them at all […] (Nieves.uy); […] my words were 

disrespectful (Diana.uy); […] the words and materials change 

[…] (Berta.co); […] I am in doubt about the language to relate 

with the nurses (Andrea.br).

The immigrant nurses feel that the local nurses lack 

confidence in their professional education and they need 

to demonstrate their professional capacity in order to 

be accepted. The differences in some responsibilities, 

the distant and class-related relationship among health 

team members and the dependence on the physicians 

are frustrating experiences that demand additional 

efforts from the nurses with a view to their professional 

self-adaptation, making great effort to adapt in a new 

cultural context of work. This adaptation included 

overcoming the difficulties characteristic of professional 

practice and its cultural barriers(1).

The diversification in the immigrant nurses’ 

functions is opposed to the care that is relegated to mere 

practice, with the consequent loss of empowerment and 

professional profile, while feeling that these practices go 

against the expectations of the community receiving the 

care. Being a “clinical nurse” hampers their activities and 

makes them feel personally dissatisfied because of the loss 

of professional power they had in their country of origin. 

They think that the form of care management negatively 

influences the patients and their family and, consequently, 

the health services. These experiences exhaust their self-

esteem and make their professional and family relations 

more difficult. They also mention different responsibilities 

in some care activities and the existence of a relation of 

dependence on the physicians or health-care practices 

that differ from their countries of origin.

The characteristics as Health-care providers 

(domain), their traditional practices, individual 

responsibility related to health, health practices and 

health and nursing care barriers are in accordance with 

the cultural beliefs in Purnell’s domains.

Care goes beyond technical procedures. The 

understanding of how this process is experienced serves 

as the background to encourage reflection and autonomy 

in decision making(13).

They mistrust foreign nurses because of a lack of 

knowledge (Berta.co); they see you with constraints, question 

what you’ve learned […] responsibilities are delegated, there’s 

classism because of distancing in the team (María.co); […] your 

hands are tied, I feel frustrated […] (Lucía.co); It’s complicated 

[…] (Lucía.co); […] the adaptation is difficult […] (Cristina.ec); 

[…] when you just deliver care, care management gets sloppy 

and you lose empowerment (Melissa.co).

The aspects that hamper the nurses’ professional 

adaptation in Chile include experiences of rejection, 

professional relations that are questioned and unfair 

from colleagues, as well as vulnerability due to lack of 

support, feeling of helplessness and loneliness; overload 

and professional stress, discrimination and mistrust, all 

of which are frustrating experiences to adapt to the new 

job context. These experiences affect the relationship 

among people in the professional context and further to 

the family context.

Some nurses feel that the behaviors of rejection 

and direct or hidden discrimination in the professional 

context, such as the relationship between health team 

members in Chile and the immigrant nurses, can be 

related to the skin color or body height differences. 

The domain-Biocultural ecology includes the ethnic and 

racial variations that were perceived, such as skin color 

and body height differences.

[…] you feel racism, comments that make you quit your 

job, there’s rejection (María.co); […] it’s another culture, you 

are exposed to suspicion and discrimination (Isabel.co); […] 

they are reluctant to foreigners, I’m mulatto and look like a 

Peruvian […] (Lucía.co).

Therefore, they resiliently remain silent so as not to 

get involved beyond professional issues and avoid going 

deeper into conflicts, in the attempt to feel accepted, 

which means gaining the natives’ trust.

[…] you create defense, personality, live with it (Berta.co); 

[…] I make sure to do my job and not get involved (Karen.ec).

The nurses signaled that, to get established in the 

new cultural context, they had to overcome difficulties 

like Workforce issues (domain) in their process of 

autonomy, acculturation and assimilation, in the attempt 

to get accepted by all health team members, which 

means gaining their trust.
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Discussion

The nurses who immigrated to Chile manifest 

that, in their countries of origin, the job opportunities 

are scarce and badly paid with few possibilities for 

professional development.

The cultural competence in the processes identified 

in the decision to emigrate, in the employability and 

adaption of the nurses to the new culture is determined 

by the domains Overview/heritage, Communication, 

Workforce issues, Family roles and organization, 

Biocultural ecology and Health-care providers(9). They 

manifest that their employability and professional 

performance are hampered by their need to adapt to the 

new culture and new professional context at the same 

time. The differences in the professional background, 

responsibilities and conceptions of the care management 

relationship lead to a loss of empowerment in nursing 

and make the immigrant nurses feel uncertain in the 

new cultural context.

Furthermore, we perceive that the main difficulty 

is related to the cultural barriers, to communication, 

marginalization, to the nurses’ need to demonstrate 

their skills and to their relationship with colleagues(1-3), 

besides the need to combine their different roles with 

feelings of rootlessness and the demands characteristic 

of a new lifestyle, which make them more vulnerable. 

Also, some nurses felt mistrust and discrimination from 

their colleagues, in accordance with research findings 

from Australia, USA and Canada(1-3). The adaptation 

includes overcoming the difficulties characteristic of the 

professional practice and its cultural barriers(3,14).

The immigrant nurses in Chile start to work at the 

hospitals in a phase unconsciously incompetent cultural 

awareness according to the Purnell Model to deliver 

care in the framework of the person, family, community 

and global society of the new country. Arriving in a new 

culture implies experiencing a constant tension due to 

the continuous effort to adapt, the burden of getting 

adjusted to the new society consciously and voluntarily. 

“People seeking acceptance” was the central cultural 

theme that emerged from the immigrant nursing who 

live and work in Chile. According to them, this represents 

a great challenge in their lives, which they cannot face 

alone, as they need to conciliate their objectives with the 

differences in the cultural environment of their personal 

and professional development in the new country.

Cultural competence is the development of a 

conscious and non-linear process, resulting from the 

adaptation to the care and culture. Cultural awareness 

departs from the unconsciously incompetent phase, 

without the awareness that one lacks knowledge 

about the new culture, until reaching the ideal phase 

of unconscious competence, when one automatically 

delivers care in accordance with the culture(9).

At the international level, in response to the 

nurses’ demands, intervention programs are proposed 

to improve the professionals’ competence(2,14-15). In 

Ontario, there is a center to prepare and advise nurses 

educated abroad(16). In addition, the countries need 

to adapt their policies in order to improve the nurses’ 

job conditions, development bilateral programs to 

administer the migrations(17-18).

Theoretical reflection is needed about nursing 

teaching, departing from the conceptualization of the 

globalized world and the repercussions of its paradigms 

on man and, consequently, on the nursing students’ 

learning, validating the relevance of using a bio-psycho-

social-economic model that values care for individuals in 

different contexts(19), involving professionals from health 

institutions in this cultural change.

This preparation should include institutional 

analysis, the psychodynamics of work and the theory 

of communicative action. These three areas are distinct 

possibilities to consider both professional-user and 

professional-professional interactions(20). Great effort 

is needed to identify and define the global health 

competences, as these are just beginning(21).

Final considerations

In general, the immigrant nurses in Chile are 

satisfied with their achievements, related to their 

professional life as well as their projects, expressing a 

level of conformity with their lifestyles in the achievement 

of their property targets.

The process of getting established as a nurse 

in the new country is characterized by facilities and 

difficulties. The main facilities involved the existence of 

job opportunities, some similarities in the professional 

education and support from patients. The difficulties 

were related to cultural aspects in changing the meaning 

of words and the use of slang that entail difficulties to 

understand and be understood, as well as the complex 

relationship with colleagues, lack of knowledge 

about health policies and new responsibilities in care 

management.

The professionals clearly need to get integrated 

in an unknown cultural environment, with different 

standards, beliefs and values in the social and care 
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context, based on human conducts, communication and 

interpersonal relations.

The immigrant nurses in Chile start to work at the 

hospitals in a phase unconsciously incompetent cultural 

awareness according to the Purnell Model to deliver 

care in the framework of the person, family, community 

and global society of the new country. Arriving in a new 

culture implies experiencing a constant tension due to 

the continuous effort to adapt, the burden of getting 

adjusted to the new society consciously and voluntarily. 

“Seeking people’s acceptance” was the central cultural 

theme that emerged from the immigrant nursing who 

live and work in Chile. According to them, this represents 

a great challenge in their lives, which they cannot face 

alone, as they need to conciliate their objectives with the 

differences in the cultural environment of their personal 

and professional development in the new country.

Further reflection is needed, focusing on the 

transition of immigrant nurses in Chile with a view to their 

professional integration. The health institutions need to 

make decisions that promote these educative aspects in 

all professionals, with a view to giving competent, fast 

and effective answers to their service needs.

This research validates the need to establish an 

adaptation period for the nurses who arrive in a new 

sociocultural and professional context. Its findings 

provide directions for organizational policy strategies for 

the sociocultural transition to the job world of nurses 

who arrive in Chile from South American countries. We 

believe that this study, based on the experiences of 

nurses, within a cross-cultural perspective, contributes 

to the knowledge about the post-modern paradigm and 

about the needs of our professionals in order to promote 

the quality of care at health services in the current 

context of globalization.

Great efforts have been made globally to define the 

cultural competences of nursing students that need to 

be incorporated into the curricula. In that sense, this 

study intends to contribute to the knowledge about the 

needs of health professionals, in this case nurses, in 

the context of inter-country mobility. Moreover, these 

research results provide evidence to international 

entities, academic researchers, health professionals 

and lecturers involved in continuing education at the 

institutions.

The professionals need to be offered support 

during the first year of their study, through educative 

programs and interventions aimed at achieving progress 

in their cultural awareness and at improving their level 

of competence.
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