
 
 

 

 

 

 

 

An Exploration of Factors that Impact Role Strain among  

Undergraduate Clinical Instructors Teaching in Wisconsin Nursing Programs 

 

 

 

 

By Julie A. Astrella 

 

 

 

 

 

 

 

 

 

 

A Leadership Capstone Project submitted in partial fulfillment 

Of the requirements for the degree of 

DOCTOR OF NURSING PRACTICE 

at 

EDGEWOOD COLLEGE 

2017 
  



 
 

 

 

 

 

 

 

 

 

 

 

 

 

© Copyrighted by Julie A. Astrella, 2017 
  



iii 
 

Abstract 

The United States is in the midst of a nursing faculty shortage, particularly those that provide 

clinical instruction. Clinical instructors play an integral role in undergraduate nursing education 

by bridging the gap between theoretical knowledge and nursing practice; this position is also the 

most difficult to recruit for and retain. The factors negatively impacting faculty retention are 

complex, but research finds that role strain is a prominent reason for job dissatisfaction and a 

contributor to faculty attrition.  

 

This study utilized a mixed methods approach to explore role strain among undergraduate 

clinical instructors teaching in Wisconsin nursing programs. Of particular interest was the impact 

of nurse faculty practice on the degree of role strain experienced. Participants were also invited 

to discuss activities they undertook to relieve role strain. The sample (n=37) was comprised of 

undergraduate clinical instructors employed by one of four BSN-degree conferring institutions in 

Wisconsin, all located in an urban setting. Fifty-one percent of participants engaged in nurse 

faculty practice.  

 

Results indicated that clinical instructors experienced varying degrees of role strain and that 

nurse faculty practice did not reduce role strain, although practicing instructors felt more 

competent. Role strain was lessened when instructors practiced at the same facility where they 

taught clinical. Collegial support was a key factor that relieved role strain. Academic institutions 

were recommended to develop mechanisms for providing collegial support to instructors and to 

support nurse faculty practice by forming academic-practice partnerships with health care 

organizations. Doing so may reduce clinical instructor role strain and attrition.  
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Chapter 1. Introduction 

 Clinical instructors play an integral role in undergraduate nursing education. It is the job 

of the clinical instructor to bridge the gap between theoretical knowledge and nursing practice, 

while meeting the role expectations of their employer and the facility in which they teach. These 

unique expectations complicate the role of a clinical instructor, making it a difficult position to 

recruit for and fill (Allan & Aldebron, 2008). Clinical instructors report role strain related to their 

work. Role strain is the distress felt when one has difficulty meeting job responsibilities; research 

finds that role strain contributes to burnout, disengagement from one’s role, job dissatisfaction, 

and ultimately a career change (Fong, 1990; Hardy & Hardy, 1988). Unless educational 

administrators identify and address the factors that contribute to these concerns among clinical 

instructors, the already dwindling pool of nursing faculty will continue to be depleted.  

 This chapter provides a background for the study. Special attention is focused on the 

nursing faculty shortage and its impact on the overall nursing shortage. Next, a brief discussion 

of current efforts aimed at reducing the nursing faculty shortage is provided. The focus then turns 

to identifying and describing the problem of study, delineating the purpose statement, and briefly 

describing the research methodology. The chapter concludes with an overview of the theoretical 

framework and chapter summary.  

Nursing Faculty Shortage 

 There is a nursing faculty shortage across the United States (American Association of 

Colleges of Nursing [AACN], 2015). An aging faculty that is nearing retirement and budget 

constraints that result in fewer positions and lower salaries are primary factors contributing to the 

high rate of attrition among nursing faculty (AACN, 2015). According to a 2015-2016 AACN 

survey on nurse faculty vacancy rates, the national percentage of vacancies for full-time nursing 
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faculty for the 2015-2016 school year was 7.1%, with 75.8% of nursing programs reporting (Li, 

Stauffer & Fang, 2016). This rate is higher than academic year 2014-2015, which was 6.9% 

nationally. In addition, 17.5% of surveyed schools indicated that they had a need for additional 

nursing faculty, but were unable to post additional vacancies for a myriad of reasons described 

hereafter (Li et al., 2016).  

An inability to recruit nursing faculty for vacant positions was cited as the most critical 

concern for nursing schools facing faculty shortages (Li et al., 2016).  Reasons cited for this 

difficulty included: a limited pool of doctoral-prepared faculty, difficulty finding faculty with the 

right specialty mix, noncompetitive salaries, difficulty finding faculty willing/able to teach 

clinical courses, high faculty workload, and challenges finding faculty willing/able to conduct 

research (Li et al., 2016). In addition, institutions reported an inability to post additional nursing 

faculty positions to meet enrollment needs (Li et al., 2016). Identified barriers included: 

insufficient funds to hire new faculty, unwillingness of administration to commit to additional 

full-time positions, inability to recruit qualified faculty because of competition for jobs with 

other marketplaces, and qualified applicants for faculty positions unavailable in a geographic 

area (Li et al., 2016). At the national level, these reasons represent why nursing programs are 

having difficulty recruiting nursing faculty to teach increasing numbers of qualified nursing 

program applicants.  

The state of Wisconsin nursing faculty shortage is following a similar trend to the 

national shortage. According to the Wisconsin Center for Nursing survey of nursing programs in 

Wisconsin, the percentage of doctoral-prepared, full-time faculty dropped from 56.6% in 2012 to 

42.6% in 2013, primarily in BSN and higher-degree conferring institutions (Stewart, 

MacWilliams, Pinekenstein, & Schmidt, 2015). This reduction indicates that a significant 
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number of nursing faculty have left the profession or retired, which is consistent with national 

trends (Stewart et al., 2015). In addition, lack of funds to hire faculty was one of the main factors 

in limiting qualified student admissions to Wisconsin ADN and BSN programs for the past five 

years (2010-2014) (Sabel, Schmitt, & Jambunathan, 2016). Lack of qualified student applicants 

was cited as the greatest limitation for post-licensure master’s and doctoral programs; other 

significant issues included a lack of qualified faculty to teach, a deficiency of funds to hire 

faculty, and a lack of campus resources and clinical sites, particularly for clinical-track programs 

(Sabel et al., 2016). An increasing faculty vacancy rate, particularly at BSN-granting schools, as 

well as reports of a lack of qualified applicants, faculty, and resources for graduate programs 

demonstrates that the status of Wisconsin’s nursing faculty is congruent with the status of 

nursing faculty nationally.   

The nursing faculty shortage is not improving nationally or on a state level. Faculty age 

continues to climb; the mean age of nursing faculty nationally is over 55 (AACN, 2015). In 

Wisconsin, 52% of full-time nursing faculty are over 50 years old (Sabel et al., 2016). 

Significant faculty retirements are expected in the next decade, as age 62.5 is the national 

average for nursing faculty retirement (AACN, 2015). Nursing institutions are reporting 

difficulties recruiting and filling available positions, and/or are unable to post additional 

positions to meet enrollment needs (Li et al., 2016; Sabel et al., 2016). In particular, 27.8% of 

nationally surveyed institutions reported difficulty recruiting faculty who were willing/able to 

teach clinical courses (Li et al, 2016). The combination of these factors provides a case for 

nursing institutions to employ creative measures to retain current nursing faculty, particularly 

those with clinical expertise.      
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The Impact of the Nursing Faculty Shortage on the Nursing Shortage 

 Nationally, the nursing faculty shortage directly correlates with the nursing workforce 

shortage. The number of nurses entering the workforce from educational institutions is less than 

what is needed to meet the health care demands of the public (AACN, 2014). Nationally, a need 

to fill more than one million jobs, or a 19% growth in the nursing profession, is expected by 

2022 (AACN, 2014). Additionally, the 2011 Institute of Medicine Report, The Future of 

Nursing: Leading Change, Advancing Health, calls for a doubling of the number of doctoral-

prepared nurses, as well as increasing the number of baccalaureate-prepared RNs to 80% of the 

workforce (Institute of Medicine [IOM], 2011). As a result, already-stressed nursing programs 

face an increasingly difficult task of keeping up with national nursing workforce demands. For 

example, in 2014, almost 70,000 potential nursing students were turned away from baccalaureate 

and graduate programs nationally, and nearly two-thirds of the baccalaureate programs cited the 

nursing faculty shortage as the primary reason for lack of enrollment of qualified applicants 

(AACN, 2015). Nursing programs need to expand capacity to meet workforce needs, but are 

instead limiting it due to a lack of nursing faculty (Sabel et al., 2016). The nursing shortage is 

predicted to grow across the country between 2009 and 2030; lack of faculty to teach potential 

nurses is a contributing factor in this growth (Juraschek, Zhang, Vinoth, Ranganathan, & Lin, 

2012).  

 At the state level, Wisconsin’s nursing workforce will need to increase 24% by 2020 

(Sabel et al., 2016). By 2030, Wisconsin is predicted to need an additional 171 RN jobs per 

100,000 residents, which is the equivalent of over 10,000 vacant nursing positions (Juraschek et 

al., 2012). However, Wisconsin saw a decrease in the number of students enrolling in entry-level 

BSN programs between 2013 and 2014, a contrast to the national increase of 4.2% (Sabel et al., 
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2016). Additionally, the number of BSN graduates has decreased by almost 40% in the last three 

years (Sabel et al., 2016). Given these trends, Wisconsin is lagging behind the national average 

on the production of new nurses. One contributing factor is limited program capacity due to a 

lack of nursing faculty (Sabel et al., 2016).  

Additional Factors Contributing to the Nursing Faculty Shortage 

 In 2005, the AACN Task Force on Future Faculty prepared a white paper describing the 

scope of the faculty shortage and identifying strategies for expanding the supply of nursing 

faculty. The paper discussed several of the aforementioned contributing factors, such as faculty 

age, limited resources for salaries, and a diminishing pipeline of enrollees and graduates (AACN, 

2005). However, faculty workload and role expectation issues also emerged as factors connected 

to the nursing faculty shortage.  

According to the AACN (2005), job dissatisfaction is cited as a frequent precursor to 

younger faculty leaving academia; the AACN (2005) also stated that nurse faculty recruitment 

interventions will not be successful unless efforts are made to retain current faculty. An 

additional source of nurse faculty dissatisfaction, resulting in a loss of faculty, is faculty role 

expectations (AACN, 2005). Nursing faculty have multiple demands on their time, such as 

updating curricula, staying current in practice, advising and mentoring students, and mastering 

new technology. As a result, 73% of faculty reported feeling frustrated and stressed about “never 

having time to complete a piece of work” or “the expectation on faculty to ‘do it all’” (AACN, 

2005, p. 10 & 12). These statements are congruent with the definition of role strain (Hardy & 

Hardy, 1988).  

 Further compounding the issue, clinical education, rather than classroom teaching, is the 

component of nursing education most affected by the faculty shortage (Allan & Aldebron, 2008). 
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Clinical instructor-student ratios are typically restricted to 1:8 or even 1:4, due to patient safety 

concerns, which greatly increases the number of clinical instructors needed to support an 

undergraduate nursing program. Additionally, due to the nature of the role, clinical instructors 

have proven to be the most difficult nursing faculty to recruit (Allan & Aldebron, 2008).   

Current Efforts to Address the Nursing Faculty Shortage 

National and statewide efforts are under way to address the nursing faculty shortage. 

Examples of interventions include: raising public awareness of the nurse and nursing faculty 

shortage, expanding partnerships between nursing programs and/or the health care industry, 

harnessing academic innovation to optimize faculty resources, and increasing funding for faculty 

education (Allen & Aldebron, 2008; IOM, 2011). All of these interventions are aimed at the 

education and recruitment of nursing faculty. There is, however, limited discussion on strategies 

for the retention of current nursing faculty; the literature is not specific to clinical instructors, nor 

does it describe how to reduce role strain in this population. 

  The AACN (2005) Task Force on Future Faculty white paper identified two main 

interventions for nurse faculty retention: enhance the work environment and support the faculty. 

In fact, nursing faculty themselves reported that a positive work environment was the most 

effective intervention for retention (Evans, 2013). Better benefits and salaries, lower 

faculty/student ratios, more autonomy, and better merit/reward systems were cited as methods 

for enhancing the work environment. Formal development and mentorship programs were 

recognized as viable means to support faculty (AACN, 2005). Still, there were no interventions 

aimed specifically at reducing nursing faculty role strain, a key trigger of attrition. As clinical 

instructors prove to be the most difficult nursing faculty to recruit, it is especially imperative they 

be retained once hired. Additional study on factors that impact and relieve role strain is needed 
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as a means to address clinical instructor retention, the nursing faculty shortage, and ultimately 

the nursing shortage.  

Role Strain  

Role strain is a prominent reason for job dissatisfaction and a major contributor to faculty 

attrition (Fong, 1990, Hardy & Hardy, 1988). Several research studies specifically examined the 

presence of role strain among both nursing and non-nursing (with similar teaching structures) 

faculty. Role strain was found to be present among faculty in all studies (Barton, Corban, Herrli-

Warner, McClain, Riehle, & Tinner, 2013; Cantwell, 2014; Cranford, 2013; Henning & 

Weidner, 2008; Mobily 1991; Oermann, 1998; O’Shea, 1982; Pitney, Stuart, & Parker, 2008). 

Additionally, each study examined different factors that impact role strain, including age, clinical 

practice, educational preparation, funding of institution where employed, orientation to the 

teaching role, additional roles not related to their profession, area of primary teaching 

responsibility, faculty development opportunities, role expectation, self-assessed instructional 

competence, educational degree, and employment status (Barton et al., 2013; Cantwell, 2014; 

Cranford, 2013; Henning & Weidner, 2008; Mobily 1991; Oermann, 1998; O’Shea, 1982; Pitney 

et al., 2008). However, there is a gap in the literature regarding the impact of nurse faculty 

practice on role strain among clinical instructors.  

Nurse Faculty Practice 

Nurse faculty practice was defined by Baillie (1994) as “doing what you teach others to 

do” (p. 152). In nursing, this broad definition encompasses an assortment of roles in a variety of 

health care environments. However, for the purposes of this study, nurse faculty practice is 

defined as direct nursing care provided to a patient or patient population.  
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Within the literature base, nurse faculty practice was noted to have a positive impact on 

role strain among clinical instructors, which is why it is a factor of particular interest for this 

study (Baillie, 1994; Berndt, 2013; Langan, 2003; Steele, 1991). Noted benefits included: 

increased clinical confidence, comfort, and competency; greater credibility and relationships 

with nursing students and staff; improved quality of patient care, teaching, and scholarship; and a 

better ability to role model for nursing students (Baillie, 1994; Berndt, 2013; Langan, 2003; 

Steele, 1991). One study found that clinical faculty engaged in practice reported less role strain 

than non-practicing faculty (Steele, 1991); another study found that staff nurses reported less role 

strain when working with practicing faculty (Langan, 2003). Because of the potential for a 

positive impact, further study of nurse faculty practice among clinical instructors is warranted. 

Of particular interest is how the degree of role strain experienced is impacted by the amount of 

time spent providing direct patient care, the area of nursing where clinical is taught, the location 

of direct care practice, and the number of students in a clinical group, as there was limited or no 

literature addressing these factors. 

In summary, clinical instructor positions are most impacted by the nursing faculty 

shortage, yet there is minimal discussion on strategies to retain these faculty, including 

addressing role strain, which is present in this population and impacts job satisfaction. 

Identifying factors that contribute to and alleviate role strain provides valuable information to 

employers, as they can use this data to develop better strategies for recruitment and retention of 

clinical instructors.  

Purpose Statement 

The purpose of this study was to explore factors that impact role strain among 

undergraduate clinical instructors teaching in Wisconsin nursing programs. This study used a 
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mixed methods approach. Mobily’s Role Strain Scale (1991) served as the quantitative 

instrument for the study; this valid and reliable tool was developed to measure role strain among 

nursing faculty. Minor modifications of the Role Strain Scale (with author’s permission) were 

undertaken to meet the needs of the study and the study population (Mobily, 1991). Use of this 

tool provided an opportunity to compare and contrast survey results with those found in the 

literature using the same tool. Additionally, an open-ended question was included to capture 

qualitative data about role strain among clinical instructors.  

Theoretical Framework 

The theory of role dynamics developed by Kahn, Wolfe, Quinn, and Snoek (1964) was 

the theoretical framework for this study. In role theory, the pressures from a role (like conflict, 

ambiguity, or overload) originate from the expectations of the individual’s role set (people with 

whom the individual has relationships) (Kahn et al., 1964). Role senders have expectations on 

how a role should be performed, and these individuals compare their expectations with how they 

view the performance of the focal person (Kahn et al., 1964). If a lack of congruency exists 

between expectations and perceived performance, the role sender will exert pressure on the focal 

person to conform to his or her standards (Kahn et al., 1964). These pressures induce an 

experience (psychological conflict) and subsequent response (either an adjustment or 

maladaptation) by the focal person (Kahn et al., 1964). These responses are observed by the role 

sender, who will adjust his or her expectations in response (Kahn et al., 1964).  

The theory of role dynamics specifically focuses on role conflict and role ambiguity as 

role pressures (Kahn et al., 1964). Role conflict and role ambiguity contribute to role strain, 

along with role overload, role underload, role incongruity, role over-qualification, and role 

incompetence (Hardy & Hardy, 1988). Consequently, each role pressure elicits a similar 
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response and can be substituted in a theoretical framework and applied to the clinical instructor 

role. Additionally, the theory of role dynamics was the reference for the tool being utilized in this 

study and drove how survey results were presented.  

Summary of Introduction 

 In summary, the United States is in the midst of a nursing faculty shortage, particularly 

among faculty who provide clinical instruction. The factors contributing to this shortage are 

complex, but nonetheless negatively impact the capacities of nursing programs both nationally 

and statewide. Nurses are entering the workforce at a lower rate than what is necessary to meet 

the need, compounding the national and state nursing shortage. Efforts are under way to address 

the lagging recruitment of nursing faculty; however, there are minimal interventions targeting the 

retention of current faculty.  

Clinical instructors are the most difficult faculty members to recruit, further 

demonstrating the importance of retention efforts dedicated to this population. Of the limited 

evidence on nursing faculty retention, job dissatisfaction was a prominent reason for leaving 

academia. The evidence shows that clinical instructors report role strain, which leads to job 

dissatisfaction and burnout. The literature describing the factors contributing to role strain among 

clinical instructors is limited, especially in the area of nurse faculty practice. Therefore, a mixed 

methods, exploratory study was utilized to explore role strain among undergraduate clinical 

instructors teaching in Wisconsin nursing programs. The tool was an existing survey, which was 

validated and used in prior role strain research with similar populations. The theoretical 

framework of role dynamics guided the work.  
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Chapter 2: Literature Review 

 This chapter provides an in-depth review of the relevant literature regarding role strain, 

including the foundational underpinnings. The literature search utilized CINAHL, Google 

Scholar, ProQuest, PubMed(MEDLINE), and Science Direct and included a variety of 

disciplines related to the topic. In addition, the references of relevant articles were hand-

reviewed to procure additional sources not contained within the initial literature search. A date 

limit was not set; several seminal works on role theory were published prior to the year 2000. 

Key search terms included: role strain, role stress, teaching, and practice.  

The literature review begins with a discussion of the theory of role strain and the theory 

of role dynamics, which served as the theoretical frameworks for the study. The concepts of 

stress and role stress are described next, which served as conceptual descriptors for the 

theoretical frameworks. The review of literature then defines the concept of clinical education 

and the role of a clinical instructor. This chapter ends with a summary of the research on role 

strain among clinical instructors, with a particular focus on role overload and nurse faculty 

practice.   

Theory of Role Strain 

Goode (1960) conceptualized the sociological theory of role strain, which served as one 

of the theoretical frameworks for this study. Goode (1960) theorized that individuals fulfill a 

variety of roles within a multitude of relationships. Difficulty meeting the competing demands of 

said roles and relationships results in role strain. One source of role strain is time, meaning that a 

specific role demand must be fulfilled within a deadline, resulting in a reshuffling of, or 

competition between, roles and priorities. A second source of role strain is multiple role 

relationships (spouse, employee, parent, sibling, etc.); an individual takes on competing role 
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relationships with differing obligations. Third, each role relationship requires multiple actions 

within the role, which compounds the issue. Lastly, an individual can be seen as holding multiple 

roles within a relationship, such as boss and friend. The culmination of these competing roles 

and obligations results in the feeling of role strain, or inability to satisfactorily meet the role 

demands of everyone in one’s role network (Goode, 1960).  

Theory of Role Dynamics 

The second theoretical framework used for this study was the theory of role dynamics, 

created by Kahn et al. (1964); the framework was developed for use in organizational theory 

because work is considered one of the major life roles. In their theory of role dynamics, Kahn et 

al. (1964) identified three main concepts for organizational theory: organization, office, and role. 

An organization is the external social structure where role relationships occur; this social system 

is dynamic and open (Kahn et al., 1964). The second concept, office, is used to define “one 

position in terms of its relationship to others and to the system as a whole” (Kahn et al., 1964, p. 

13). Each office has an associated set of potential behaviors, defined as activities; these activities 

establish the role of the individual who occupies the office. To summarize, a role is a set of 

activities or potential behaviors executed by an individual occupying a position within an 

organization (Kahn et al., 1964). 

Applying this theory to the clinical instructor role, the professional organizations 

associated with this position include the academic institution and clinical site. If a clinical 

instructor is practicing direct care at a setting other than his or her clinical site, then this setting 

becomes an organization of influence as well. Within each of these organizations, a clinical 

instructor has an “office” and is required to navigate the activities and expectations of each role.   
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 Additionally, within a role there are several sub-concepts that also need to be addressed: 

role set, role expectation, role pressure, role force, and role behavior (Kahn et al., 1964). A role 

set is the group of people with whom an individual occupying a role has a relationship; for a 

clinical instructor, this may include their students, colleagues, and the nursing staff at their 

clinical site (Kahn et al., 1964). Role expectations are the performance requirements set by the 

individual within the role as well as the members of their role set (Kahn et al., 1964). Both the 

individual within the role and the members of the role set develop attitudes and beliefs about 

what an individual should or should not do as part of their role (Kahn et al., 1964). For example, 

a clinical instructor may feel that his or her role is to facilitate student learning at a clinical site, 

while a nurse at that site may feel that an instructor should be performing direct patient care. 

 Role pressures are the requirements and demands placed upon the individual occupying 

the role (Kahn et al., 1964). These pressures may be self-imposed or imposed by others and may 

or may not be legitimate, punitive, or conform to anyone’s ideal view of the role (Kahn et al., 

1964). Role pressure occurs as a result of the demands placed on a person from their role set and 

the individual’s perception of the imposed demands (Kahn et al., 1964). A clinical instructor may 

feel a self-imposed pressure to demonstrate a technical skill to students perfectly due to fear of 

failure. Role force is the strength of the influence over an individual from the psychological 

perception of role pressure (Kahn et al., 1964). For example, a clinical instructor may choose not 

demonstrate a technical skill to students due to the fear of failure.   

 Lastly, role behavior is the behavior that is relevant to the system (organization) and 

performed by an individual occupying a role within the system. The individual in the role must 

be accepted by others within that system (Kahn et al., 1964). The role behavior of a clinical 

instructor involves the education of nursing students in a clinical setting. In summary, the theory 
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of role dynamics describes the organizations, positions, relationships, behaviors, and stresses 

associated with a role. Role dynamics provide the theoretical underpinning for role stress, which 

is defined in the next section of this chapter.  

Defining Stress 

Stress is the process that triggers individuals to believe that they are unable to cope with 

the situation at hand (Rutter, Herzberg & Paice, 2002). The stresses associated with role 

dynamics cause role strain. There are two main threats that cause stress: failure or fear of failure 

and excessive demands or lack of control (Lazarus, Deese & Osler, 1952; Rutter et al., 2002). A 

clinical instructor is exposed to both threats throughout the clinical day. Each exposure 

potentially results in stress. 

The purpose of the clinical instructor role is to educate and supervise nursing students in 

the clinical setting. During that process, the clinical instructor will be subjected to questions from 

students, patients, families, and nursing staff, some of which the instructor may not be able to 

answer. In addition, the clinical instructor also supervises students in the delivery of patient care. 

Both of these role activities carry the threat of failure, either directly (failed attempts at skills) or 

indirectly through lack of knowledge.  

In addition, clinical instruction occurs within a small group setting (group sizes range 

from 5 to 9); the clinical instructor is tasked with meeting the educational and supervisory needs 

of several students and their patients. In the clinical environment, education and supervision 

occur one-on-one; an instructor supervises one student while the other students work 

independently or with the nursing staff. As a result, a clinical instructor may feel a lack of 

control (what are the other students doing while he/she is working with one student) or excessive 

demands (multiple, competing requests from multiple students). Therefore, while performing the 
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duties that typify their role, clinical instructors are subjected to multiple causes of stress. 

Tension/anxiety caused by the performance of role activities or role dynamics is called role 

stress, which is described next.  

Role Stress and Role-Related Problems 

According to Hardy and Hardy (1988), role stress is the external social structure where 

role obligations are incompatible, challenging, irritating, ambiguous, or impossible to meet. The 

social system that a person has a role in provides external role stress to that individual. This 

stress is a result of the interaction between the individual’s characteristics and the requirements 

of an assumed role (Lambert & Lambert, 1993). Within the literature, seven types of role-related 

problems, which cause role stress, were identified. These types are described hereafter.  

Kahn et al. (1964) defined role ambiguity as “the degree in which required information is 

available to a given organizational position” (p. 25). An individual experiencing role ambiguity 

will lack clear role expectations or necessary information about their role (Rizzo, House, & 

Lirtzman, 1970). Role ambiguity can also be caused by role sets disagreeing on role expectations 

or performance requirements (Hardy & Hardy, 1988). Regardless of the reason, the less 

information available, the higher the amount of uncertainty and associated stress (Kahn et al., 

1964). Role ambiguity is most often seen in professional roles, occurs in a variety of social 

positions, and has a multitude of consequences; the culmination of these factors makes role 

ambiguity a more detrimental contributor to role strain than other types of role-related problems.  

By contrast, role conflict exists when role expectations are clear, but contradictory; 

meeting one set of role obligations precludes meeting the other (Hardy & Hardy, 1988; Kahn et 

al., 1964; Rizzo et al., 1970; Sieber, 1974). Kahn et al. (1964) identified three types of role 

conflict: intra-sender, inter-sender, and inter-role conflict. Mutually exclusive or incompatible 
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demands from a single member of the role set result in intra-sender conflict (Kahn et al., 1964). 

For instance, a clinical instructor feels the pressure to maintain clinical competency, but is not 

provided the time to do so. Inter-sender conflict occurs when the demands of two role set 

members conflict; for example, the student expectations of a clinical instructor are incompatible 

with the expectations of the nurses at the clinical site (Kahn et al., 1964; Mobily, 1991). When an 

individual has a role in multiple groups and the demands associated with each role conflict, the 

result is inter-role conflict; a clinical instructor who also practices direct care may feel conflicted 

trying to meet the obligations of both positions (Kahn et al., 1964; Mobily, 1991).  An 

individual’s inability to resolve incompatible role expectations results in disparity between roles 

(Pomaki, Supeli & Verhoeven, 2007). Lack of congruency between multiple role expectations 

and what is actually achieved results in role stress (Lambert & Lambert, 1993).  

Role incongruity is either an incompatibility between an individual’s role obligations, 

skills, and abilities or between an individual’s personal values, self-concept, and expected role 

behaviors (Hardy & Hardy, 1988). An individual feels that their personal goals and values are 

not congruent with the goals and values of their organization or role (Mobily, 1991). Role stress 

associated with incongruity is most often seen during role transition, when an individual’s 

identity and social roles are incompatible until a new sense of self is formed. Examples of this 

role-related problem include the movement from nursing student to nurse or nurse to clinical 

instructor (Hardy & Hardy, 1988).  

Role overload is frequently experienced in health care. Individuals experiencing role 

overload simply have too many obligations and not enough time to complete them. (Hardy & 

Hardy, 1988; Mobily, 199; Sieber, 1974). Or, a time constraint creates a conflict between the 

amount and quality of work (Mobily, 1991). The overload of conflicting priorities requires an 



17 
 
 

individual to choose which pressures to succumb to or not; an inability to deny any pressures 

results in the over-taxation and stress of that individual (Kahn et al., 1964). A clinical instructor 

may often feel role overload in the clinical environment due to the stress of trying to meet the 

educational demands of multiple nursing students. In contrast, role underload refers to 

insufficiently challenging role demands; individuals experience a lack of interest or boredom due 

to the ease of role fulfillment. Role stress associated with overload or underload is largely 

dependent on the profession. For example, a clinical instructor may experience role overload at 

the beginning and end of a semester and role underload during academic breaks (Hardy & Hardy, 

1988). 

Lastly, a description of role over-qualification and role incompetence is appropriate to 

complete the definitions of role-related problems. Over-qualification describes a source of stress 

on an individual when their motivation, skills, and knowledge far exceed what is required of 

them in their role (Hardy & Hardy, 1988). A registered nurse who is functioning in the role of a 

nursing assistant is one example of over-qualification. Role incompetence (under-qualification) 

results from an individual lacking the knowledge, skills, and abilities to enact the role assumed 

(Hardy & Hardy, 1988, Mobily 1991). Role incompetence is often seen in nurses or nursing 

educators who leave direct patient care; the time spent away from direct care may diminish one’s 

knowledge of current nursing practices and technical skills, and abilities may become rusty or 

outdated.  

In summary, an individual assumes multiple roles (personal, professional, social); these 

roles are influenced by the expectations, relationships, forces, pressures, and behaviors 

associated with the role. Difficulty meeting role obligations results in role stress. Seven types of 

role-related problems were identified in the literature as causes of role stress: role ambiguity, role 
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conflict, role overload, role underload, role incongruity, role over-qualification, and role 

incompetence. An individual may suffer role strain as a result of one or more types of role-

problems. Role strain is directly related to, or caused by, role stress (Hardy & Hardy, 1988).  

Feelings of role strain are similar to those felt under stress, such as anger, anxiety, 

frustration, tension, irritation, resentment, and depression (Hardy & Hardy, 1988; Rutter et al., 

2002). These feelings exist not only for the primary individual, but also for the individuals within 

relationships with the primary individual. Simply stated, role strain is the process of and feelings 

associated with stress as applied to an individual’s roles. As stated earlier in this chapter, clinical 

instructors have many roles (and associated dynamics) and at least two different organizations, 

which put them at risk for developing role strain. Before discussing role strain among this 

population, an explanation of clinical education and the role of a clinical instructor is provided; 

these explanations create a context for the role strain discussion. Clinical instructor roles are 

performed within the context of clinical education, which is reviewed in this next section. 

Clinical Education 

 Clinical instruction is a specific type of education that occurs within the proximity of a 

patient or patient population; learning occurs individually or within a small group (Stritter, Hain 

& Grimes, 1975). In nursing, clinical teaching takes place in a variety of health care settings, 

including hospitals, community health locations, schools, and clinics, to name a few sites 

(Meleca, Schimpfhauser, & Whitteman, 1981). For the purposes of this paper, the clinical site is 

defined as a setting where direct care is provided to a patient or patient population. 

 As stated previously, clinical learning occurs individually or within a small group (5-9 

students), called a clinical group. Each clinical group is assigned to a clinical instructor, who is 

responsible for facilitating student learning at the clinical site. In clinical education, a nursing 
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student is assigned a patient load and assumes the primary nursing role for the duration of the 

clinical day, usually between 6 and 10 hours. During that time, the nursing students provide 

direct patient care under the supervision of their clinical instructor and in conjunction with the 

registered nurse assigned to the patient. Examples of direct care activities may include patient 

assessments, administration of medications and treatments, assistance with hygiene and 

ambulation, as well as delegation and care coordination. The nursing students function as 

autonomously as possible, within their scope of their practice; the clinical instructor supervises 

clinical activities and guides student learning.  

Clinical learning experiences are a required part of the nursing education curriculum 

(Wisconsin Board of Nursing, 2014). In clinical, nursing students advance their skills in direct 

patient care, learn clinical judgement, manage and care for individuals and groups of patients 

across the lifespan, and learn to delegate and supervise other health care providers (Wisconsin 

Board of Nursing, 2014). It is the role of the clinical instructor to facilitate the clinical learning 

and be the link between the student nurse and the learning environment (Meleca et al., 1981). 

Clinical Instructor Role 

The role of a clinical instructor is multifaceted. According to Clifford (1996), a clinical 

teacher (clinical instructor) has three different roles, with each giving rise to the next. Primary 

roles represent the basic roles in society, such as gender and family relationships. In the 

secondary role, choices of societal position and career direction are determined; becoming a 

nurse is a secondary role. Tertiary roles arise from secondary roles and are chosen at liberty; 

becoming a clinical instructor is a tertiary role. Role obligations of the clinical instructor include 

activities in teaching, management, clinical practice, and research (Clifford, 1996).  
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As discussed at the beginning of this chapter, clinical instructors are associated with two 

different organizations: the academic institution that employs them and the health care 

organization that houses the clinical area where they teach. Within each organization, the clinical 

instructor has different “offices” or role expectations and activities. Mignor (2000) described the 

role expectations in academia to include activities in teaching, service, and scholarship. These 

role expectations are congruent with the role obligations defined by Clifford (1996). Examples of 

teaching activities include the preparation for, and hands-on instruction of, nursing students as 

well as the evaluation of student safety and competency. Service in academia typically involves 

serving on committees or studies that directly benefit the institution. Scholarship for clinical 

instructors is usually defined as keeping up-to-date on current nursing practice and completing or 

collaborating on clinical research.  

Role expectations and activities at the clinical site differ from those in the academic 

setting. The primary role expectation of the clinical instructor is to facilitate clinical education 

while supervising nursing students in the clinical environment. Clinical instructors facilitate 

learning by bridging the gap between theory and practice for nursing students (Dahlke, 

Baumbusch, Affleck, & Kwon, 2012). Nursing students are taught to integrate previously 

acquired knowledge with the technical skills and proficiencies associated with direct patient care 

(McCabe, 1985; Meleca et al., 1981). In addition, clinical instructors prepare nursing students for 

careers in nursing by cultivating the professional and personal skills, attitudes, and behaviors 

expected of a registered nurse (Meleca et al., 1981). 

 In order to bridge the gap and develop nursing students into professionals, clinical 

instructors must have strong communication skills, expertise in clinical skill and judgement, and 

knowledge of both the nursing education curriculum and clinical environment (Dahlke et al., 
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2012). Clinical instructors need to be able to identify student learning opportunities and stimulate 

critical thinking (Dahlke et al., 2012). Additionally, clinical instructors serve as role models and 

a source of support for nursing students, particularly in the initial months of nursing school 

(Dahlke et al., 2012; McCabe, 1985).  

The role of the clinical instructor is complex. Clinical instructors work in at least two 

different organizations (the academic institution and the clinical site) and are expected to meet 

role obligations for each. In an academic institution, clinical instructors are expected to teach, 

serve, and support scholarship while collaborating with their colleagues and interacting with 

students. At the clinical site, clinical instructors teach and supervise their students in patient care 

while interacting with patients, nursing staff, and other members of the health care team. As a 

result of these competing role expectations, clinical instructors are at risk for developing role 

strain.   

Role Strain Studies  

 Role strain is the subjective emotions experienced by an individual when exposed to role 

stress. As described earlier in this chapter, clinical instructors are at risk for developing role 

strain due to the complex, competing expectations of the role. As role strain may negatively 

affect primary, secondary, and tertiary roles, several studies have examined the impact of role 

strain on clinical instructors. These studies include nursing and other disciplines that follow a 

similar clinical educational model (athletic trainers and occupational therapy).  

Role strain among nursing faculty. O’Shea (1982) studied role orientation and role 

strain among clinical faculty. The purpose of the study was to identify common types of role 

strain incidents reported by clinical faculty as well as assess the role orientation, degree of role 

strain felt, and any relationships between role orientation, level of education, teaching 
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experience, clinical practice experience, age, and role strain (O’Shea, 1982). The most common 

types of role strain incidents were those involving student performance, conflicts with clinical 

unit staff, disagreements over role expectations, or immediate patient care needs that were 

beyond the level of student ability (O’Shea, 1982). Results indicated that there was not a 

statistically significant relationship between role orientation and the amount of role strain 

experienced, nor was there a significant relationship between role orientation, role strain, prior 

teaching experience, educational preparation, and clinical practice (O’Shea, 1982).  

 In 1991, Mobily studied the degree of role strain experienced, sources of role strain, and 

relationship between socialization experiences/personal characteristics and role strain among 

university nursing faculty. Fifty percent of respondents reported moderate to high degrees of role 

strain (Mobily, 1991). The highest source of role strain was role overload, followed by role 

conflict. In rank order, role incongruity, role ambiguity, and role incompetence were subsequent 

sources of role strain as well (Mobily, 1991). Faculty members with the following characteristics 

reported statistically significantly higher levels of role strain than their counterparts: master’s 

prepared, teaching in the undergraduate program, teaching clinical only or both clinical and 

classroom, spent ten or more hours per week in clinical instruction, had not had the opportunity 

to attend faculty development in research, had a lack of fit between role expectations, were 

currently enrolled in a doctoral program, or were married and had children (Mobily, 1991). 

Mobily’s (1991) finding of a statistically significantly higher level of role strain among a 

master’s prepared educator contrasts with the findings of O’Shea (1982), who did not find 

significant relationship between educational preparation and role strain.  

 Oermann (1998) also studied role strain among clinical faculty (BSN and ADN 

programs), utilizing the level of education, level of nursing students, and employment status 
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(full-time and part-time) as variables. In contrast to Mobily (1991), Oermann (1998) found that 

faculty teaching clinical in ADN and BSN programs experienced an overall low degree of role 

strain (80% reported minimal-low). Oermann (1998) also noted that PhD-prepared clinical 

instructors experienced a higher degree of role strain than MSN- or BSN-prepared instructors, 

which contradicted findings of Mobily (1991) and O’Shea (1982). However, Oermann (1998) 

also found that the highest source of role strain was role overload, which was congruent with 

Mobily’s findings (1991). In addition, Oermann (1998) found that full-time clinical faculty, and 

clinical faculty who taught at the sophomore level, reported the highest level of role strain.  

 In 2013, Cranford studied the extent to which role ambiguity, self-assessed instructional 

competence, and interpersonal support affected role strain in the context of transition to higher 

education and intent to stay. While overall level of faculty role strain was not published, results 

demonstrated that all three factors (ambiguity, support, and competence) independently predicted 

role strain in the study sample (Cranford, 2013). In addition, the top contributing factor to role 

strain, as identified by the faculty, was “feeling that work is never finished,” which is consistent 

with the definition of role overload (Cranford, 2013).  

Cantwell (2014) also studied role strain among tenure-track and non-tenure-track nursing 

faculty. Consistent with Oermann, Cantwell (2014) noted a lower percentage (38%) of 

participants experienced a high-to-moderate degree of role strain than a minimal-to-low degree 

of role strain (62%), with role overload being the highest source of role strain. Additional results 

showed a lack of statistical significance in role strain for tenured nursing faculty working at 

either a for-profit or nonprofit institution (Cantwell, 2014). In addition, Cantwell (2014) found 

no statistical difference between level of role strain, years of teaching, and level of education, 

which was consistent with O’Shea’s (1982) results. To summarize, all of the studies measuring 
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role strain among nursing faculty reported varying levels of role strain among this population. In 

addition, role overload was identified as the highest source of role strain in every nurse faculty 

study.  

Role strain among other health care disciplines. Other health care disciplines, such as 

athletic training and occupational therapy, utilize a clinical education model similar to nursing. 

Henning and Weidner (2008) examined the degree to which various factors contributed to role 

strain among collegiate athletic-training-approved clinical instructors. No differences were found 

between total role strain and demographics (age, workplace, primary job appointment, full- or 

part-time status, number of athletes trained, years of experience, degree, and educational 

training) (Henning & Weidner, 2008). Fifty-one percent of athletic trainers reported minimal-to-

low levels of role strain, while 49% reported moderate-to-high levels of role strain (Henning & 

Weidner, 2008). This finding is comparable to findings by Mobily (1991). In addition, Henning 

and Weidner (2008) found that role overload was the highest source of role strain among athletic 

trainers, which is consistent with the nursing faculty findings.  

 In 2008, Pitney et al. studied the prevalence of role strain amongst dual-position, high 

school physical educators and athletic trainers. Pitney et al. (2008) found that 58% of their 

participants experienced minimal-to-low levels of role strain, while 42% of their participants 

reported moderate-to-high level of role strain, which was similar to findings by Oermann (1998) 

and Cantwell (2014). In addition, Pitney et al. (2008) determined that the higher the number of 

hours worked per week as an athletic trainer (tertiary role), the higher the mean role strain score. 

Lastly, the results of Pitney et al. (2008) contrasted with prior literature, as role incongruity was 

found to be the highest source of role strain, not role overload. Subsequent sources of role strain 
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(in rank order) were role overload, role conflict, role ambiguity, and role incompetence (Pitney et 

al., 2008).  

 Lastly, Barton et al. (2013) studied role strain and its contributing factors in occupational 

therapy fieldwork educators. Consistent with previously discussed studies in non-nursing 

disciplines, Barton et al. (2013) found a low level of role strain among their participants. Fifty-

four percent of participants reported minimal-to-low role strain, while 46% described moderate-

to-high levels of role strain (Barton et al., 2013). Role overload was the highest reported source 

of role strain, which was also consistent with prior studies (Barton et al., 2013).  

Role overload among clinical instructors. In the previously described studies, role 

overload was identified as the most frequent source of role strain among clinical instructors 

(Cantwell, 2014; Cranford, 2013; Mobily, 1991; Oermann, 1998). Role overload stems from 

having too many responsibilities and not enough time to complete them at all or to one’s 

standard (Hardy & Hardy, 1988; Mobily, 1991; Sieber, 1974). Three studies focused on this 

concern; two are specific to nursing faculty, while one studied academic physicians. Since 

academic physicians have similar responsibilities to clinical instructors (teaching, practice, and 

research), the study was included. Of the three studies analyzed, one specifically studied role 

overload; the other two examined work-related stress. The work-related stress studies examined 

components of role overload (role responsibilities and time) without naming role overload 

outright, which is why they were included in the review.  

 In 1990, Goldenberg and Waddell explored the relationship between stress, coping, and 

academic responsibilities (teaching, scholarship, and service) among female baccalaureate 

nursing faculty in Ontario. In particular, the sources and levels of perceived stress as well as 

coping strategies (including effectiveness) were examined (Goldenberg & Waddell, 1990). 
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Heavy workload (the variable used in the study) was defined as the amount of time required to 

fulfill role requirements; this definition is consistent with that of role overload (Goldenberg & 

Waddell, 1990). In their study, Goldenberg and Waddell (1990) found that heavy workload 

related to teaching clinical was a source of stress in 83% of the study population. In addition, 

81% of those studied ranked heavy workload related to clinical teaching as the highest source of 

stress (Goldenberg & Waddell, 1990).  

Lindfors, Eintrei, and Alexanderson (2009) examined the factors perceived as stressful by 

academic physicians employed by a university hospital in Sweden. Role responsibilities included 

clinical practice, research, and teaching; 32% of the study participants reported working in both a 

hospital and academic facility, which is similar to the nursing clinical instructor role (Lindfors et 

al., 2009). Results demonstrated that 66% of respondents reported high or very high levels of 

stress a least weekly due to “time pressure” (Lindfors et al., 2009). Time pressure was defined as 

being worried about not being able to cope with the workload of one’s job, which is congruent 

with the definition of role overload (Lindfors et al., 2009).  

 Lastly, Fong (1990) studied the relationship between social support, role overload, and 

burnout among nurse educators in the California State University system. Symptoms of burnout 

included emotional exhaustion, depersonalization, and a reduced sense of personal 

accomplishment (Fong, 1990). Statistically significant results, specific to role overload, indicated 

that role overload contributed to the burnout symptom of emotional exhaustion (Fong, 1990). 

Role overload did not contribute to depersonalization or a decreased sense of personal 

accomplishment (Fong, 1990). In addition, the intervention of increased social support (from 

one’s chairperson and peers) did not help reduce emotional exhaustion from role overload (Fong, 

1990). 
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 Consistent with studies focusing on role strain, role overload was found to be the highest 

source of stress among both nurse faculty and academic physicians (Goldenberg & Waddell, 

1990; Lindfors et al., 2009). Additionally, role overload significantly contributed to emotional 

exhaustion among nurse educators, which is a symptom of burnout (Fong, 1990). Burnout can 

also lead to a disengagement from one’s role; in clinical instruction, disengagement translates to 

loss of caring for one’s students and their patients. Unfortunately, increased social support did 

not significantly improve emotional exhaustion from role overload (Fong, 1990).  

 In summary, the factors affecting role strain are multifaceted and complex, as evidenced 

by the review of literature. However, two main themes emerged from the literature: 

1. Role strain befalls nursing faculty and similar clinical education professionals, such as 

athletic trainers and occupational fieldwork educators.  

2. Except for Pitney et al. (2008), role overload was consistently reported as the highest 

source of role strain for clinical instructors.  

Since clinical instructors report role strain, and identify role overload as the highest source of 

role strain, further research is necessary. Of particular interest is how nurse faculty practice 

impacts role strain, which is discussed in the next section. 

Nurse Faculty Practice 

Broussard, Delahoussaye, and Poirrier (1996), defined faculty practice as “nursing care 

given to clients that is focused on a particular population, or nursing problem, that is aimed at 

improvement of nursing care in a larger context, and that informs the faculty member’s research 

and teaching roles” (p. 84). They created a Faculty Practice Model to depict the interrelationships 

between education, practice, research, and faculty practice. In the model, the educational role is 

informed by research and practice, the practice role is informed by research and education, and 
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the research role is informed by practice and education. All three roles converge in the center at 

faculty practice; therefore, faculty practice informs all three roles (Broussard et al., 1996). 

Utilizing a definition similar to Broussard et al. (1996), the American Association of 

Colleges of Nursing (1999) stated that “faculty practice includes all aspects of the delivery of 

health care through the roles of clinician, educator, researcher, consultant and administration…. 

(and) encompasses direct nursing services to individuals, families, groups, and communities” (p. 

40). This broad definition illustrates the wide depth and breadth of activities and roles that are 

considered nursing faculty practice. As a result of the expansive definition of faculty practice, the 

AACN (1999) released a blanket recommendation to nurse leaders, encouraging that they 

support nurse faculty practice “in all of its forms” (p. 56).  

 Faculty practice encompasses a variety of roles in a multitude of environments. However, 

for the purposes of this study, faculty practice is defined as direct nursing care provided to a 

patient or patient population. Consequently, the clinical instructor is practicing in the same or a 

similar environment to where clinical is taught and is “doing what you teach others to do” 

(Baillie, 1994, p. 152). Practicing patient care informs nursing education by providing the 

clinical instructor with examples of current patient care practices and examples to utilize while 

teaching students (Broussard et al., 1996). In addition, the care provided is influenced by the 

clinical instructor’s teaching and scholarly activities. Lastly, scholarly activities (research) are 

informed by providing patient care and teaching. Through these activities, the clinical instructor 

may identify areas requiring further scholarship and research via his or her students or patients.  

 The state of Wisconsin requires that nursing faculty in professional degree programs hold 

a Wisconsin nursing license and possess a graduate degree in nursing (Wisconsin Board of 

Nursing, 2014). However, the state does not specify the emphasis of said degree. As a result, 



29 
 
 

clinical instructors are hired from a wide range of educational backgrounds, including advanced 

practice, education, and leadership. Advanced practice registered nurses (APRNs), such as nurse 

practitioners, are required to provide verification that a minimum of 1,000 practice hours are 

completed every five years to maintain certification (Keough, 2006). When an APRN is hired 

into a faculty position, a percentage of their appointment may be dedicated to faculty practice. 

This is usually not the case for clinical instructors who hold an advanced degree in nursing 

education or leadership, who are not required to provide verification of practice hours. Since 

faculty practice is not required to maintain a certification, practice is not included in the 

appointment percentage. Clinical instructors who desire to continue practicing typically 

“moonlight” part-time in addition to teaching. The literature focused on faculty practice of non-

APRN nursing faculty is limited; particularly studies that address role strain among this 

population. The findings of a small number of studies (three) is summarized next.  

Nurse Faculty Practice and Role Strain 

 In 1991, Steele studied the beliefs and opinions of nursing faculty and deans regarding 

clinical practice of nursing faculty and their perceptions of role and role strain. In particular, 

Steele (1991) examined the differences in perceptions of role and role strain among those nursing 

faculty who were engaged in clinical practice versus those who were not. As one aspect of the 

study, faculty were asked to rank, in order of importance, role priorities for nursing faculty 

(Steele, 1991). Nursing faculty not engaged in practice ranked teaching as the most important 

role, followed by research, service, and practice (Steele, 1991). Nursing faculty engaged in 

practice ranked teaching as the most important role, followed by practice (Steele, 1991).  

 Additionally, Steele (1991) examined the faculty perception of clinical competency and 

practice-related activities, comparing the results between practicing and non-practicing groups. A 
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higher percentage (57.6%) of non-practicing faculty reported occasionally feeling that their 

clinical skills were slipping, compared to the practicing faculty (43.3%) (Steele, 1991). 

Regarding the practice-related activities, several responses varied significantly between groups.  

Practicing faculty reported being perceived as a student role model more often and felt 

that practice enhanced their credibility with students and nursing staff (Steele, 1991). In addition, 

practicing faculty believed that increasing faculty practice would improve the quality of nursing 

care overall and on their clinical unit (Steele, 1991). The practice group also felt that faculty 

practice enhanced their quality of teaching and scholarly productivity (Steele, 1991). Conversely, 

non-practicing faculty felt that maintaining clinical competency would add to the faculty role 

burden, more so than their practicing counterparts (Steele, 1991). Non-practicing faculty also felt 

that teaching activities should be undertaken separately from research, service, and practice, 

while practicing faculty supported more of a blending of activities (Steele, 1991). In addition, 

non-practicing faculty felt that the role demands of teaching, research, and service compromised 

their ability to maintain a clinical practice (Steele, 1991). 

 In her examination of role strain among nurse faculty, Steele (1991) delineated her results 

by title, clinical experience, and teaching experience. In rank order, perceived role strain was 

highest among assistant professors (61%), associate professors (56%), and clinical instructors 

(50%) (Steele, 1991). Amount of clinical experience was not a significant factor related to role 

strain; role strain did increase with amount of time in the teaching role (Steele, 1991). Overall, 

both groups reported role strain, although less role strain was reported among practicing faculty 

(Steele, 1991).  

 Baillie (1994) explored how nurse teachers (clinical instructors) felt about participating in 

clinical practice. Of the 10 teachers studied, five participated in clinical practice, and only one 
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reported doing so regularly (Baillie, 1994). Perceived benefits of clinical practice included: 

keeping in touch with clinical practice, maintenance of clinical skills, improved relationships 

with nursing staff, using knowledge and skills in practice, and personal satisfaction (Baillie, 

1994). Study participants also identified what were perceived as negative effects of clinical 

practice including: misinterpretation of the role (role ambiguity) and impingement of time for 

faculty role requirements or limited time to devote to practice (role conflict) (Baillie, 1994). 

Additionally, participants described factors they perceived to be barriers to maintaining a 

practice, with time being the largest factor (Baillie, 1994). In particular, participants were 

concerned that a limited amount of time in practice would render the practice ineffective (Baillie, 

1994). Other barriers cited included the college philosophy/culture, support from clinical staff, 

clinical confidence, and the teacher’s role attitude and role perception about clinical practice 

(Baillie, 1994). 

 In 2003, Langan studied faculty expectations and staff nurse role overload, role conflict, 

and role ambiguity in relation to faculty practice status. Clinical faculty expressed feelings of 

role overload and role conflict (Langan, 2003). However, these sources of stress were not 

directly related to clinical practice; in fact, all identified sources of role stress were related to the 

clinical instructor role (Langan, 2003). Role overload was described as an inability to fulfill all 

of the desired teaching activities with students, and role conflict was expressed as concerns about 

meeting the competing demands of the faculty role (teaching, service, and scholarship) (Langan, 

2003).  

The staff nurses in this study reported greater feelings of role overload and role conflict 

when working with non-practicing faculty, due to additional teaching demands on top of 

providing patient care (Langan, 2003). Nursing staff also expressed feelings of role ambiguity as 
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to the expectations for their role in working with students (Langan, 2003). All study participants 

(faculty and nurses) discussed the value of faculty practice; staff nurses stated a preference for 

working with faculty who practiced outside of teaching (Langan, 2003). However, both groups 

also admitted that maintaining a clinical practice in addition to a teaching workload was difficult 

(Langan, 2003). Additionally, staff nurses felt that having a clinical instructor who practiced 

where they taught was ideal (Langan, 2003). If not on the same unit, then staff nurses preferred 

having clinical instructors practiced in the same hospital where they taught (Langan, 2003). If 

this was not possible, then at least practicing on a comparable unit at a different organization was 

suggested (Langan, 2003). Lastly, if a clinical instructor was not regularly engaging in direct 

care, then the staff recommended that the instructor spend a shift on the unit prior to bringing 

clinical students (Langan, 2003).   

Berndt (2013) explored the perceptions of clinical nursing instructors engaged in clinical 

practice; she was particularly interested in how engaging in practice affected clinical teaching 

and the ability to role model for students. All participant responses indicated that engaging in 

clinical practice positively affected clinical teaching; identified themes included: increased 

instructor credibility and confidence, and enhanced student and staff relationships (Berndt, 

2013). When asked to consider the effects of ceasing clinical practice, the results were mixed. 

Seven of the participants perceived negative effects on clinical teaching, including decreased 

relevancy and confidence (Berndt, 2013). However, four of the participants anticipated no effect 

on clinical teaching and stated that clinical relevancy and currency could be maintained in ways 

other than clinical practice (Berndt, 2013).  

When participants were asked to describe the effect of engaging in clinical practice on 

their ability to role model to nursing students, all 11 participants reported an enhanced ability to 
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role model (Berndt, 2013). Increased confidence and comfort with the clinical setting and the 

ability to maintain clinical expertise were the reasons cited for this heightened ability to role 

model for nursing students (Berndt, 2013). However, when posed the same question about 

ceasing to practice and the effect on role modeling behavior, cessation was perceived as having a 

neutral effect (Berndt, 2013). To summarize the study results, engaging in clinical practice was 

found to positively influence teaching by increasing an instructor’s perception of his or her 

credibility and confidence (Berndt, 2013). Participants also felt that engaging in clinical practice 

enhanced their ability to role model and enriched their relationships with students and staff 

(Berndt, 2013). Despite the positive attributes, study participants also postulated that maintaining 

a clinical practice was not an essential component of the clinical instructor role (Berndt, 2013).  

 In summary, clinical instructors who were also engaged in direct patient care reported a 

multitude of positive effects from their practice. These effects included heightened clinical 

competency; enhanced credibility and relationships with nursing students and staff; increased 

quality of patient care, teaching, and scholarship; and a greater ability to role model for nursing 

students (Baillie, 1994; Berndt, 2013; Langan, 2003; Steele, 1991). In addition, clinical 

instructors engaged in practice reported feeling more confident and comfortable in the clinical 

environment, as well as a sense of personal satisfaction from providing care (Baillie, 1994; 

Berndt, 2013). One study reported that clinical faculty engaged in practice reported less role 

strain than non-practicing faculty (Steele, 1991). The staff nurses in a different study reported 

less role overload and conflict when working with practicing faculty (Langan, 2003). 

Summary of Literature Review 

 This literature review examined role strain and clinical practice among nursing faculty; 

clinical instructors are at particular risk for developing role strain due to multiple work sites and 
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roles. Seven types of role problems, which cause role strain, were identified in the literature, and 

role overload was cited as the most prevalent source of role strain among clinical instructors. 

Role overload was found to contribute to the emotional exhaustion associated with burnout, 

which can lead to disengagement from a role. Conversely, engaging in nursing practice provided 

a plethora of positive benefits to clinical instructors, including a lower degree of role strain. The 

limited discussion of the factors that contribute to and relieve role strain among clinical 

instructors creates a gap in the literature, especially as it relates to nurse faculty practice. 
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Chapter 3. Methods 

 Role strain is the distress felt when a person has difficulty meeting the responsibilities of 

his or her job, potentially impacting the physical, mental, and social health of the individual 

(Ward, 1986). According to Ward (1986), prolonged periods of role strain from work result in 

diminishing job performance, increased absenteeism, and decreased job satisfaction; individuals 

with a high degree of role strain are also at greater risk for accidents and injury. According to the 

literature, clinical instructors report role strain as a reason for leaving academia (AACN, 2005; 

Barton et al., 2013; Cantwell, 2014; Cranford, 2013; Henning & Weidner, 2008; Mobily 1991; 

Oermann, 1998; O’Shea, 1982). However, there is limited evidence describing the factors that 

contribute to role strain in this population. The purpose of this mixed methods study was to 

explore role strain among undergraduate clinical instructors teaching in Wisconsin nursing 

programs. Study aims were to: 

• assess the degree of role strain experienced by clinical instructors 

• identify factors that impact the degree of role strain experienced by clinical instructors, 

with particular emphasis on nurse faculty practice  

The study also invited participants to identify additional sources of role strain and activities 

and/or behaviors they undertook to relieve role strain. This chapter provides a description of the 

study design, participants, setting, sampling strategies, instrument, and measures. It concludes 

with a description of the procedures, how human subjects were protected, and data analysis 

method for evaluating the study aims.  

Study Design 

A triangulation design, validating quantitative model of mixed methods was used for this 

study; this type of design adds open-ended, qualitative questions onto a quantitative survey 



36 
 
 

(Creswell & Plano Clark, 2007). Qualitative and quantitative data were collected and analyzed 

concurrently (Creswell & Plano Clark, 2007). Results from each data set were analyzed and 

reported separately; however, the data were combined for discussion (Creswell & Plano Clark, 

2007). Utilizing this approach provided an opportunity to compare survey results with those 

found in the literature using the same tool and allowed for an expansion upon quantitative 

findings through the addition of the open-ended questions (Creswell & Plano Clark, 2007).  

There are several strengths to using a triangulation design for a mixed-methods study. 

First, the design has become the framework for mixed-methods research, making it widely used 

throughout literature (Creswell & Plano Clark, 2007). Second, the design is intuitive, which is 

helpful to those new to scholarly work (Creswell & Plano Clark, 2007). Lastly, both types of 

data are collected concurrently, which creates an efficient data collection process (Creswell & 

Plano Clark, 2007).  

Two challenges associated with this study design were identified prior to undertaking the 

study. A certain level of expertise is required to utilize this design, as results are weighted 

equally, yet interpreted separately using quantitative and qualitative methods (Creswell & Plano 

Clark, 2007). A way to counteract this challenge is by assembling a team of experts in qualitative 

and quantitative methods. For this study, two of the committee members were experts in 

qualitative research; an expert in quantitative methods provided ad-hoc support to the study as 

well. A challenge can arise if data results do not correlate; researchers can struggle with how to 

interpret results (Creswell & Plano Clark, 2007). The qualitative questions in this study sought to 

expand upon the quantitative results, reducing the risk of this issue.    
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Description of Participants 

Participants recruited for this study were undergraduate clinical instructors employed at 

targeted BSN-conferring institution in Wisconsin. The survey population was anticipated to be 

congruent with the gender and ethnic background of the general Wisconsin nursing faculty, 

which is 85% Caucasian and 93% female (Sabel et al., 2016). Age was also anticipated to be 

similar to that of the Wisconsin nursing faculty; participant ages were expected to range from 25 

to 65, with at least half being over 50, as 52% of Wisconsin nursing faculty are above the age of 

50 (Sabel et al., 2016).  

Description of Setting 

Participants were recruited from four Wisconsin BSN-conferring institutions located in 

three urban areas. Two of these institutions were publicly funded, while the other two were 

privately funded.  

Sampling Strategies 

 Purposive sampling was utilized for this study. Purposive sampling is a nonprobability 

method of selecting a sample where the researcher uses expert judgement to select a sample 

(Teddlie & Yu, 2007). This method of sampling, used often in mixed-method study designs, 

seeks to create a participant pool uniquely positioned to answer specific research questions 

(Teddlie & Yu, 2007). The academic institutions where participants were employed were 

purposely selected based on geographic location, funding status, and leadership support of this 

study’s aims. To summarize sampling strategies, study participants were purposely selected 

based on their self-identified role as a clinical instructor and their place of employment. 

Participants were included in the study if they were employed as a clinical instructor at a 

participating academic institution at the time of survey. For the purposes of this study, clinical 
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instruction was defined as nursing education that occurs within the proximity of the patient or 

patient population, where the learning occurs in a small group (not 1:1 precepted instruction). 

Participants who self-identified as teaching only in a classroom or teaching clinical in a one-to-

one precepted model were excluded from the study. The requirements for study sample 

participants were reflective of the study purpose and aims. 

Study Instrument and Measures 

The study instrument was divided into four parts. Part I asked questions about the 

participants’ role as a clinical instructor, and Part II contained the role strain items. Part III was 

an open-ended question that offered participants an opportunity to expand upon one or more 

items of Part II, and Part VI was comprised of personal and professional characteristics. Specific 

information about the components of each part of the instrument, and how each part addressed 

the study purpose and aims, is provided below. 

Part I and IV of the instrument addressed characteristics of the clinical instructor role and 

personal and professional characteristics. Data collected from Parts I and IV were used to 

describe the study sample. Data from Parts I and IV also served as the independent study 

variables, or factors that impact the degree of role strain. Information on participants included: 

primary area of primary teaching, area of clinical teaching, number of students in a clinical 

group, age, gender, highest degree held, APRN, years of experience teaching nursing, 

employment status at academic institution, and whether or not the person practiced nursing in a 

direct care role in addition to teaching (importantly, this final item included how many hours per 

month and the location of the direct care practice). This information was selected for collection 

as a result of gaps identified by the literature review.   
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Part II was a modified version of the Role Strain Scale originally developed for 

measuring role strain among nursing faculty (Mobily, 1991). Permission to use and modify the 

Role Strain Scale was obtained from the author of the instrument, Dr. Paula Mobily (Appendix 

A). Minor modifications were made to clarify language and tailor the tool specifically to the 

study population. A listing of these modifications, along with the original and revised study 

instruments, are located in Appendices B and C. The Role Strain Scale was utilized by several 

studies in the literature and has proven to be reliable and valid with a Cronbach’s alpha 

coefficient range between 0.93-0.98 (Cantwell, 2014). Use of the Role Strain Scale provided an 

opportunity to compare and contrast survey results with those found in previous studies using the 

same instrument. 

For this study, the modified Role Strain Scale was used to quantitatively measure the 

overall degree of role strain experienced. The overall degree of role strain experienced served as 

the dependent variable for this study and was assessed by measuring the average of 36 Likert-

style questions. Responses ranged from 1 to 5 (1=never and 5=nearly all the time). To analyze 

the degree of role strain experienced, scores were categorically placed into levels (high, 

moderate, low, or minimal) based on the combined mean score and standard deviation, rounded 

to the nearest tenth; high scores indicated a higher degree of role strain, low scores indicated a 

lower degree of role strain. This method of analysis was consistent with Mobily (1991).   

Additionally, there were five main subscales in the Role Strain Scale: role conflict, role 

ambiguity, role overload, role incongruity, and role incompetence. These subscales reflect the 

role problems that contribute to role strain and were used to identify the highest source of role 

strain among study participants (Mobily, 1991). Categorical questions correlating with each 
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subscale were analyzed as a group, resulting in a mean for each subscale. Subscale means were 

ranked from highest to lowest, delineating the highest source of role strain.   

Part III of the study instrument was comprised of an open-ended, qualitative question. 

This question provided participants the opportunity to share additional sources of role strain 

and/or activities/behaviors that relieved role strain as related to the participant’s job as a clinical 

instructor. This information was also selected for collection as a result of gaps identified by the 

literature review. Qualitative data served to expand upon the quantitative results and provided 

insight into possible solutions for relieving role strain.  

Study Procedures 

 Permission to survey study participants was obtained via an inquiry sent to each 

academic institution’s Dean of Nursing. Once permission was granted, potential participants 

were contacted via email, which served as the method for recruitment and consent to participate 

in the study. A copy of the recruitment and consent email is located in Appendix D.  

The survey was administered via Qualtrics, which is a web-based survey service 

(Qualtrics, 2017). Electronic surveys are more cost-effective, provide a faster response time, and 

allow for a more geographically diverse study sample than paper surveys (Cope, 2014). An 

anonymous survey link was included at the end of the recruitment and consent email, providing 

for immediate study participation.  

Approximately 122 nursing instructors (N=122) teaching at one of the four participating 

academic institutions were invited to partake in the study. The survey response goal was 30%, as 

the response rate range for email surveys is 25-30% (Fincham, 2008). The survey was available 

for 14 days; after seven days, a second email containing the same information was sent as a 

reminder to potential participants.  
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Protection of Human Subjects 

 Survey participation was voluntary, and completion of the survey indicated an implied 

consent. Participants were not offered any payment or incentive for participation. The risks to the 

study participants were considered minimal as data requested for the survey were within the 

common scope and knowledge of the participants’ job duties. Risks may have included feeling 

uncomfortable or distressed about being asked questions about sensitive issues, such as sources 

of work-related stress; participants were able to stop the survey at any time. Contact information 

for the researcher, the faculty advisor, and the Edgewood College Human Participants Review 

Board was included in recruitment and consent email, should questions or concerns arise.   

Survey responses were confidential; data was stored in the Qualtrics system and on a 

secure computer system for protection. Data were stored on a password-protected computer, and 

will be destroyed after six years. Study results were reported in aggregate only and without 

identifying information; institutional names will not be published in presentations, publications, 

or written documents. The Edgewood College Human Participants Review Board (HPRB) 

approved this study on December 6, 2016 (protocol number 983576-1) (Appendix E).  

Data Analysis Plan 

  Descriptive statistics were used to determine the degree and sources of role strain 

experienced; the significance level (P value) was set at 0.05. Independent t-tests and analysis of 

variance (ANOVA) were used to assess the impact of factors on the degree of role strain 

experienced. These methods of data analysis were consistent with those used in the literature, 

particularly the study of the instrument’s origin (Mobily, 1991). 

 Content analysis was used to assess for additional sources of role strain related to the 

clinical instructor role; it is a qualitative method utilized to identify, analyze, and report meaning 
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in data (Marshall & Rossman, 2016). A content analysis of the qualitative data could potentially 

identify any gaps in the quantitative survey or could validate survey results (Creswell, 2014). A 

content analysis was used to analyze the open-ended questions of the survey that addressed 

activities/behaviors that clinical instructors utilized to relieve their role strain. Identified themes 

for reducing role strain were vetted against the coping mechanisms identified in the original role 

strain theory (Goode, 1960). Doing so triangulated the results with the goal of potentially adding 

to the validity of the study (Creswell, 2014).    

Summary of Methods 

 This chapter provided a description of the triangulation design, validating quantitative 

model of mixed methods used for the study. The study took place at four BSN-conferring 

institutions in Wisconsin; study participants were self-identified nursing instructors who taught 

undergraduate clinical. Participants were recruited via email, which included a link to the survey; 

consent was implied upon survey completion. The study instrument contained four parts: the 

characteristics of the clinical instructor role, the modified version of the Role Strain Scale, the 

qualitative question, and personal and professional characteristics. The results of the both sets of 

characteristics questions were used to describe the study population and were analyzed utilizing 

independent t-tests and ANOVA for the impact on role strain. The role strain scale provided the 

overall degree of role strain experienced, as well as the highest source of role strain, using 

descriptive statistics. Lastly, a content analysis was used to analyze the qualitative data for 

additional sources of role strain and activities/behaviors that relieved role strain.  

Role strain is prevalent among clinical instructors and has been found to negatively 

impact the health, work performance, and job satisfaction of individuals. Job dissatisfaction was 

identified as a top reason for clinical instructors leaving academia, and clinical instructor 
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positions have proven to be difficult positions to recruit for and fill. The combination of these 

factors was the impetus for this study; the study purpose and aims were identified from gaps in 

the literature. The method outlined in this chapter served as the plan for addressing the gaps in 

the literature while staying true to the study purpose and aims. 
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Chapter 4. Results 

 The purpose of this study was to explore role strain among undergraduate clinical 

instructors teaching in Wisconsin nursing programs. This study aimed to assess the degree of 

role strain experienced by clinical instructors and to identify factors that impacted the degree of 

role strain experienced by clinical instructors, with particular emphasis on nurse faculty practice. 

The results of the data analysis are presented in this chapter, including the quantitative survey 

findings and findings from responses to the open-ended, qualitative question. A description of 

the participant demographics and highlights of key findings are also provided.  

Response Rate 

Data were collected over a period of two weeks (from Friday, February 17, 2017 to 

Friday, March 3, 2017 at midnight). Of a possible 122 participants, 42 responded, yielding a 

response rate of 34%. Five of the respondents were excluded from the study because they self-

identified as teaching only in the classroom, resulting in a final sample size of 37 clinical 

instructors.   

Preliminary Assessment of Data 

 Quantitative data. Preliminary data analysis identified two different types of missing 

data: missing data from skipped questions and missing data from a participant selecting a 

response of “not applicable.” Upon review, three points of missing data were identified from two 

participants, which were random in pattern (Kim & Mallory, 2014). One participant did not 

answer two questions, and one participant did not answer one question. The missing values were 

addressed using mean imputation, which substitutes estimated values for missing values using 

categorical means for the individual participant (Bannon, 2015). Survey questions were divided 

into five subscales; the mean for the answered questions within the subscale for the individual 
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participant was imputed for each missing data point. Additionally, there were seven questions 

(10-1 to 10-7) that were excluded from the data analysis due to a high percentage of missing 

data, ranging from 5.4%-45.5% (Kim & Mallory, 2014). The missing data for these questions 

were generated by participants selecting “not applicable” as a response. 

 Measures of skewness and kurtosis and the Shapiro-Wilk test were used to assess the 

normalcy of ordinal and continuous data (Kim & Mallory, 2014). Skewness measures the 

symmetry of data, while kurtosis measures how peaked the distribution is; the acceptable range 

for these measures is ±2 (Kim & Mallory, 2015; Rose, Spinks & Canhoto, 2015). All data points 

fell within the acceptable range except for one; kurtosis was −3.28 for question 9-36, which was 

considered an acceptable finding. The Shapiro-Wilk test also helps assess if data are normally 

distributed and is used for smaller sample sizes; the p-value should be greater than .05 to reject 

the null hypothesis and indicate normal distribution of data (Rose et al., 2015). The Shapiro-Wilk 

p-value was .96; the null hypothesis was rejected, and the data were considered to be normally 

distributed. Normal data is an assumption for independent t-tests and ANOVA that were used to 

analyze the survey data.  

 Qualitative data. Qualitative data were captured via an open-ended question that 

concluded the survey; the question had two parts, and 26 participants provided a response. 

Content analysis was used to interpret the data, dividing the responses by those that identified 

additional sources of role strain (17) and those that identified activities/behaviors that relieved 

role strain (6). Two participants provided responses to both; their responses were separated by 

category. One participant had “none to report” and was not included in the content analysis. A 

total of 25 responses were analyzed for word count and meaning (Marshall & Rossman, 2016).   
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Quantitative Results    

 Demographic data. Demographic data encompass personal and professional 

characteristics of the sample population, including age, gender, highest degree held, APRN or 

non-APRN, years of experience teaching nursing, and employment status at the academic 

institution. The results are provided in Table 1. The majority of participants were female; age 40-

44 was the most frequently selected age range. Most participants were master’s prepared, with 

education being the most frequently selected emphasis. The majority were not APRNs. Most 

were employed full-time, defined as 51% or more at their academic institution. Years of teaching 

experience varied, but 6-9 years was the most frequently selected range, with 81% of participants 

ranging from 2 to 14 years of teaching experience. Of note, one participant preferred not to 

disclose their age, and two participants preferred not to disclose their gender.  

Table 1 

Personal and Professional Characteristics 

 Non-Practicing (n=18) Practicing (n=19) Total Sample (n=37) 

Characteristics                                   Participants (%)                     Participants (%)                        Participants (%) 

Age 

40-44 3 (16.7%) 4 (21.1%) 7 (18.9%) 

55-59 3 (16.7%) 3 (15.8% 6 (16.2%) 

35-39 4 (22.1%) 1 (5.3%) 5 (13.5%) 

50-54 1 (5.6%) 4 (21.1%) 5 (13.5%) 

30-34 2 (11.1%) 2 (10.5%) 4 (10.8%) 

45-49 2 (11.1%) 2 (10.5%) 4 (10.8%) 

60 or over 2 (11.1%) 1 (5.3%) 3 (8.1%) 

25-29 0 2 (10.5%) 2 (5.4%) 

Prefer not to answer 1 (5.6%) 0 (0%) 1 (2.7%) 

Gender 

Female 15 (83.3%) 17 (89.5%) 32 (86.5%) 

Male 2 (5.3%) 1 (5.3%) 3 (8.1%) 

Prefer not to answer 1 (5.6%) 1 (5.3%) 2 (5.4%) 

Highest Degree Held 

Master’s-Education focus 7 (38.9%) 10 (52.6%) 17 (45.9%) 
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Master’s-Clinical focus 6 (33.3%) 8 (42.1%) 14 (37.8%) 

PhD in Nursing 2 (11.1%) 1 (5.3%) 3 (8.1%) 

Master’s-Administration focus 2 (11.1%) 0 (0%) 2 (5.4%) 

ND (Doctor of Nursing) 1 (5.6%) 0 (0%) 1 (2.8%) 

Advanced Practice Registered Nurse (APRN) 

Non-APRN 14 (77.8%) 13 (68.4%) 27 (73.0%) 

APRN 4 (22.2%) 6 (31.6%) 10 (27.0%) 

Years of Experience Teaching Nursing   

6-9 years 5 (27.8%) 6 (31.6%) 11 (29.7%) 

2-5 years 5 (27.8%) 5 (26.3%) 10 (27%) 

10-14 years 4 (22.2%) 5 (26.3%) 9 (24.3%) 

1 or less 2 (11.1%) 2 (10.5%) 4 (10.8%) 

20 or more years 2 (11.1%) 0 (0%) 2 (5.4%) 

15-19 years 0 (0%) 1 (5.3%) 1 (2.7%) 

Employment Status at Academic Institution   

Full-time (0.51 to 1.0 FTE) 14 (77.8%) 15 (78.9%) 29 (78.4%) 

Part-time (0.5 or less FTE) 4 (22.2%) 4 (21.1%) 8 (21.6%) 

  

Clinical instructor role data. Characteristics of the clinical instructor role included 

questions about participants’ primary area of teaching, area of clinical teaching, and the number 

of students in a clinical group. Results are provided in Table 2. The majority of participants 

provided both classroom and clinical instruction, with medical-surgical nursing representing the 

most common area of clinical teaching. Instructors reported a range of 5-9 students per clinical 

group; the majority of instructors reported eight students in a clinical group. Participants 

identified two areas of clinical teaching not included in the original survey: long term care and 

foundations lab. New categories were created for both and are included in Table 2. 
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Table 2 

Characteristics of the Clinical Instructor Role  

 Non-Practicing (n=18) Practicing (n=19) Total Sample (n=37) 

Characteristics Participants (%) Participants (%) Participants (%) 

Primary Area of Teaching 

Classroom and clinical instruction 
 

14 (77.8%) 
 

17 (89.5%) 
 

31 (73.8%) 

Clinical instruction only 
 

4 (22.2%) 
 

2 (10.5%) 
 

6 (14.3%) 

Classroom instruction only 0 (0%) 0 (0%) 5 (11.9%)* 

Area of Clinical Teaching  

Medical-surgical nursing 12 (66.7%) 8 (42.1%) 20 (54.1%) 

Community-public health nursing 3 (16.7%) 3 (15.8%) 6 (16.2%) 

Psychiatric-mental health nursing 1 (5.6%) 2 (10.5%) 3 (8.1%) 

Pediatric nursing 1 (5.6%) 1 (5.3%) 2 (5.4%) 

Maternal-child health nursing 1 (5.6%) 1 (5.3%) 2 (5.4%) 

Long Term Care 0 (0%) 2 (10.5%) 2 (5.4%) 

Foundations Lab 0 (0%) 2 (10.5%) 2 (5.4%) 

Number of Students in Clinical Group  

8 9 (50%) 15 (78.9%) 24 (64.9%) 

6 3 (16.7%) 2 (10.5%) 5 (13.5%) 

7 3 (16.7%) 1 (5.3%) 4 (10.8%) 

9 1 (5.6%) 1 (5.3%) 2 (5.4%) 

5 2 (11.1%) 0 (0%) 2 (5.4%) 

*Excluded from study  

 Direct care practice data. Participants were also asked to identify whether or not they 

practiced nursing in a direct care role in addition to teaching. Responses were divided between 

direct care practice and non-practice, at 51.4% and 48.6% respectively. Participants who reported 

practicing in a direct care role were asked to provide additional information about their practice, 

which is located in Table 3. Direct care practice hours encompassed both paid and 
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unpaid/volunteer work, and the majority reported engaging in this work 0-24 hours per month. 

Instructors were also asked about the location of their direct care practice; most reported 

practicing at a unit/site that was not similar to where they taught clinical or in the same facility.   

Table 3 

Characteristics of Direct Care Practice  

 Practicing (n=19) 

Characteristics Participants (%) 

Amount of Direct Care Practice Hours 

0-24 hours per month 12 (63.2%) 

73-96 hours per month 3 (15.8%) 

More than 96 hours per month 3 (15.8%) 

49-72 hours per month 1 (5.2%) 

Location of Direct Care Practice 

A unit/site not similar to where you teach clinical, that is also not at the same facility 12 (63.2%) 

The same facility as where you teach clinical, but a different unit/site 3 (15.8%) 

The same unit/site as where you teach clinical 2 (10.5%) 

A similar unit/site as where you teach clinical, but a different facility 2 (10.5%) 

 

Degree of role strain experienced. Cronbach’s alpha was used to assess the internal 

consistency of the survey tool; the range is 0 to 1, and the higher the coefficient, the more 

consistent the tool (Kim & Mallory, 2014). The alpha coefficient for all items in the tool was .97, 

and the alpha coefficient for all analyzed items in the tool was .95. Cronbach’s alpha was also 

calculated for the five subscales, and results were as follows: role incongruity=.77, role 

ambiguity=.85, role conflict=.85, role incompetence=.86, and role overload=.87.  

Role strain was calculated as the total mean score of all included items from the Role 

Strain Scale (37 items). The score for each item ranged from 1-5, with 1=never and 5=nearly all 
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the time. Means and standard deviations for the total sample and for the sub-groups of non-

practicing and practicing instructors are provided in Table 4. Individual role strain scores ranged 

from 1.9 to 4.7; the mean score was 2.86, with a standard deviation of 0.56. Practicing instructors 

had a greater mean role strain score (M=3.00, SD=0.59) than non-practicing instructors 

(M=2.72, SD=0.51), but results from an independent t-test did not indicate a significant 

difference t (35) = 1.39, p =.14.   

Means and standard deviations were also calculated for each subscale and are also 

presented in Table 4. Role overload was the highest scoring sub-category for the total sample 

(M=3.15, SD=0.62) and for both sub-groups. Independent t-tests were performed to compare 

practicing and non-practicing clinical instructors for the total role strain score and sub-categories. 

Practicing instructors reported a statistically significant higher degree of role conflict (M=3.09, 

SD=0.58) than non-practicing instructors (M=2.58, SD=0.47), t (35) = 2.37, p= 0.24. All other 

items, including the total role strain score, did not significantly differ. There was an overall trend 

of a greater degree of role strain for practicing instructors for four of the five subcategories.  

Table 4 

Role Strain Score and Subcategories 

 Non-practicing (n=18) Practicing (n=19) Total Sample (n=37) 

  Mean (SD) †Min †Max Mean (SD) †Min †Max Mean (SD) †Min †Max 

Role Strain Score 2.72 (0.51) 2 4 3.00 (0.59) 2 5 2.86 (0.56) 2 5 

  Overload 2.96 (0.51) 2 4 3.32 (0.68) 2 5 3.15 (0.62) 2 5 

  Ambiguity 2.86 (0.85) 2 4 2.92 (0.62) 2 5 2.89 (0.73) 2 5 

  Conflict 2.68 (0.47) * 2 3 3.09 (0.58) * 2 5 2.89 (0.56) 2 5 

  Incongruity 2.58 (0.76) 1 4 2.91 (0.65) 2 5 2.75 (0.72) 1 5 

  Incompetence 2.38 (0.63) 1 4 2.28 (0.85) 1 5 2.32 (0.74) 1 5 

† Minimum and Maximum value: 1 = Never, 5 = Nearly All the Time    *Varies significantly 
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In order to designate the degree of role strain experienced, actual mean role strain scores 

were placed into one of four categories (high, moderate, low, or minimal), using the methods 

described in Mobily (1991). Categories were determined by using one standard deviation above 

and below the mean role strain score of the total sample (M=2.86, SD=0.56). Categorical ranges 

were as follows: High: mean score=3.4 or above, Moderate: mean score=3.3-2.9, Low: mean 

score=2.8-2.3, and Minimal: mean score=2.2 or below. Actual mean role strain scores were 

categorized for the total sample group, and the results are presented in Figure 1. Forty-nine 

percent of participants experienced a moderate-to-high degree of role strain. When comparing 

practicing and non-practicing instructors, 21% of non-practicing instructors experienced a 

moderate-to-high degree of role strain, while 28% of practicing instructors reported a moderate-

to-high degree of role strain.    

 

Figure 1. Degree of role strain separated by all participants, non-practicing participants, and practicing 

participants.  

 Factors that impact the degree of role strain. Factors that potentially impact role strain 

were analyzed for a statistically significant effect on the mean role strain score. Independent t-

tests were used if there were two groups, as was the case for gender, APRN, employment status, 
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and primary area of teaching. ANOVA was used if there were more than two groups, which was 

true of age, highest degree held, number of years teaching nursing, the area of clinical teaching, 

and the number of students in a clinical group. Additionally, for practicing instructors (n=19), 

ANOVA was used to analyze the significance of the number of direct care practice hours, as well 

as the location of the direct care practice.  

 Demographic factors. Demographic factors included: age, gender, degree, APRN status, 

years of experience teaching nursing, and employment status at the academic institution. None of 

the demographic factors had a statistically significant effect on the mean role strain score; results 

are presented in Table 5. Instructors aged 45-49 had the highest mean role strain score (M=3.33) 

compared to the other age groups. Female instructors (M=2.87) had a higher degree of role strain 

than male instructors (M=2.52). In regard to education, clinical instructors with a master’s in 

nursing education had the highest degree of role strain, with a mean of 3.02, and non-APRNs had 

a higher mean role strain score than APRNs (M=2.92; M=2.72). In terms of years of experience 

teaching nursing, one instructor teaching for 15-19 years experienced the highest degree of role 

strain (M=3.06); instructors teaching 6-9 years reported the next highest score, with a mean of 

3.04. Lastly, full-time instructors had a higher mean role strain score (M=2.94) than part-time 

instructors (M=2.57).  

Table 5 

The Impact of Demographic Factors on the Degree of Role Strain  

Factors 
Number of 

Participants 
Mean Role 

Strain Score SD †Min †Max 

Age 

45-49 4 3.33 0.92 3 5 

25-29 2 2.99 1.08 2 4 

30-34 4 2.97 0.39 3 4 

35-39 5 2.96 0.39 2 3 

40-44 7 2.88 0.53 2 3 
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55-59 6 2.79 0.48 2 3 

50-54 5 2.76 0.47 2 4 

60 or over 3 2.47 0.42 2 3 

Gender 

Female 32 2.87 0.46 2 4 

Male 3 2.52 0.20 2 3 

Highest Degree Held 

Master’s-Education focus 17 3.02 0.65 2 5 

Master’s-Clinical focus 14 2.86 0.40 2 3 

ND 1 2.56  * 3 3 

PhD in Nursing 3 2.47 0.53 2 3 

Master’s-Administration focus 2 2.33 0.67 2 3 

Advanced Practice Registered Nurse 

Non-APRN 27 2.92 0.60 2 5 

APRN 10 2.72 0.44 2 3 

Number of Years Teaching Nursing 

15-19 years 1 3.06  * 3 3 

6-9 years 11 3.04 0.63 2 5 

2-5 years 10 3.01 0.47 2 4 

20 or more years 2 2.81 0.08 3 3 

1 or less 4 2.71 0.73 2 4 

10-14 years 9 2.55 0.53 2 3 

Employment Status at Academic Institution 

Full-time 29 2.94 0.57 2 5 

Part-time 8 2.57 0.45 2 3 

† Minimum and Maximum value: 1 = Never, 5 = Nearly All the Time *Not calculated 

Clinical instructor role factors. Factors potentially impacting the clinical instructor role, 

such as the primary area of teaching, number of clinical students in a group, and area of clinical 

teaching, were also analyzed. The results are presented in Table 6. None of the clinical instructor 

role factors had a statistically significant effect on the mean role strain score. The mean role 

strain score of instructors teaching clinical only (M=2.44) was higher than those who provided 

classroom and clinical instruction (M=1.86). Additionally, instructors teaching in Pediatrics had 

the highest mean role strain score (M=3.14), compared to other clinical teaching areas. 
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Instructors with a clinical group of five students had the highest mean role strain score (M=3.17), 

compared to instructors with groups ranging from 6 to 9 students.   

Table 6 

The Impact of Clinical Instructor Role Factors on the Degree of Role Strain  

Factors Number of 
Participants 

Mean Role 
Strain Score SD †Min †Max 

Primary Area of Teaching 

Clinical instruction only 6 2.95 0.50 4 3 

Classroom and clinical instruction 31 2.85 0.58 5 3 

Area of Clinical Teaching 

Pediatric nursing 2 3.14 0.16 3 3 

Medical-surgical nursing 20 2.90 0.66 2 5 

Psychiatric-mental health nursing 3 2.83 0.73 2 3 

Community-public health nursing 6 2.80 0.54 2 3 

Long Term Care 2 2.79 0.41 3 3 

Foundations Lab 2 2.72 0.04 3 3 

Maternal-child health nursing 2 2.69 0.24 3 3 

Number of Students in a Clinical Group 

5 2 3.17 0.20 3 3 

8 24 2.97 0.57 2 5 

6 5 2.68 0.67 2 4 

9 2 2.67 0.20 3 3 

7 4 2.39 0.42 2 3 
† Minimum and Maximum value: 1 = Never, 5 = Nearly All the Time 

 

 Direct care practice factors. Nineteen instructors (51.4%) engaged in a direct care 

practice in addition to teaching. The number of hours and location of their practice were 

analyzed as factors that potentially impact the degree of role strain. The results are presented in 

Table 7; neither factor had a statistically significant effect on the mean role strain score. 

Instructors practicing 0-24 hours per month reported the highest mean role strain score 

(M=3.15), as did instructors practicing at a similar unit/site but different facility than where they 

taught clinical (M=3.15).  
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  Table 7 

The Impact of Direct Care Practice Factors on the Degree of Role Strain  

Factors 
Number of 

Participants 
Mean Role 

Strain Score SD †Min †Max 

Amount of Direct Care Practice Hours 

0-24 hours per month 12 3.15 0.65 2 5 

49-72 hours per month 1 2.75  * 3 3 

73-96 hours per month 3 2.74 0.65 2 3 

More than 96 hours per month 3 2.74 0.27 3 3 

Location of Direct Care Practice 

A similar unit/site as where you teach 
clinical, but a different facility 2 3.15 0.41 3 3 

A unit/site not similar to where you teach 
clinical, that is also not at the same facility 12 3.01 0.70 2 5 

The same unit/site as where you teach 
clinical 2 2.96 0.73 2 3 

The same facility as where you teach 
clinical, but a different unit/site 3 2.87 0.30 3 3 

† Minimum and Maximum value: 1 = Never, 5 = Nearly All the Time *Not calculated 

Qualitative Results 

 Twenty-six participants (70%) responded to the open-ended question. Participants could 

provide additional sources of role strain, activities/behaviors that relieve role strain, or both. The 

results by category of response are provided in Figure 2. The majority of participants provided 

additional sources of role strain not captured by the tool. Additionally, most respondents were 

female (85%), master’s prepared (96%), and employed full-time (85%) by their academic 

institution.  
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Figure 2. Qualitative responses broken down by type of response.   

Additional Sources of Role Strain.  A content analysis identified the word “balance” as 

a commonly used term; five participants used the word directly, and three participants described 

balance without naming it outright. Responses such as “work life balance,” “balance family, 

DNP coursework and teaching,” or “balancing the needs of students, nurses, patients, and 

management” captured the meaning of this term. Participants provided examples of struggles 

with balance, such as of “feeling tired from my family responsibilities,” and having “difficult(y) 

meeting everyone’s (unit staff and students) needs.”  

 Four participants used the term “Student” in their responses about additional sources of 

role strain. Importantly, participants identified specific qualities of nursing students that 

contributed to the role strain. These terms and/or phrases were “dealing with the various 

expectation of different instructors-makes students confused each semester,” “feeling that 

students have not gotten an adequate base before they get to my level,” “sometimes I am 

frustrated because of the lack of motivation of the students,” and “the clinical at XXX with my 
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students is the students’ first acute care experience.” All of these phrases describe how a lack of 

student preparation for clinical contributed to an instructor’s role strain.     

Lastly, participants identified clinical instructor role responsibilities as an additional 

source of role strain. Responses varied, including “relationships with some other faculty,” 

“inability to return to school to advance my degree,” “inability to keep up with email demands,” 

and “the cloudy definition of ‘scholarship’ at our institution.” Two responses provided insight 

about the challenges of working in a clinical facility, such as “unfamiliarity with the variety of 

settings we utilize” and “assumptions being made by facility of what ‘students’ should be 

performing.”  

 Activities/Behaviors that Relieve Role Strain. In analyzing the content of 

activities/behaviors that relieved role strain, two main concepts emerged: work-related and non-

work-related. Four of the participants identified work-related activities to relieve role strain, one 

cited “flexibility to be creative in my clinical role” as the key, the other three emphasized 

“support from colleagues.” Non-work-related activities and behaviors included “maintain my 

usual fitness routine,” “meditation,” and “steal(ing) time for myself-read a book or take a 

walk/work out.”  

Summary of Results 

 This chapter presented the quantitative and qualitative results of the study. Key findings 

included a moderate-to-high degree of role strain in 49% of participants with practicing 

instructors reporting higher mean role strain scores than non-practicing instructors. Practicing 

instructors also reported a greater degree of role conflict, but a lesser degree of role 

incompetence. Additionally, instructors teaching both in the classroom and clinical settings had 

less role strain than those teaching only in the clinical setting. Clinical instructors teaching in 
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pediatrics reported the highest degree of role strain, and the number of students in a clinical 

group did not impact the degree of role strain. Lastly, instructors practicing 0-24 hours reported 

the highest degree of role strain, as did those that did not provide direct care where they taught. 

 Additional sources of role strain included difficulties with balance, students, and role 

responsibilities. Participants also identified work and non-work activities/behaviors that relieved 

role strain, including flexibility, collegial support, fitness, meditation, and taking time for 

oneself. Further interpretation and discussion of these findings occurs in Chapter 5.  
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Chapter 5. Discussion 

A nursing faculty shortage exists both on the national and state level. Lack of nursing 

faculty contributes to the overall nursing shortage because schools are unable to increase 

enrollment to meet demand. The position most impacted by the nursing faculty shortage is that of 

the clinical instructor; the complexity of this role makes it a difficult position to recruit for and 

retain. Clinical instructors experience role strain, which negatively impacts job satisfaction and 

employee retention. There is limited evidence on factors that impact role strain among clinical 

instructors, particularly in the area of nurse faculty practice.  

Using quantitative and qualitative methods, this study explored factors that impact role 

strain among clinical instructors, including nurse faculty practice. Additionally, participants were 

invited to share activities that they engaged in to relieve role strain. Their identification of 

activities that lessen role strain have implications for addressing job satisfaction and employee 

retention. The following are key findings of this study: 

• Clinical instructors reported varying degrees of role strain; role overload represented the 

highest source of role strain. 

• Instructors who only taught in clinical settings experienced more role strain than those 

who taught in both clinical and classroom settings.   

• Nurse faculty practice did not reduce role strain, but instructors who practiced felt more 

competent.  

• Role strain was lessened when a clinical instructor practiced at the same facility where 

they taught. 

• Lack of balance was a frequently cited additional source of role strain for clinical 

instructors, and collegial support was a key factor that relieved role strain.    
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This chapter discusses the findings of the study, including the degree of role strain experienced, 

sources of role strain, and the factors that impacted the degree of role strain. Also discussed are 

the limitations to the study, implications for academic institutions, and recommendations for 

future study. The chapter ends with a summary and concluding remarks. 

Discussion of Findings 

 Degree of role strain experienced. Four categories were utilized to designate the degree 

of role strain experienced: high, moderate, low, or minimal. The method to establish these 

categories (±1 SD from the total mean role strain score) was created by Mobily (1991) and used 

in other studies that utilized the Mobily tool, including Henning and Weidner (2008), Cantwell 

(2014), and Barton et al. (2013). In this study, 49% of participants reported moderate-to-high 

degrees of role strain, while 52% reported minimal-to-low. This finding was consistent with the 

findings of Mobily (1991) and Henning and Weidner (2008). However, it contrasted with those 

of Oermann (1998), Cantwell (2014), Pitney et al. (2008), and Barton et al. (2013), who found a 

lower degree of role strain among their participants, with 20-46% reporting moderate-to-high 

degrees of role strain, and 54-80% reporting minimal-to-low. Consistent with the literature, the 

results demonstrate that role strain was present among study participants, but varied in degree 

experienced by participant.  

 Impact of nurse faculty practice on degree of role strain experienced. Nineteen clinical 

instructors (51%) reported engaging in nurse faculty practice in addition to teaching; 18 clinical 

instructors (49%) did not. Role strain scores for practicing clinical instructors ranged from 2.2 to 

4.7, and the mean score was 3.0. Non-practicing instructors generated lower role strain scores, 

ranging from 1.9 to 3.6, and a mean score of 2.72. This finding was consistent with the results of 

Barton et al. (2013), who reported higher role strain scores among those working an additional 
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job beyond their practice setting. Additionally, the mean role strain scores between the practicing 

and non-practicing groups did not differ significantly, which was consistent with O’Shea’s 

(1982) findings.  

The finding that practicing clinical instructors experienced a greater degree of role strain 

than non-practicing instructors was unexpected, given the positive effects of engaging in nurse 

faculty practice identified in the literature. For example, Steele (1991) found that practicing 

clinical faculty reported less role strain than non-practicing clinical faculty. Baillie (1994), 

Langan (2003), and Berndt (2013) all identified benefits to nurse faculty practice, such as 

increased credibility with nursing students and staff, as well as higher quality patient care, 

teaching, and scholarship.  

 Sources of role strain. Mobily (1991) identified five role problems as sources of role 

strain: role overload, role conflict, role incongruity, role ambiguity, and role incompetence. 

These also served as the role strain subcategories, or sources of role strain. Role overload was the 

highest source of role strain for study participants. This result was consistent with the literature 

in which all role strain studies, except Pitney et al. (2008), identified role overload as the highest 

source of role strain (Barton et al., 2013; Cantwell, 2014; Cranford, 2013; Henning & Weidner, 

2008; Mobily, 1991; Oermann, 1998).  

Role overload occurs when individuals have more work requirements than time allows 

(Hardy & Hardy, 1988; Mobily 1991; Sieber, 1974). Clinical instructors balance the educational 

needs of multiple students. Mostly, this entails individualized instruction in proximity of the 

patient or patient population. In addition to addressing the needs of the students and patients, 

clinical instructors must also meet the needs of the nursing staff of their clinical unit/site and the 



62 
 
 

job requirements at their academic institution. Given the multitude of demands on their time, it is 

not surprising that clinical instructors reported role overload as their highest source of role strain.  

Impact of nurse faculty practice on sources of role strain. Mean subscale scores 

(sources of role strain) were compared between practicing and non-practicing faculty; only one 

category differed significantly. The mean score for role conflict was significantly higher 

(p=0.24) in the practicing group (M=3.09) compared to non-practicing instructors’ role conflict 

mean score (M=2.68). While not addressed in the literature, this finding was not surprising, 

given the definition of role conflict. Role conflict occurs when an individual has differing role 

obligations, and making a choice to meet one obligation may preclude meeting another (Kahn et 

al., 1964; Hardy & Hardy, 1988; Rizzo et al., 1970; Sieber, 1974). Practicing clinical instructors 

have two different roles: clinical instructor and practicing nurse. Role obligations are bound to 

conflict, resulting in role strain from role conflict.   

Practicing clinical instructors had higher role strain scores than non-practicing faculty in 

all of the sub-categories except one: role incompetence. Practicing instructors reported a lower 

degree of role strain from role incompetence than non-practicing instructors (M=2.28, M=2.38), 

although this difference was not significant. This finding was consistent with the literature. Role 

incompetence reflects the perceived lack of knowledge, skills, and abilities of an individual in a 

role (Hardy & Hardy, 1988; Mobily 1991). Several studies examined the benefits of nurse 

faculty practice as it relates to role incompetence. In 1991, Steele identified that a greater 

percentage of non-practicing faculty felt their clinical skills were slipping, compared to 

practicing faculty. Baillie (1994) also identified benefits to engaging in direct nursing care, 

which included knowledge about clinical practice and continued use of clinical skills. Berndt 

(2013) found that nurse faculty practice positively impacted instructors’ self-confidence and 
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credibility. Each of these studies correlated with the findings of this study, which suggests that 

engaging in nurse faculty practice reduced the degree of role strain from role incompetence.           

   Factors that impact the degree of role strain experienced. Factors were divided into 

three categories: demographic factors, clinical instructor role factors, and direct practice factors. 

While none of these factors had a statistically significant effect on the mean role strain score, 

there were varying degrees of role strain scores associated with each factor. The category with 

the highest mean role strain score for each factor is discussed below. 

 Demographic factors. Demographic role factors included age, gender, degree, APRN 

status, years of experience teaching nursing, and employment status at the academic institution. 

Instructors aged 45-49 reported the highest mean role strain score; this specific finding was not 

presented in the literature. Henning and Weidner (2008) examined the impact of age on role 

strain but failed to find a statistically significant effect, nor did the authors present the role strain 

scores by age for comparison. One rationale for this finding is that people in their 40s are 

considered to be part of the sandwich generation, which is defined as having a living parent over 

the age of 65, and raising a child under age 18 or supporting a grown child (Parker & Patten, 

2013). Those in the sandwich generation provide financial and emotional support for their 

parents and children, which is an additional source of stress (Parker & Patten, 2013). These 

additional factors were not specifically addressed by the study, but could negatively impact the 

role strain score.  

 Female instructors had a higher mean role strain score than male instructors; this finding 

correlated with findings by Barton et al. (2013). Henning and Weidner (2008) also analyzed the 

differences between the role strain scores of male and female athletic trainers and did not find a 

statistically significant difference; the mean role strain scores were not presented by gender for 
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comparison. While not significant, these findings present an opportunity for further research in 

the area of how role strain varies by gender.    

 Level of education did not statistically impact the mean role strain scores. This finding 

was consistent with the findings of O’Shea (1982), Henning and Weidner (2008), and Cantwell 

(2014). For this study, clinical instructors holding a master’s degree in nursing with an education 

focus had the highest degree of role strain, compared to instructors with other degrees. This 

finding correlated with the findings of Mobily (1991), who also found that master’s prepared 

instructors had greater role strain than those who held doctoral degrees. One explanation for this 

finding is that master’s prepared instructors may be returning to school to pursue a doctoral 

degree; this was not addressed in the current study, but was demonstrated by Mobily (1991) to 

negatively impact the role strain score. 

 Non-APRNs reported a greater degree of role strain than APRNs; this factor was not 

addressed in the literature. About half of the non-APRNs practiced direct patient care in addition 

to teaching. APRNs teaching in academia may have practice time built into their workload; this 

is not usually the case for non-APRNs. Non-APRNs are practicing in addition to their teaching 

workload, which may explain the greater degree of role strain. Given the limited evidence 

regarding this factor, further study is warranted regarding the impact of the APRN role on role 

strain among clinical instructors.  

 Clinical instructors with 15-19 years of experience teaching reported the highest degree 

of role strain, however there was only one participant in this group. The second highest group 

was 6-9 years. The lack of statistically significant impact on the role strain score correlated with 

findings from the literature, including those of O’Shea (1982), Henning and Weidner (2008), and 

Cantwell (2014). This finding was surprising, as one could surmise that as the amount of 
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teaching experience increases, the level of role strain should decrease due to an increased 

knowledge of, and comfort with, the teaching role.     

 Lastly, while not statistically significant, clinical instructors who were employed full-

time at their academic institution had a higher degree of role strain than those employed part-

time. Oermann (1998) found that full-time faculty had significantly higher role strain scores than 

part-time faculty. While not statistically significant, the findings in this study correlated with 

those of Oermann (1998). This finding is not surprising—full-time clinical instructors may have 

more requirements for their job, including scholarship and service contributions. Increasing role 

requirements has the potential to increase the degree of role strain.  

   Clinical instructor role factors. Clinical instructor role factors encompassed three 

items: primary area of teaching, number of students in a clinical group, and area of clinical 

teaching. Instructors providing clinical and classroom instruction had a lower mean role strain 

score (M=1.86) than those providing only clinical instruction (M=2.44). When analyzing the 

participants who provided clinical instruction only, the majority (67%) did so full-time. This 

finding speaks to the rigors of the clinical instructor role, particularly for those who do so full-

time and without the ability to balance the clinical workload with a didactic course. This finding 

was consistent with the literature; Mobily (1991) found that instructors teaching clinical only had 

greater role strain than those teaching in the classroom. 

 A second factor related to the clinical instructor role was the area of clinical teaching, 

which included pediatrics, medical-surgical, psychiatric-mental health, community-public health, 

long term care, foundations lab, and maternal-child health. The clinical instructors teaching in 

pediatrics had the highest mean role strain score. This finding correlated with the results of 

Barton et al. (2013) who found that occupational fieldwork educators who practiced in pediatrics 
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generated moderate role strain scores while scores for other practice settings fell in the low-to-

minimal range. Children are considered a vulnerable population so perhaps teaching clinical in 

pediatrics creates a more stressful work environment and results in a higher degree of role strain 

among these instructors (Shivayogi, 2013).  

 Lastly, the number of students in a clinical group was also assessed as a factor 

contributing to role strain. Responses ranged from 5 to 8 students per group, and instructors with 

five students in a group had the highest mean role strain score. This finding was surprising as one 

would surmise that the fewer the students, the lesser the workload. This factor was not addressed 

in the literature.   

Direct practice factors. These factors reflect the direct care practice of 19 clinical 

instructors. The highest mean role strain score was generated by those practicing 0-24 hours per 

month (M=3.15). Instructors practicing 49-72 hours per month, 73-96 hours per month, and 

more than 96 hours per month all reported similar role strain scores (M=2.75, M=2.74, M=2.74, 

respectively). This finding contradicted that of Pitney et al. (2008), who found that as the number 

of hours per week in a secondary position (athletic trainer) increased, so did the role strain score. 

All of the participants in the 0-24 hours per month group were teaching full-time in addition to 

their part-time clinical practice. Taking that into consideration, it is not surprising that they 

reported a higher degree of role strain.  

The location of direct care practice was also assessed for its impact on the degree of role 

strain. The clinical instructors teaching at the same unit/site or facility where they practiced 

reported a lower degree of role strain than those practicing at a different facility from where they 

taught. This finding is key as it speaks to the importance of continuity in clinical site/setting and 

practice. This finding was not addressed in the literature.  
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Additional sources of role strain. The majority of participants responded to the open-

ended question; of those participants, more than half provided an additional source of role strain. 

“Balance” was the most frequently identified term, which correlates with the finding of role 

overload being the highest source of role strain. For example, participants described difficulties 

with “work life balance,” or “feeling tired from my family responsibilities;” these phrases are 

congruent with the definition of role overload, which occurs when a person has more demands 

than available time and energy (Mobily, 1991). The qualitative findings validate the quantitative 

results of role overload being the greatest source of stress among clinical instructors. 

Activities/behaviors that relieve role strain. Work-related activities were the most 

frequently cited means to relieve role strain. In particular, collegial support was identified as the 

activity/behavior that most relieved role strain; this finding correlated with that of the literature. 

In 1960, Goode identified extension as a coping mechanism for role strain. Extension refers to a 

person extending their obligations as a means to meet role requirements (Goode, 1960). Creating 

relationships with colleagues will help a person be more successful at meeting their role 

obligations, which reduces the degree of role strain. Additionally, in 2005, the ACCN Task Force 

on Future Faculty white paper identified the implementation of formal mentorship programs as a 

way to support faculty. The findings of this study confirm that collegial support is a key factor 

that relieved role strain among clinical instructors.   

Limitations 

 According to Marshall and Rossman (2016), “all…research projects have limitations; 

none is perfectly designed…a discussion of the study’s limitations demonstrates that the 

researcher understands this reality” (p. 85). There were several limitations for this study, which 
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are described below. Future researchers should note these limitations to better enhance the 

research in the area of role strain.   

First, the study had a small sample size. There were only 37 participants working at four 

academic institutions in Wisconsin; the academic institutions were also limited to BSN-

conferring programs. The sampling technique was purposeful, but it was not randomized or a 

representative sample of all clinical instructors teaching in Wisconsin nursing programs. In 

Wisconsin, there are twenty BSN programs, and sixteen ADN programs; the scope of this study 

could have been increased to improve the generalizability of the results (Wisconsin Center for 

Nursing, 2015).   

 Second, the survey was administered via anonymous link, and participants self-selected 

into the survey. As a result, the identity of participants was protected; however, there were few 

measures in place to prevent a non-clinical instructor from taking the survey or to prevent a 

respondent from taking it more than once. The only measure in place to prevent multiple entries 

was that the link would only work from a computer or device once (Qualtrics, 2017). However, 

if a person opened the link on a different computer or device, it would work again (Qualtrics, 

2017). Given the nature of the survey, and the fact that it was emailed directly to clinical 

instructors, it is doubtful that non-instructors completed the survey.   

 Additionally, participant responses were subjective and based on their feelings at the time 

of participation. The survey was administered a few weeks into the spring semester, to reduce the 

risk of artificially elevated scores from beginning-of-semester stress. However, the results still 

reflect the feelings of a participant at one moment in time, which may not accurately represent 

the entirety of their experience.  
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 Lastly, there are other factors that impact role strain beyond work. Relationships are a 

source of role strain, and individuals take on multiple role relationships, such as spouse, 

employee, parent, student, etc. (Goode, 1960). Each of these relationships come with competing 

obligations, and the culmination of the competing roles and obligations results in the feeling of 

role strain (Goode, 1960). This survey did not take into account these additional roles. 

Participants were asked to focus on their feelings about their clinical instructor role; however, 

feelings are sometimes blurred, which may have impacted the survey results.   

Implications and Recommendations for Academic Institutions  

There are three main implications for academic institutions based on the conclusions of 

this study. First, academic institutions should consider balancing instructor workloads to include 

both clinical and classroom teaching. As stated previously, instructors teaching clinical only, 

particularly full-time instructors, had a greater degree of role strain than those who had a balance 

between clinical and classroom teaching. By balancing instructor workloads, academic 

institutions may lessen the degree of role strain among these individuals, which may increase 

instructor satisfaction and improve retention rates.  

Second, academic institutions should consider forming academic-practice partnerships 

with health care organizations to provide support for clinical instructor practice at teaching sites. 

The purpose of the partnership is to establish and meet shared goals and priorities, utilizing the 

talents of each organization (AACN-AONE, 2012). Guiding principles include the establishment 

of a collaborative relationship, knowledge sharing, shared commitment to support nurses’ 

practice, establishing a transition program for new nurses, creating a recognition program for 

educational or academic achievements, and establishing methods to collect and analyze RN 

workforce data (AACN-AONE, 2012). In particular, an academic-practice partnership supports 
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joint faculty appointments between academic and clinical institutions (AACN-AONE, 2012). 

Academic and health care institutions that enter into a partnership may be able to provide joint 

appointments for clinical instructors, which would provide the instructors an opportunity to 

practice where they teach. This could reduce the degree of role strain and increase faculty 

retention rates. 

Lastly, academic institutions should develop mechanisms to provide collegial support to 

clinical instructors. Collegial support was identified both in the literature and by the participants 

of this study as a means to reduce role strain. Implementing mentorship programs and team-

building activities may improve the sense of collegial support for clinical instructors, which 

could lessen the degree of role strain, and increase faculty retention rates.  

Recommendations for Future Study 

 The recommendation for future study, based on the results of this study and the literature, 

is to focus future studies on interventions to relieve role strain among clinical instructors. The 

presence of role strain among nursing faculty is well-established; future studies should expand 

upon the results of this one and identify additional interventions for relieving role strain. They 

should also measure the impact of identified interventions, such as a collegial mentorship 

programs, team-building activities, and non-work behaviors such as fitness and mediation, on the 

degree of role strain.    

Summary of Discussion 

 This chapter highlighted the key findings of this study and provided a discussion of the 

results. It also summarized the limitations of the study and offered recommendations for 

academic institutions and future research. In particular, the study found that clinical instructors 

experienced varying degrees of role strain, which heightened when they only taught in the 
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clinical setting and practiced patient care in addition to teaching. Role strain was lessened when 

instructors taught in classroom and clinical settings while also practicing direct patient care at the 

same setting where they taught clinical. It was also lessened by the support of colleagues and 

through physical activity and meditation. Academic institutions are encouraged to support a 

balanced clinical instructor workload that includes clinical and classroom teaching and to enter 

into academic-practice partnerships with clinical sites and provide joint appointments for 

teaching practice. They are also encouraged to support interventions for reducing role strain, 

which should also be the topic of future studies. 

 In conclusion, clinical instructors play a valuable role in the education of nursing 

students, but their job is stressful. They are straddling two worlds, academia and practice, while 

struggling to meet the needs of their students, employer, and clinical site. Although nurse faculty 

practice does not necessarily relieve role strain, it does help instructors feel more competent, and 

there are ways academic institutions can support a balance between practice, classroom and 

clinical education. In doing so, academic institutions will hopefully lessen the degree of role 

strain among their clinical instructors which may increase the retention rates of these integral 

nursing faculty and positively impact the nursing workforce shortage. 
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Appendix A 

 

From: Mobily, Paula R <paula-mobily@uiowa.edu> 
Sent: Saturday, September 17, 2016 4:14 PM 
To:  Julie Astrella [mailto:JAstrella@edgewood.edu]  
Subject: Permission to use role strain scale 

  
Dear Julie, 
  
First, please excuse the delay in responding to your request.  I am now retired and was visiting my son in Arizona. Thank 
you for your patience.  
  
I am happy to give you permission to use and/or modify my Role Strain Scale for your capstone project if you decide it 
would be helpful.  I have attached some documents that may be helpful to you.  One is information from my actual 
dissertation about the scale that you may find useful and the other is the complete scale as you requested. 
  
I wish you luck with your project and the completion of your DNP! 
  
Best Regards, 
Paula 
  
  

Paula R. Mobily, PhD, RN 
Professor Emeritus 
College of Nursing 
The University of Iowa 
email: paula-mobily@uiowa.edu 
   
  
From: Julie Astrella [mailto:JAstrella@edgewood.edu]  
Sent: Sunday, September 11, 2016 6:34 PM 
To: Mobily, Paula R <paula-mobily@uiowa.edu> 
Subject: Permission to use role strain scale 

  

Dear Dr. Mobily- 
I am writing regarding the "Role Strain scale" tool that you developed for your 1991 study. I am a DNP student 
at Edgewood College and have entered the capstone phase of my course work. My capstone project is focused 
on exploring the impact nurse faculty practice has on role strain among non-APRN, undergraduate clinical 
instructors in Wisconsin. 
  
I would greatly appreciate your permission to use and/or modify your Role Strain Scale for my capstone 
project. Additionally, if you could provide me with a copy of the tool, scoring procedures and any stipulations 
for its use that would be most helpful. 
  
Thank you for considering my request. I look forward to hearing from you. 
  
Kind regards- 
Julie  
  
Julie Astrella, MS, RN-BC 

Doctor of Nursing Practice Student 
Edgewood College 
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Appendix B 

Mobily’s Role Strain Scale with Modification Explanations 

1.  Coping with the number of expectations of my job 
(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 

 
2. Thinking that the amount of work I have to do interferes with how well it gets done 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
3. Coping with the complexity of my job expectations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
4. Having job demands interfere with other activities of personal importance (family, leisure, and other 
interests) 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
5. Having adequate resources (i.e., secretarial support, libraries, computer access, classrooms, 
laboratories) to meet role expectations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
6. Having adequate time to meet role expectations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
7. Feeling torn between the demands of the profession and those of the institution 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
8. Dealing with program or curricular changes 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9. Feeling pressured to secure outside funding in a time of limited availability 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time (6) Not applicable 
 
10. Feeling like I have too heavy a workload; one that cannot possibly be finished during the normal work 
week 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
11. Receiving insufficient recognition for my teaching performance 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 

12. Receiving insufficient recognition for my clinical expertise 
(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 

13. Receiving insufficient recognition for my research and publications 
(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time (6) Not applicable 

 
14. Receiving insufficient recognition for service activities 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time (6) Not applicable 
 
15.Feeling unable to satisfy the conflicting demands of my various work-related constituencies (i.e. 
administration, colleagues, students, clinical agency personnel and patients) 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
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16. Feeling pressured to maintain clinical competence or a clinical practice without the time to realistically 
do so 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
17. Feeling pressure for better job performance over and above what I believe is reasonable 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
18. Having to participate in work-related activities outside regular working hours in order to meet job 
expectations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
19. Feeling that my progress on the job is not what it could or should be 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
20. Coping with changing faculty role expectations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
21. Having a lack of clearly defined qualitative expectations of the faculty role 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 

22. Having a lack of clearly defined quantitative expectations of the faculty role 
(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 

 
23. Feeling pressure to do more work than I currently am 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
24. Feeling that the goals and values of the institution/department are incongruent with personal goals 
and values 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
25. Feeling that I was hired primarily to teach but I am evaluated on the basis of other role expectations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
26. Feeling that research and publication expectations take time needed for my teaching responsibilities 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time (6) Not applicable 
 
27. Feeling that teaching expectations take time needed for my research and publication activities 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time (6) Not applicable 
 
28. Feeling that service expectations take time needed for my other role expectations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time (6) Not applicable 
 
29. Feeling physically drained from my work at the end of the day 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
30. Feeling emotionally drained from my work at the end of the day 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
31. Feeling uncertain as to what administration thinks of me 
       (1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
32. Feeling that there is lack of consensus among faculty on the expectations of the faculty role 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
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33. Feeling that there is a lack of consensus between faculty and administration on the  
expectations of the faculty role 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
34. Feeling that I do not have sufficient knowledge and skills to do research 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time (6) Not applicable 
 
35. Feeling that I have not kept abreast of current development in my field 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
36. Having to teach subject matter or courses, which are incongruent with my background 
or expertise 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
37. Feeling that I do not have sufficient skills to be an effective teacher 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
38. Being concerned that I do not have sufficient clinical expertise 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
39. Receiving insufficient information on my performance with respect to promotion and/or tenure 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
40. Receiving insufficient information on my performance with respect to salary considerations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
41. Dealing with unsystematic evaluation practices 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
42. Dealing with students who are inadequately prepared or poorly motivated 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
43. Feeling that the quality of the student applicant pool and demands for maintaining enrollment are in 
conflict with professional standards 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
44. Feeling that I am not respected by my various work-related constituencies (i.e. administration, 
colleagues, students, clinical agency personnel and patients) 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 

 

Not applicable was added to questions about research (9,13, 26, 27, and 34) and service 

(14 & 28); these questions may not apply to all clinical instructors, especially adjunct/part-time. 

The words qualitative and quantitative were removed for question 21 and 22; we were unable to 

define these concepts. Instead, the words were removed and combined into one question, which 

met categorical needs. Question 44 was clarified to make “constituencies” congruent with prior 

questions definition of “constituencies.” 
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Appendix C 

Study Instrument 

Directions 
1. The survey has three sections. The first section asks questions about your role as a clinical 

instructor. The second section asks questions about nurse faculty stress. The last section asks 
questions about personal and professional characteristics.  
 
Clinical Instructor Role 

2. Instructions: For the purposes of this survey, clinical instruction is defined as education that 
occurs within the proximity of a patient or patient population, where the learning occurs in a small 
group (not 1:1 precepted instruction). Direct care is defined as care provided to the patient or 
patient population. Keeping these definitions in mind, please select the response that most 
describes you.  
 

3. In what area(s) is your primary teaching responsibility?  
a. Classroom instruction only 
b. Clinical instruction only  
c. Classroom and clinical instruction 

 
4. How many students are in your clinical group? __________  

 
5. What area of nursing do you teach clinical? 

a. Community-public health nursing 
b. Maternal-child health nursing 
c. Medical-surgical nursing 
d. Pediatric nursing 
e. Psychiatric-mental health nursing 
f. Other: please specify____________ 

 
6. Do you practice nursing in a direct care role in addition to teaching? 

a. Yes 
b. No 

7. During the school year, how many hours per month do you practice nursing in a direct care role, 
in addition to teaching? Please account for both paid and unpaid/volunteer hours. 

a. 0-24 hours per month 
b. 25-48 hours per month 
c. 49-72 hours per month 
d. 73-96 hours per month 
e. More than 96 hours per month 
f. Other: please specify_____________ 

 
8. Where do you practice nursing in a direct care role?  

a. The same unit/site as where you teach clinical 
b. The same facility as where you teach clinical, but a different unit/site 
c. A similar unit/site as where you teach clinical, but a different facility 
d. A unit/site not similar to where you teach clinical, that is also not at the same facility 
e. Other: Please specify_________________  
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Role Strain 
9. The following work-related situations have been identified in the literature as possible sources of 

nurse faculty stress. Instructions: Please select the response that most accurately represents 
the extent to which you have experienced stress from each. 
 

9-1.  Coping with the number of expectations of my job 
(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 

 
9-2. Thinking that the amount of work I have to do interferes with how well it gets done 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-3. Coping with the complexity of my job expectations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-4. Having job demands interfere with other activities of personal importance (family, leisure, and other 
interests) 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-5. Having adequate resources (i.e., secretarial support, libraries, computer access, classrooms, 
laboratories) to meet role expectations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-6. Having adequate time to meet role expectations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-7. Feeling torn between the demands of the profession and those of the institution 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-8. Dealing with program or curricular changes 
(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-9. Feeling like I have too heavy a workload; one that cannot possibly be finished during the normal work 
week 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-10. Receiving insufficient recognition for my teaching performance 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 

9-11. Receiving insufficient recognition for my clinical expertise 
(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 

 
9-12. Feeling unable to satisfy the conflicting demands of my various work-related constituencies (i.e. 
administration, colleagues, students, clinical agency personnel and patients) 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-13. Feeling pressured to maintain clinical competence or a clinical practice without the time to 
realistically do so 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-14. Feeling pressure for better job performance over and above what I believe is reasonable 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
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9-15. Having to participate in work-related activities outside regular working hours in order to meet job 
expectations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 

9-16. Feeling that my progress on the job is not what it could or should be 
(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 

 
9-17. Coping with changing faculty role expectations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-18. Having a lack of clearly defined expectations of the faculty role 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-19. Feeling pressure to do more work than I currently am 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-20. Feeling that the goals and values of the institution/department are incongruent with personal goals 
and values 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-21. Feeling that I was hired primarily to teach but I am evaluated on the basis of other role expectations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-22. Feeling physically drained from my work at the end of the day 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-23. Feeling emotionally drained from my work at the end of the day 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-24. Feeling uncertain as to what administration thinks of me 
       (1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-25. Feeling that there is lack of consensus among faculty on the expectations of the faculty role 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-26. Feeling that there is a lack of consensus between faculty and administration on the  
expectations of the faculty role 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-27. Feeling that I have not kept abreast of current development in my field 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-28. Having to teach subject matter or courses, which are incongruent with my background 
or expertise 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-29. Feeling that I do not have sufficient skills to be an effective teacher 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-30. Being concerned that I do not have sufficient clinical expertise 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-31. Receiving insufficient information on my performance with respect to promotion and/or tenure 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
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9-32. Receiving insufficient information on my performance with respect to salary considerations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
9-33. Dealing with unsystematic evaluation practices 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-34. Dealing with students who are inadequately prepared or poorly motivated 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-35. Feeling that the quality of the student applicant pool and demands for maintaining enrollment are in 
conflict with professional standards 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 
9-36. Feeling that I am not respected by my various work-related constituencies (i.e. administration, 
colleagues, students, clinical agency personnel and patients) 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time 
 

10-1. Feeling pressured to secure outside funding in a time of limited availability 
(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time (6) Not applicable 

 
10-2. Receiving insufficient recognition for my research and publications 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time (6) Not applicable 
 
10-3. Receiving insufficient recognition for service activities 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time (6) Not applicable 
 
10-4. Feeling that research and publication expectations take time needed for my teaching responsibilities 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time (6) Not applicable 
 
10-5. Feeling that teaching expectations take time needed for my research and publication activities 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time (6) Not applicable 
 
10-6. Feeling that service expectations take time needed for my other role expectations 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time (6) Not applicable 
 
10-7. Feeling that I do not have sufficient knowledge and skills to do research 

(1) Never (2) Rarely (3) Sometimes (4) Frequently (5) Nearly All the Time (6) Not applicable 
 
Qualitative Question 
Role strain is the distress felt when a person has difficulty meeting the responsibilities of his or her 
job. Feelings of role strain are similar to those felt under stress, such as anger, anxiety, frustration, and 
tension. Keeping this definition in mind, please share any additional sources of role strain and/or 
activities/behaviors that relieve your role strain, as related to your job as a clinical instructor. 
 
Demographic Questionnaire 
Instructions: Please select the response that best describes your personal and professional 
characteristics.  
 

10. What is your age? 
a. Under 25  
b. 25-29 
c. 30-34 
d. 35-39 
e. 40-44 
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f. 45-49 
g. 50-54 
h. 55-59 
i. 60 or over 
j. Prefer not to answer 

 
11.  What is your gender? 

a. Male  
b. Female 
c. Prefer not to answer 

 
12. What is currently your highest degree held? 

a. Bachelors 
b. Master’s-Clinical focus 
c. Master’s-Education focus 
d. Master’s-Administration focus 
e. Master’s degree outside of nursing 
f. DNP-Leadership focus 
g. DNP-Practice focus 
h. PhD in Nursing 
i. PhD outside of Nursing 
j. EdD in Nursing 
k. EdD outside of Nursing 
l. DScN 
m. Other: Please specify_________________ 

 
13. Are you an advanced practice registered nurse (APRN)? 

a. Yes 
b. No 

 
14. How many years have you taught nursing? 

a. 1 or less 
b. 2-5 years 
c. 6-9 years 
d. 10-14 years 
e. 15-19 years 
f. 20 or more years 

 
15. What is your employment status at your academic institution? 

a. Full-time (0.51 to 1.0 FTE) 

b. Part-time (0.5 or less FTE) 
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Appendix D 

 

Recruitment and Consent Email 
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Appendix E 

 

HPRB Approval Letter 

 


