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Introduction
Nurse migration has emerged as a 
significant and rapidly expanding 
phenomenon in the early 21st  century. It is 
increasingly being regarded as a “global 
crisis.”[1] Factors such as aging populations, 
declining birth rates, the shift from acute 
to chronic illnesses, and rising professional 
demands have led to a growing need 
for healthcare professionals in high‑  and 
upper‑middle‑income countries.[2] However, 
the global supply of nurses has failed to 
keep pace with this increasing demand.[3] 
Projections estimate a global shortfall of 
7.6 million nurses by 2030, a figure that 
does not account for the additional strain 
caused by the COVID‑19 pandemic.[4] One 
major response to this shortage has been 
the international recruitment of nurses 
from low‑  and middle‑income countries to 
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Abstract
Background: In recent years, the migration of Iranian nurses has significantly increased. They 
are faced with various professional and social challenges during their transition. This study 
explored these challenges faced by Iranian migrant nurses in three primary destination countries: 
Germany, Denmark, and Australia. Materials and Methods: This study employed a descriptive 
phenomenological approach to explore the lived experiences of 20 Iranian migrant nurses  (8 
in Australia, 8 in Denmark, and 4 in Germany). Data were collected via semi‑structured, 
audio‑recorded online interviews conducted between April and August 2024. Each interview lasted 
approximately 45  minutes. Data were analyzed using Colaizzi’s method, supported by MAXQDA 
software. Results: Analysis revealed four main themes reflecting complex challenges faced by 
Iranian migrant nurses: Professional Transition Challenges, Economic Vulnerability, and Cultural and 
Social Dislocation. Professional Transition Challenges included unrecognized prior qualifications, 
diminished professional competencies, limited opportunities for advancement, and language‑related 
difficulties in professional and clinical communication. Economic Vulnerability involved financial 
strain due to high living costs and economic instability, substantial expenses related to visas and 
exams, and negative impact of currency fluctuations. Cultural and Social Dislocation was marked 
by difficulties in cultural adaptation, value conflicts, experiences of discrimination, and strained 
interactions. Psychological and Emotional Strain included persistent loneliness, homesickness, 
anxiety, and identity disruption. Conclusions: The findings highlight the complex challenges faced 
by Iranian migrant nurses and emphasize the need for targeted support policies in host countries. 
Addressing issues like ethical recruitment, financial support, and language training can facilitate their 
integration and improve healthcare outcomes in host countries.
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fill healthcare gaps in wealthier nations.[5] 
Today, one in eight qualified nurses globally 
works in a country different from where 
they were trained or born.[6] Among these, 
Iranian nurses have become increasingly 
sought after due to their advanced education 
and clinical competence. Many migrate 
to countries such as Australia, Germany, 
and Denmark.[6] Although there are no 
precise statistics on Iranian nurse migration, 
anecdotal evidence and recent surveys 
suggest a substantial increase in migration, 
especially during and after the COVID‑19 
crisis.[6-8]

Iran itself faces a critical nursing shortage. 
With only 1.5 nurses per 1000 people, 
compared to more than 18 per 1000 
in some high‑income countries, Iran is 
estimated to need over  100,000 additional 
nurses.[9] This domestic shortage, combined 
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with improved migration policies abroad, has further 
incentivized Iranian nurses to seek employment overseas. 
Several destination countries have simplified recruitment 
procedures and relaxed immigration rules in response to 
their own healthcare needs.[6] For example, Germany has 
amended its immigration policies to facilitate the entry of 
international healthcare professionals.[10,11] It is projected 
to need around 520,000 new nurses by 2030.[12] Denmark, 
too, has begun actively recruiting nurses from outside the 
EU.[13] In Australia, nurse shortages are expected to reach 
85,000 by 2025 and 123,000 by 2030.[14]

These dynamics have increased the appeal of migration 
among Iranian nurses, who seek better professional 
opportunities and improved living conditions. Yet, the 
migration process often brings with it significant emotional, 
cultural, and professional challenges. Migrant nurses 
must navigate new healthcare systems, languages, and 
social environments, making integration difficult and, 
at times, overwhelming. One promising way to address 
these issues is through studying the lived experiences of 
migrant nurses. While existing research has examined 
the motivations behind Iranian nurse migration, there 
is a notable lack of focus on the challenges they face 
after relocation. Therefore, the aim of this study was to 
qualitatively articulate the challenges faced by Iranian 
migrant nurses abroad. Specifically, this research focuses on 
the experiences of these nurses in Germany, Denmark, and 
Australia. The findings of this research will offer valuable 
insights for policymakers in both the countries of origin 
and the host nations, as well as for nurses considering 
migration. Additionally, the outcomes will contribute to 
enhancing the cultural, social, and professional integration 
of Iranian nurses, minimizing their negative experiences, 
and providing strategies to overcome the challenges they 
encounter.

Materials and Methods
This study employed a descriptive phenomenological 
approach to identify and describe the challenges faced by 
Iranian migrant nurses in the process of migration, while 
exploring their lived experiences of these challenges. 
Descriptive phenomenology, founded by Edmund 
Husserl, is a qualitative research method that focuses 
on the exploration and description of phenomena. In this 
approach, the researcher aims to understand experiences 
as individuals have felt them, without any judgment or 
personal interpretation interfering in the process. The 
primary goal of descriptive phenomenology is to identify 
the structure or essence of a lived experience in order to 
accurately describe its true meaning.[15]

Sampling in this study was, first, conducted purposefully 
and, subsequently, using a snowball sampling method. 
A  total of 20 Iranian migrant nurses were selected, 
including 8 who migrated to Denmark, 8 to Australia, and 
4 to Germany. This selection provided geographical and 

cultural diversity within the sample, enabling the collection 
of a wide range of experiences related to migration and its 
challenges. Data were collected through semi‑structured 
interviews with 20 migrant nurses. These interviews 
were conducted online and in audio format using various 
platforms such as Telegram, WhatsApp, Google Meet, 
and Skype from April to August 2024. The interview 
questions were designed based on the research objectives 
and prior studies. The average duration of each interview 
was approximately 45  minutes, with a range of 30 to 
60  minutes. The semi‑structured format provided us with 
the necessary flexibility to conduct a deeper exploration of 
the participants’ experiences while maintaining a general 
framework for the interviews.

In the present study, data analysis was performed using 
Colaizzi’s method, chosen for its focus on describing 
the lived experiences and the meanings as expressed by 
participants, particularly regarding migration challenges. 
This approach enables the researcher to present participants’ 
experiences accurately, emphasizing their direct 
descriptions without imposing personal interpretations.[16] 
The analysis was conducted using MAXQDA Analytics 
Pro, version  2020  (VERBI GmbH, Berlin, Germany). 
The Colaizzi method involves the following steps:  (1) 
Familiarization with the data: the first author listened 
to all recorded interviews several times and transcribed 
them verbatim and then read the transcripts repeatedly to 
immerse herself in the data and gain a general sense of 
the participants’ experiences;  (2) Extracting significant 
statements: the researcher reviewed the transcripts and 
extracted key statements directly related to the phenomenon 
under study, highlighting them and noting their context; (3) 
Formulating meanings: each significant statement was 
carefully rephrased into short conceptual meanings;  (4) 
Organization into themes: the formulated meanings were 
grouped into categories and clustered into themes;  (5) 
Exhaustive description: a detailed description of the 
phenomenon was developed by combining the identified 
themes; (6) Fundamental structure: the essential structure of 
the lived experience was synthesized from the exhaustive 
description; and  (7) Validation: a summary of the findings 
was returned to several participants for member checking, 
and their feedback was incorporated where relevant.[16] 
This analytical approach enabled an in‑depth understanding 
of Iranian nurses’ migration experiences by staying close 
to their narrated realities. Throughout the process, we 
aimed to ensure fairness, transparency, and fidelity to the 
participants’ authentic voices.

To ensure the trustworthiness of the study, several 
strategies were applied based on Lincoln and Guba’s 
criteria. Credibility was enhanced through purposive 
and snowball sampling to ensure a wide range of lived 
experiences. Member checking was conducted by returning 
the summarized descriptions of the findings to several 
participants for confirmation of accuracy.
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Moreover, dependability was supported by repeated reading 
and consistent handling of the data. Confirmability was 
maintained through transparent documentation of all 
research steps. Finally, transferability was strengthened 
by providing rich and detailed descriptions of the context, 
participants, and data collection process.

Ethical considerations

This study forms part of a Ph.D. thesis in health economics 
entitled “Calculating the Financial Burden of Nurses’ 
Migration: Causes and Solutions for Mitigation.” It has 
received approval from the Ethics Committee of Tehran 
University of Medical Sciences (Ethics No. IR.TUMS.SPH.
REC.14010289). All ethical considerations were observed, 
including obtaining informed consent from participants, 
ensuring their freedom to participate or withdraw from 
the interviews, securing permission to record audio, 
maintaining the confidentiality of personal information, 
and ensuring that the researcher’s personal opinions did 
not interfere with the stages of data collection, analysis, or 
reporting.

Results
The demographic data of the interviewees are presented 
in Table  1. Most of the participants were women  (17 
individuals), married  (14 individuals), and aged between 31 
and 40  years  (9 individuals). The majority held a bachelor’s 
degree  (13 individuals) and had over  5  years of work 
experience  (15 individuals). Moreover, eight participants had 
migrated to Australia, eight to Denmark, and four to Germany.

Participants identified the challenges they faced after 
migrating from Iran, which were categorized into four main 

themes: Professional Transition Challenges, Economic 
Vulnerability, Cultural and Social Dislocation, and 
Psychological and Emotional Strain. These challenges are 
presented in detail in Table  2, where they are organized 
into themes and subthemes.

Professional transition challenges

This theme captures the core challenges migrant nurses 
face during their professional transition and the gradual 
shifts in their professional identity. These disruptions 
mainly arise from three interconnected factors: lack of 
recognition of prior professional qualifications, erosion of 
professional competencies and limited opportunities for 
career advancement, and language‑related challenges in 
professional and clinical communication. Together, these 
contribute to professional instability, self‑doubt about 
clinical abilities, and an ongoing struggle to redefine one’s 
role within host countries’ healthcare systems.

Participants frequently reported difficulty re‑entering 
the nursing workforce, primarily due to the lack of 
automatic recognition of their educational and professional 
credentials. Many were required to undergo complex, 
lengthy assessment processes and pass language proficiency 
tests to regain eligibility for clinical practice, regardless of 
their extensive experience. These delays disrupted their 
career trajectories and undermined professional confidence.

The lived experiences suggest that expectations of 
professional migration, particularly to Denmark, often 
conflicted with structural realities. Many arrived with 
valid 3‑year work visas expecting immediate employment 
but faced systemic barriers challenging their professional 

Table 1: Demographic characteristics of participants
Destination CountryWork Experience in IranEducational LevelMarital StatusAge (year)GenderParticipant ID
Germany21Master’s degreeMarried43FemaleP1
Germany4Master’s degreeSingle27FemaleP2
Germany5Bachelor’s degreeMarried28FemaleP3
Germany15Bachelor’s degreeSingle40MaleP4
Australia4Bachelor’s degreeSingle32FemaleP5
Australia11Master’s degreeMarried37FemaleP6
Australia7Bachelor’s degreeMarried38FemaleP7
Australia4Bachelor’s degreeSingle27FemaleP8
Australia5Master’s degreeSingle27FemaleP9
Australia12Bachelor’s degreeMarried35FemaleP10
Australia10Master’s degreeMarried37FemaleP11
Australia9Master’s degreeMarried32FemaleP12
Denmark26Bachelor’s degreeMarried50FemaleP13
Denmark20Bachelor’s degreeMarried42FemaleP14
Denmark13Bachelor’s degreeDivorced37FemaleP15
Denmark23Bachelor’s degreeMarried50FemaleP16
Denmark19Bachelor’s degreeMarried46FemaleP17
Denmark12Bachelor’s degreeMarried37FemaleP18
Denmark20Bachelor’s degreeMarried45MaleP19
Denmark11Master’s degreeMarried42MaleP20
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identity assumptions. The following quotations illustrate 
this: “I sought assistance from one of the migration 
agencies, which exploited me and charged exorbitant fees. 
They falsely assured us that we would receive a work 
permit, but upon arrival in Denmark, we learned that we 
did not have one. I  worked in a grocery store for over a 
year, doing hourly shifts just to make ends meet. I  had to 
accept jobs I had never done before, and it was extremely 
challenging. Eventually, I passed the nursing exams here 
and finally secured a position in a hospital” (P20).

“Three months after I arrived in Denmark, I began 
working. However, initially, I had to take a position in 
a care home, because I did not possess a work permit. 
Given my lack of the required permit, I accepted this job. 
I worked 20 hours a week, but it was very demanding and 
exhausting, and I felt dissatisfied from the outset” (P14).

Several participants mentioned the mandatory 6‑month 
professional assessment course, usually conducted in 
hospital settings, which is crucial for final qualification 
recognition. They emphasized that securing an employer 
willing to support participation in this course is solely 
the individual’s responsibility, rendering the job search 
complex and uncertain. Furthermore, even after successfully 
completing the course, permanent employment is not 
guaranteed, leaving many unsure about their long‑term 
professional integration. One participant described the 
process as: “Nurses migrating to Denmark must find 
an employer on their own, which is challenging. I  was 
unemployed for over a year. I  have been participating in 
the 6‑month assessment course in the NICU of a hospital 

for about 3  months now. I  emailed head nurses more than 
20  times before 1 of them finally accepted me. It remains 
uncertain whether they will employ me after the 6‑month 
period” (P18).

Participants migrating with 3‑year visas reported significant 
pressure due to strict deadlines imposed for completing 
professional registration and securing employment. Passing 
the registry exam within this limited timeframe was a 
major professional hurdle affecting their legal eligibility to 
practice nursing. Failure or delays could result in the loss 
of their legal status and force them to return to their home 
country, disrupting their career plans and integration. As 
one participant explained: “My visa is valid for 3  years. 
If I cannot register within this timeframe, I will have to 
return to Iran. This is very stressful for me. My children 
are attending school here. If we return to Iran, they will be 
3 years behind their peers” (P17).

Moreover, the competitive job market intensified these 
challenges. Migrants had to navigate language exams and 
mandatory training courses while competing for a limited 
number of nursing positions. This environment created 
professional stress and uncertainty regarding job security 
and career progression. One participant noted: “Here, you 
must take the Danish language exam and, then, complete a 
6‑month course in a hospital. The employer must approve 
you, only then are you permitted to work as a nurse in 
this country. This has led to Iranian migrants competing 
against one another. Everyone is stressed because there are 
many nurses but not enough jobs for them. Those who are 
authorized often face envy from other migrants” (P13).

Additionally, migrant nurses frequently face ongoing 
demands to validate their competencies and improve 
language proficiency, requirements that often lead to 
frustration and emotional fatigue. In this regard, participants 
stated: “In Denmark, you must consistently improve your 
skill level. When you email head nurses for job openings, 
they often do not even bother to open your message. The 
Danish government claims that a level 2 language skill is 
sufficient; however, when you apply for a job, they expect 
you to possess a level 7” (P15).

“As a nurse, you must speak Danish fluently, or you 
cannot enter the job market. The migration process 
to Denmark is relatively smooth, but securing a job is 
exceedingly difficult. Many assert that Denmark does not 
have language requirements, but this is entirely false. You 
must study Danish for 2‑3  years, starting from the basics. 
Patients here expect you to address all their problems 
comprehensively. Therefore, your language skills must be 
exceptional” (P16).

Many migrant nurses reported that although they had studied 
the destination country’s language before migration, they 
encountered unexpected challenges upon arrival, especially 
due to regional dialects and specialized clinical vocabulary. 
These linguistic barriers hindered their full participation 

Table 2: Main themes and subthemes of challenges faced 
by migrant nurses

Main Themes Subthemes
Professional 
Transition 
Challenges

Lack of recognition of prior professional 
qualifications
Erosion of professional competencies and 
limited opportunities for career advancement
Language‑related challenges in professional 
and clinical communication

Economic 
Vulnerability

Financial strain due to high living costs and 
economic instability 
Significant expenses related to visa procedures, 
exams, and migration 
Negative impact of currency fluctuations on 
financial stability

Cultural 
and Social 
Dislocation

Difficulty adapting culturally and value 
conflicts with the host society 
Experiences of discrimination, racism, or social 
exclusion 
Challenges in daily social interactions

Psychological 
and Emotional 
Strain

Chronic feelings of loneliness and emotional 
detachment 
Homesickness, grief, and anxiety related to 
separation  
Identity crisis and psychological disorientation
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in clinical discussions and effective communication with 
patients and colleagues. Such challenges increased stress, 
reduced confidence, and caused feelings of professional 
inadequacy. This issue was especially notable among 
migrants to non‑English‑speaking countries such as 
Germany and Denmark. Nurses explained that even when 
they understood native speakers, they often needed extra 
time to process information and respond, which limited 
their timely contributions to professional conversations. 
Participant quotes in this regard include: “Although I had 
studied German for 4  years, when I arrived in Germany, 
I encountered difficulties with the language. Their accent 
was very different. In Iran, I was very active in the hospital 
and contributed during rounds but here, by the time I 
understand what is being said and formulate my response 
in my mind, the discussion has already ended” (P3).

“The language here (Denmark) is extremely difficult. I have 
been working as a nurse in the hospital for 3  months, 
but during shift handovers, I sometimes forget my native 
language due to stress” (P18).

“Language is my primary challenge. In Iran, I thought 
my language skills were sufficient, but when I came 
here  (Australia), I could not speak with the local accent. 
For example, in the hospital, I am afraid to answer 
the phone because I do not understand what they are 
saying. This has made me feel less confident and like an 
outsider” (P8).

“The language is a huge problem. My English is good, but 
patients here, even though they know English, refuse to 
speak with me in English. You have to speak Danish with 
them” (P14).

Another significant challenge reported by participants 
was deskilling, primarily linked to differences in care 
standards and role expectations between Iran and 
host countries. Despite holding academic degrees and 
considerable clinical experience, many Iranian nurses 
were assigned tasks similar to nursing assistants. This 
limited their ability to apply their full range of skills and 
competencies. Consequently, many of them experienced 
frustration, disappointment, and a loss of professional 
identity. Participants reported these challenges as follows: 
“I have 15  years of experience working in Iran in the 
catheter lab, but here in Germany, I am regarded as an 
entry‑level worker. I  am capable of performing many 
tasks, yet here, external staff is hired to carry them out. 
I informed them that I was trained to use a specific device, 
and they replied, ‘Well done,’ but stated that it was not 
necessary. The external staff from the company handles 
those tasks” (P4).

“In Iran, we had nurse assistants, and many personal care 
tasks for patients were managed by their families, but here 
in Denmark, it is different. You must attend to basic patient 
needs, such as changing diapers, assisting with bedpans, 
and bathing patients” (P14).

“In Australia, even blood sampling is performed only 
by specifically designated nurses. My responsibilities 
have been reduced, and I do not find this satisfying. For 
instance, if a patient’s catheter is dislodged, I am not 
allowed to fix it. My clinical skills are not being used. Back 
in Iran, we worked almost at the level of doctors, and we 
felt truly effective” (P11).

Such accounts reflect the gap between expectations and 
reality. Many migrated seeking professional advancement 
but encountered systemic barriers. This mismatch often led 
to a sense of stagnation, as one participant shared: “Here in 
Germany, there is no hierarchy. Everyone operates on the 
same level. There are no senior positions, which diminishes 
motivation. I  found this disheartening. I  migrated with the 
hope of career advancement, but now I see that those who 
migrated 10  years ago are engaged in the same work that 
I, as a newcomer, am doing” (P2).

Overall, the findings indicate that the professional transition 
of migrant nurses is a complex process that extends beyond 
mere adaptation, involving the continuous reconstruction 
of professional identity within unfamiliar organizational 
contexts. Factors such as nonrecognition of prior 
qualifications, limited career advancement opportunities, 
and language barriers disrupt professional coherence and 
gradually undermine their professional roles.

Economic vulnerability

The theme of Economic Vulnerability reflects the 
multifaceted financial difficulties experienced by migrant 
nurses. These difficulties primarily arise from financial 
strain due to high living costs and economic instability 
in host countries, significant expenses related to visa 
procedures, exams, and migration processes, and the 
negative impact of currency fluctuations on financial 
stability. Together, these factors create ongoing economic 
insecurity, often forcing nurses to rely on personal savings 
or family support to cover essential expenses during and 
after relocation.

Financial strain was a prominent concern among 
participants, especially regarding housing and healthcare 
costs. For instance, a nurse in Australia stated: “The cost of 
housing here in Australia is extremely high. We pay around 
2,000 Australian dollars (AUD) per month in rent, which is 
substantial. Even after 11  months here, I still do not have 
health insurance, and a simple doctor’s visit costs me 200 
AUD” (P11).

Similarly, a participant in Denmark highlighted the burden 
of living expenses and currency disparities: “The rent 
here in Denmark is expensive. I  pay about 60 million 
tomans  (Approximately 6000 DKK) per month for rent. If 
we manage to be very frugal, we might save 2,000 to 3,000 
DKK, but that is not a large amount” (P20).

In addition to housing costs, high taxation further 
constrained financial flexibility: “Taxes in Denmark are 
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very high, and even the locals are dissatisfied with them. 
You must pay 40%, and sometimes up to 60% of your 
salary in taxes. If you want to live extremely frugally, you 
may be able to save a little, but if you wish to maintain a 
standard lifestyle, saving is virtually impossible” (P16).

Visa and legal processes also imposed significant financial 
burdens. Many nurses, especially in Australia, had to 
enter on student visas, incur high educational costs, and 
face prolonged job insecurity. One participant explained: 
“The cost of education in Australia is exorbitant. I  sold 
my house and car in Iran and brought all my savings 
with me, even borrowing money from my sister. The 
tuition for just 2  years at university exceeded 3  billion 
tomans  (approximately 80,000 AUD) in Iranian currency. 
It has been several months since I completed my studies, 
and despite investing heavily to get registered as a nurse, I 
still have not found a job. For now, I am forced to work in 
a nursing home” (P7).

This quote illustrates the severe financial strain resulting 
from the high cost of education. The individual, having sold 
personal assets and borrowed money from family members, 
now faces challenges in securing suitable employment. 
This financial burden continues even after the completion 
of their education.

Another participant noted the need to work unrelated jobs 
to cover expenses: “I had to pay 80,000 AUD just for 
2  years of study. In addition to the money I brought from 
Iran, I had to work 9 hours a day in a supermarket to 
cover both my living expenses and tuition” (P8).

This statement clearly reflects the intense financial 
difficulties caused by the combined cost of education and 
living expenses. Many migrant nurses, in order to meet 
their financial needs, take up jobs outside their professional 
fields. This not only exacerbates their financial strain but 
also potentially has negative implications for their mental 
and social wellbeing.

Cultural and social dislocation

Cultural and social dislocation emerged as a key challenge 
faced by migrant nurses in host countries. This included 
difficulty adapting to the new culture, value conflicts with 
the host society, experiences of discrimination and racism, 
social exclusion, and challenges in daily social interactions. 
One of the main issues involved differences in parenting 
norms. Many participants voiced concerns over the impact 
of the host culture on their children’s religious and national 
identities. In the Iranian culture, children are expected 
to remain dependent on their families until marriage, 
whereas in many Western societies, early independence is 
encouraged. One participant explained: “My daughter, who 
is only 15  years old, is looking for a job to gain her own 
income and independence” (P14).

This quote underscores the stark differences in attitudes 
toward independence and autonomy. This cultural gap is 

reflected not only in social behaviors but also in religious 
and ethical perspectives. Many nurses referred to issues 
such as the hijab and sexual relationships in host countries, 
expressing feelings of confusion and disorientation due to 
the cultural freedoms that are embraced in those societies. 
For example, one participant commented: “Schools here are 
co‑educational, and homosexuality is openly accepted. My 
teenager has quickly adapted to the local culture. I  wish I 
could return to Iran, but I cannot because of my children; 
they no longer support that idea. I feel trapped” (P16).

This situation has led to feelings of alienation and concern 
about the erosion of cultural values and identity among 
migrant nurses.

Discrimination and racism in the workplace were also 
identified as significant issues in the study. Many Iranian 
nurses reported experiencing feelings of exclusion and 
discrimination in their professional environments. This 
discrimination often occurred indirectly, through being 
ignored or through the formation of in‑groups among 
employees of different nationalities. One participant 
shared her direct experience of feeling ostracized at work 
as follows: “In my hospital, I am the only Iranian. Other 
migrants and Australians have formed groups and support 
each other, while I feel like I have been left out” (P11).

Such experiences led to decreased self‑esteem and a 
weakened sense of workplace belonging, negatively 
affecting professional and personal wellbeing.

In addition, participants described barriers in everyday 
communication, especially during their initial months in the 
host country. These challenges made basic administrative 
tasks, such as opening bank accounts, paying taxes, or 
finding housing, difficult to manage. Many initially assumed 
that routine procedures would be simpler and more efficient 
in the host countries, but encountered unexpected levels of 
bureaucracy. These issues often resulted in confusion and 
anxiety. However, participants noted that many of these 
obstacles gradually eased over time. Some examples of this 
are as follows: “One of our challenges was that we did not 
realize how quickly we needed to complete the tax form. 
After 2  months, when my husband started working, they 
told him that because he had not filled out the tax form, he 
would have to pay 55% in taxes, whereas if he had filled it 
out on time, he would have paid only 36%” (P17).

“I had an accident here in Denmark. When the police arrived, 
I could not explain myself. It was a very uncomfortable 
experience. It cost me a lot. The police told me that if I did 
not obtain a driver’s license within 6  months, I would not 
be able to drive for 3 years. I failed the driving test 3 times. 
On top of the high exam costs, I had to pay a fine of 1,000 
kroner each time, which was very expensive” (P17).

“I had difficulty finding a house. I  have moved 3  times so 
far. Even Iranians here in Denmark gave me wrong advice 
on finding accommodation” (P16).
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“Here in Denmark, you must at least be proficient in 
English. I know of some migrants who, after 4 to 5 months, 
still could not open a bank account. They were forced to 
return to Iran” (P18).

Overall, the findings suggest that cultural and social 
dislocation among migrant nurses involves more than 
superficial cultural differences. It reflects deeper value 
conflicts, discrimination, and adaptation challenges in 
daily and professional life. These barriers can significantly 
undermine their sense of belonging and social integration 
in the host country.

Emotional and psychological strain

The theme of emotional and psychological strain captures 
the complex burdens experienced by migrant nurses. 
This overarching theme includes three subthemes: 
Chronic feelings of loneliness and emotional detachment, 
Homesickness, grief, and anxiety related to separation, 
and Identity crisis and psychological disorientation. 
Participants’ narratives revealed that migration is not just a 
geographical shift but an emotionally charged journey that 
affects psychological stability and the sense of self.

A persistent challenge was the experience of loneliness and 
longing. Almost all participants spoke of the emotional pain 
tied to leaving Iran, especially separation from familiar 
surroundings, close family bonds, and cherished memories. 
These feelings were intensified among those with elderly 
parents still in Iran. For many, migration became a moment 
of reflection and renewed appreciation for their homeland. 
As one nurse stated: “You only truly realize what you have 
lost when you migrate; Our Iran is like paradise” (P13).

This quote reflects a sense of loss that goes beyond distance. 
It highlights the emotional and cultural disconnection from 
one’s roots and identity.

Separation from family emerged as a major emotional 
burden. One nurse explained: “My biggest problem is being 
away from my family and feeling like a stranger. When I 
think that my parents may live for another 20  years and I 
will only be able to see them once a year, perhaps only 20 
more times in total, it is truly painful” (P3).

This statement highlights not only the depth of 
homesickness but also the profound sense of vulnerability 
and isolation that arises from being distant from family. 
Such feelings can deeply affect an individual’s sense of 
identity as connection with family and the feeling of their 
support are key pillars of Iranian cultural values.

The grief and longing associated with homesickness were 
so intense that some participants shared deeply personal 
and emotional experiences. One nurse, in a moment of 
despair, expressed: “Homesickness is unbearable. You 
might not believe it, but, some nights, I feel so lonely that 
I search for my father’s grave on Google Maps in Behesht 
Zahra and talk to him” (P17).

This quote poignantly conveys the deep emotional 
attachment and connection to one’s homeland and family, 
even in the context of geographical separation. Here, 
cyberspace becomes a bridge between physical realities and 
emotional experiences, allowing the migrant to maintain a 
spiritual connection with cherished places and loved ones.

The sense of loneliness and sadness in the daily lives of 
migrant nurses was so widespread that another participant 
emphasized: “Here in Australia, even when you speak 
to someone who has been living here for 20  years, there 
is still sadness. We all carry sorrow, even in moments of 
peace. I never thought I would miss home so much. We are 
never truly happy” (P11).

This illustrates the emotional contradiction migrants live 
with: outward calm paired with persistent inner sorrow.

The emotional narratives of participants suggest that 
migration extends beyond social and cultural adjustment, 
representing a profound emotional disruption in familial 
and cultural ties. What may appear as mere homesickness 
often reflects a deeper challenge to one’s cultural identity, 
requiring migrants to reconstruct their sense of self amid 
significant emotional and cultural displacement.

Discussion
This qualitative study, using a descriptive phenomenological 
approach, explored the multifaceted challenges faced 
by Iranian migrant nurses in Germany, Denmark, and 
Australia. The findings led to the identification of four 
main themes that illuminated various dimensions of these 
challenges.

The first theme was professional transition challenges. 
Participants spoke of numerous obstacles in entering 
the nursing job market in the host country, including 
difficulties in securing specialized employment, the 
complexity of the registration and licensure process, 
the erosion of professional competencies and limited 
opportunities for career advancement, and language‑related 
challenges in establishing effective clinical communication. 
Many participants had initiated their migration based on 
general awareness of the nursing shortage in the destination 
countries, without having accurate, comprehensive, or 
realistic information about the professional conditions, legal 
requirements, or credentialing procedures. In some cases, 
the information provided by immigration agencies was not 
only insufficient but also misleading, resulting in unrealistic 
expectations and, ultimately, professional disappointment.

These findings are consistent with previous studies that have 
addressed the professional challenges faced by international 
nurses, particularly concerning credential recognition, 
familiarity with professional language, and alignment 
with the host country’s clinical standards.[17] For instance, 
Indonesian nurses identified the nursing licensure exam 
in Japan as one of their major challenges,[18] and Filipino 
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nurses in Norway described the credential evaluation 
process as highly competitive, prolonged, and exhausting, 
with some eventually forced to return to their home country 
due to their inability to secure employment.[19]

Lack of career advancement was another challenge 
highlighted by several participants who had migrated with 
the hope of progressing in their careers. Previous studies 
confirm that the limited opportunities for promotion 
faced by international nurses is a significant concern and 
is perceived as a barrier to professional growth.[20,21] For 
instance, international nurses from China in the United 
States and Australia reported that their ethnicity acted 
as a systematic obstacle to their career advancement, 
restricting their chances of being promoted to managerial 
positions.[21] Similarly, Indonesian nurses in Taiwan noted 
the lack of career progression opportunities in Taiwan as a 
critical professional challenge.[22] This negative experience 
was more frequently reported by nurses who had previously 
held higher positions in their home countries, underscoring 
the disillusionment faced by those seeking to elevate their 
professional status abroad.[20,23]

In addition to the aforementioned issues, another prominent 
phenomenon among the professional challenges faced 
by migrant nurses is skill degradation. Nursing in Iran 
is a fully academic and university‑level profession, and 
participants in this study indicated that they expected to 
hold a role equivalent to their professional nursing position 
in Iran within the host country, working in a healthcare 
system equipped with advanced technology. However, the 
reality they encountered fell short of these expectations.

Previous studies also confirm that migrant nurses 
experience challenges related to skill degradation during 
their transition. Many nurses, due to their qualifications 
not being recognized, are forced to work in different and 
often less respected positions in the host country, which 
offer lower salaries and status compared to other healthcare 
roles.[24] For instance, Nepali nurses working in the UK 
reported that, through employment in care homes or even 
as registered nurses, they gradually became deskilled. 
After several years, they lacked the confidence to return to 
acute care, resulting in frustration, low job satisfaction, and 
decreased morale.[25]

Similarly, registered African nurses reported feelings of 
skill degradation, having to perform simple care tasks 
instead of engaging in more challenging roles in their host 
countries.[26] Filipino nurses in Norway also noted that 
their insufficient proficiency in Norwegian hindered them 
from securing nursing positions. At the outset of their new 
lives in Norway, they sought alternative income sources, 
such as working in bakeries or kindergartens, or collecting 
bottles for recycling. Many of them worked long hours in 
care homes to improve their Norwegian language skills 
and enhance their credentials, which led to feelings of 
exploitation and undervaluation.[27] Likewise, Indonesian 

nurses expressed dissatisfaction with not being permitted to 
perform injections or suction in Taiwan as these tasks were 
part of their responsibilities back home.[22]

A significant reason for skill degradation is the difference 
in nursing roles between Iran and the host countries. Many 
healthcare systems in developed countries adopt a more 
independent, patient‑centered, or holistic approach to 
nursing care, whereas developing countries tend to follow 
a more task‑focused and medically‑centered model of 
nursing.[28] This difference can be attributed to the fact that, 
in developing countries, families have a moral and practical 
commitment to providing personal care in the daily lives of 
patients, leading nurses to refrain from performing routine 
tasks such as bathing or feeding, which are regarded as 
family responsibilities.[29]

In contrast, in some developed countries, patients are 
entirely dependent on nurses for their personal care.[27[ For 
example, a study showed that Indonesian nurses in Japan 
reported that, unlike in Indonesia, assisting with personal 
care tasks such as bathing, changing diapers, and toileting is 
the responsibility of the nurse in Japan.[30] Numerous other 
studies have confirmed that migrant nurses from certain 
East Asian countries are reluctant to perform personal care 
tasks for patients in Australia or to feed patients as families 
in their home countries typically handle these duties. These 
nurses view performing such tasks as degrading to their 
professional status as registered nurses.[31]

Levels of professional autonomy in healthcare systems 
vary widely across countries, with some cultures placing 
greater emphasis on hierarchical management styles where 
individuals are expected to comply with directives without 
question. For example, in developing countries like Iran, 
nurses are not expected to question the absolute authority 
of physicians, whereas in developed countries, nurses have 
greater independence and authority in decision‑making in 
collaboration with broader care teams.[32]

Communication barriers, particularly limited proficiency in 
the host country’s primary language, were also identified 
as a major challenge in establishing effective clinical 
communication. This issue was more frequently reported 
by migrants to Germany and Denmark. Among those 
moving to these countries, individuals who were proficient 
in English faced fewer obstacles as local populations often 
have a good command of English, allowing for support 
when migrants struggled to express themselves in the local 
language.

However, even among migrants to Australia, an 
English‑speaking country, language barriers, stemming 
from insufficient English proficiency and the Australian 
accent, were cited as challenges. Numerous prior studies 
have highlighted language as one of the most daunting 
issues faced by international nurses. Language serves 
as a fundamental tool for strengthening relationships 
and establishing social identity among individuals, with 
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communication being particularly critical in nursing care.[30] 
Differences in semantics due to language and accent can 
significantly affect nurses’ ability to communicate effectively 
in both English‑speaking and non‑English‑speaking 
countries. Even for those fluent in English, variations in 
accent, as well as the multiple meanings and informal uses 
of words, can present substantial obstacles to successful 
communication.[33]

An Australian study indicated that challenges in meeting 
formal language requirements represent considerable 
barriers for groups of nurses from South Asia and India 
seeking registration.[34] Similarly, internationally educated 
nurses in Australia, particularly those from non‑English 
speaking backgrounds, reported varying levels of 
frustration and anxiety regarding effective communication 
with colleagues and patients.[35] International nurses 
working in Iceland, the United States, and the UK found 
answering phones at work challenging due to differences 
in pronunciation, accent, terminology, and the fear of 
miscommunication.[36,37] Likewise, Indonesian nurses in 
Japan and African migrant nurses identified language 
barriers as their most significant challenge.[26,30]

Failures in communication resulting from language barriers 
can have a detrimental effect on patient safety and the 
overall quality of care.[38] For instance, one study revealed 
that miscommunication and misunderstandings between 
German nurses and migrant nurses led to a perceived 
decrease in the quality of patient care and an increased 
workload for host country nurses. Language proficiency 
appears to be a crucial factor influencing stress levels 
and occupational adaptation among international nurses, 
playing an essential role in their sense of belonging and 
overall positive experiences in the workplace.[37]

The second theme focused on Economic Vulnerability, 
which participants identified as a significant issue. The 
substantial costs associated with preparing documents for 
visa applications, taking language and nursing qualification 
exams, and, in some cases, the high fees charged by 
immigration agencies prior to migration, along with the 
high costs of living and studying in host countries, largely 
attributable to the disparity in currency value between 
Iran and these nations, resulted in a considerable financial 
burden for nearly all participants.

The financial challenges identified in this study are 
consistent with findings from previous research. For 
instance, several studies have shown that the decision to 
migrate to Australia has imposed considerable financial and 
social stress on nurses and their families, complicating their 
situation before departure.[39,40] Furthermore, financial stress 
has also been reported by nurses who felt discriminated 
against and manipulated by fraudulent recruitment 
agencies.[34]

In the third theme, cultural and social challenges were 
identified as key barriers to the adaptation of migrant 

nurses. Participants reported cultural conflicts arising from 
differences in beliefs, values, and customs, particularly 
during the initial months of their stay in the host country. 
Concerns about assimilation into the dominant culture and 
the erosion of their cultural and religious identity, especially 
among migrants with children, were frequently mentioned.

Previous research also indicates that migrant nurses often 
experience cultural dissonance when faced with differing 
social and professional values, which can lead to a sense 
of incongruity and frustration.[41,42] Differences in language, 
customs, and ideologies compared to the dominant 
culture frequently result in feelings of alienation and a 
lack of belonging.[43] This sense of estrangement is often 
exacerbated by unfamiliarity with the local culture and a 
lack of cultural understanding from local colleagues.[43]

Overall, the sudden exposure to ethnic diversity in 
multicultural countries such as Australia can be a source 
of considerable stress for internationally educated nurses, 
particularly those from predominantly homogeneous 
societies.[23]

Racism and discrimination also emerged as significant 
cultural challenges reported by participants. Some Iranian 
nurses believed that employers did not treat them equitably 
compared to local staff and often engaged in discriminatory 
practices. This perception extended to comparisons with 
migrant nurses from other countries, with some participants 
feeling that host‑country employers provided greater 
support to nurses from other nationalities.

Additionally, several participants noted a reluctance 
among foreign nurses, from both the host country and 
other migrant groups, to establish social or professional 
connections with Iranian nurses, contributing to feelings 
of isolation and loneliness. Instances of open hostility 
and racism in both workplace settings and the broader 
community have been documented in previous studies on 
international nurses.[44,45]

Prior research has indicated that racism manifests in 
various forms, including patients’ attitudes toward migrant 
nurses or host country nurses’ perceptions of migrant 
nurses.[21,44] African migrant nurses reported that their 
skin color fundamentally shapes the way they are treated, 
with their opinions often dismissed due to being Black.[46] 
Similarly, polish  (white) and Filipino  (nonwhite) migrant 
nurses in Norway experienced differing treatment, with 
Filipino nurses of color encountering instances of racism.[47]

Additional studies have reported uncomfortable situations 
where colleagues of migrant nurses intentionally 
misunderstand, undermine their professional skills, refuse 
to assist, and sometimes harass international nurses.[17,48] 
In research conducted in Germany, Australia, and the 
UK, migrant nurses reported feeling vulnerable in their 
new workplaces due to mechanisms of alienation and 
rejection.[49-51]
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The fourth theme centers on the psychological and 
emotional challenges reported by Iranian migrant nurses, 
with a shared sense of homesickness and emotional 
detachment from family and close friends being among the 
most prevalent experiences. According to the findings of 
this study, longing for familial and emotional connections 
not only intensifies negative feelings such as sadness and 
grief but also significantly hinders the process of cultural 
and social integration.

These findings align with prior research indicating that 
international nurses often experience a deep sense of 
nostalgia after migration, one that involves a heightened 
reverence for memories, especially those involving loved 
ones left behind in the home country.[52,53] This emotional 
state can become a latent yet powerful barrier to effective 
integration in the host society.[23]

International migration offers Iranian nurses opportunities 
for personal and professional development; however, it 
also exposes them to considerable psychological, social, 
and structural challenges.[20] These challenges largely stem 
from the discrepancies between the migrants’ expectations 
and the actual conditions encountered in the destination 
countries.[54,55] Despite the severe nursing shortage within 
Iran, migration continues for a range of personal and 
professional reasons.

From a human rights perspective, restricting the right 
to migrate is neither feasible nor ethically justifiable. 
Nevertheless, adopting effective and ethically sound 
migration governance policies can substantially alleviate 
these challenges.

The absence of transparent recruitment mechanisms in 
destination countries, compounded by insufficient oversight 
from regulatory bodies such as the Ministry of Health, has 
resulted in a failure to adequately safeguard the interests of 
both migrant nurses and the Iranian healthcare system. In 
some countries, this lack of institutional support manifests 
in feelings of abandonment, psychological distress, and 
professional disillusionment, factors that significantly 
obstruct both social and occupational integration. 
Furthermore, the inadequate regulation of migration 
agencies has opened the door to exploitative practices, with 
many nurses encountering conditions vastly different from 
what was initially promised.[56]

Despite the growing demand for Iranian nurses in 
destination countries, the lack of attention to cultural, 
emotional, and social integration processes prevents 
full utilization of their expertise in addressing nursing 
workforce shortages. Designing culturally sensitive 
integration pathways tailored to the specific needs of 
Iranian nurses, including attention to religious and social 
dimensions, could facilitate smoother transitions.

While countries such as Australia have developed more 
established frameworks for welcoming international 

nurses, others like Germany and, particularly, Denmark 
are still in the early stages of developing effective 
integration strategies, with limited empirical research on 
the experiences of migrant nurses in these contexts.[57] 
Recent attempts to reduce legal barriers to migration in 
these countries reflect a lack of institutional experience 
in accommodating and integrating foreign‑trained nurses 
when compared to long‑standing immigration countries like 
Australia.[57]

Ultimately, the development of bilateral agreements 
between countries of origin and destination represents 
a strategic mechanism for mitigating the challenges 
faced by migrant nurses while ensuring mutual benefits. 
Such agreements should be founded upon principles of 
transparency, fairness, and protection of migrant workers’ 
rights, while also upholding the quality of patient care.[58] 
Moreover, implementing retention strategies in the Iranian 
health system and establishing supportive reintegration 
pathways for returning migrants could play a crucial 
role in reducing the adverse outcomes associated with 
migration.

Recent data indicate a shift in the migration trend of 
Iranian nurses. While this trend had previously been 
on the rise, the Deputy for Nursing of the Ministry of 
Health announced its halt in 2024, and statistics from the 
Nursing Organization show a 35% decline in migration 
certificate applications from approximately 2000 in 
2023 to fewer than 1300 in 2024.[59] Nevertheless, the 
structural and persistent challenges faced by migrant 
nurses remain significant. According to the Deputy 
for Nursing of the Ministry of Health, many of these 
individuals have been unable to obtain official licensure 
and have been compelled to work in positions below 
their professional qualifications.[59] Thus, despite the 
relative decline in migration rates, the issues identified 
in this study persist and demand continued attention 
and support from policymakers both in Iran and in 
destination countries.

This phenomenological study, involving 20 Iranian 
migrant nurses  (8 in Australia, 8 in Denmark, and 4 in 
Germany), explored the professional challenges they 
face in host countries. While the small sample size limits 
the generalizability of findings, the significance of the 
study lies in its status as the first research of its kind 
conducted in Iran. A  key limitation was the relatively 
short average duration of participants’ residence in the 
host countries, approximately 2.5  years, which may not 
fully capture the evolving nature of their experiences 
over time. Additionally, interviews were conducted via 
digital platforms such as Skype, WhatsApp, Telegram, 
and Google Meet. Although these tools facilitated 
access to participants, frequent Internet disruptions 
occasionally interrupted the interviews, potentially 
affecting the depth and richness of the qualitative data 
collected.
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Conclusion
This study identified the multifaceted challenges faced 
by Iranian migrant nurses in Germany, Denmark, 
and Australia across professional, economic, social, 
cultural, and psychological domains. Among these, 
limited language proficiency, particularly in professional 
and social interactions, emerged as a major barrier 
to integration and career success. Given the central 
role of language competence in clinical performance 
and intercultural communication and the presence of 
longstanding deficiencies in English language education 
in Iran, such as delayed instruction and traditional 
teaching methods, structural reform is required in 
national education policies to better prepare healthcare 
professionals for international labor markets. Targeted 
educational programs focusing on language, intercultural, 
and soft skills can facilitate the professional transition of 
migrant nurses by familiarizing them with the structure, 
expectations, and culture of healthcare systems in 
host countries. Developing these competencies is also 
critical for enhancing resilience and effectiveness in 
multicultural work environments. Host institutions must 
provide structural support, including legal, financial, and 
psychological counseling, to alleviate migration‑related 
stressors and strengthen nurses’ professional and 
social adjustment. The findings highlight the need 
for ethical migration policies aligned with the World 
Health Organization’s Global Code of Practice on the 
International Recruitment of Health Personnel to protect 
migrant nurses’ rights while preventing human resource 
depletion in source countries. Achieving these goals 
requires multisectoral collaboration among governments, 
policy‑makers, international organizations, academic 
institutions, and healthcare employers in host countries. 
A  responsible and equitable approach to educational 
investment, fair migration frameworks, and sustained 
institutional support is essential for ensuring mutual 
benefits for both migrant health workers and global 
healthcare systems.
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