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ABSTRACT

Educational leadership in the clinical setting has an influence on the promotion and achievement of competent and confident
nurses. In Australia, the newly qualified registered nurse entering the workforce is exposed to a variety of experiential learning
opportunities and engages with the nurse who is responsible for the clinical learning and development (clinical nurse educator) in
the first-year graduate program. There is limited research examining the clinical nurse educator role and actual and potential
leadership in the workforce. This study aimed to articulate the extent to which the clinical nurse educator is perceived as a clinical
leader in the acute hospital setting. And specifically, the relationship of the role to the congruent leadership style. A mixed
method convergent design (QUANT + QUAL) approach used (1) an online questionnaire with open and closed ended questions
for the graduate nurses and (2) semi-structured individual interviews with graduate nurses, their clinical nurse educators and their
nurse managers. Findings confirmed the clinical nurse educator leadership was visible, approachable, and relational with clearly
identified values and passionate patient-centred principles. Challenges to the clinical nurse educator identity and confidence exist
and impact the clinical role and leadership value. The clinical nurse educator did not need to be in a management position to lead
and influence graduates’ successful transition to practice and integration into the clinical environment. The clinical nurse educator
exhibits a congruent leadership style through engagement and promotion of the graduate nurses in their first year of nursing. The
education role is of significance to meet contemporary health care expectations and promote quality patient care and new nurse
retention in the healthcare organisation.
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1. INTRODUCTION

Clinical leadership is described in a variety of ways and con-
texts in the nursing literature. Harper[1] identified a clinical
leader as one who uses clinical expertise and communica-
tion skills to inspire others to deliver safe and quality patient
care. A white paper on nurse leadership by the Australian
College of Nursing[2] indicated the clinical leader is involved
in evidence-based practice, evaluating outcomes, assessing
and reducing risk, and advocating for patients with a patient-
centred philosophy. Sayers et al.[3] highlight the clinical

nurse educator (CNE) role as necessary for clinical leader-
ship through providing ward clinical expertise and knowl-
edge, and in particular facilitation of health service graduate
programs to guide and progress novice nurses in their tran-
sition to competent and confident practitioners. Ashton[4]

suggested that the CNE, through educational leadership at-
tributes has the capability to influence these newly qualified
nurses and empower them for the overall benefit of opti-
mal quality in patient care. This study explored the extent
to which the CNE is perceived as a leader and their style

∗Correspondence: Tracey H. Coventry; Email: tracey.coventry@nd.edu.au; Address: School of Nursing and Midwifery, University of Notre Dame
Australia, Fremantle Western Australia.

8 ISSN 1925-4040 E-ISSN 1925-4059



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2021, Vol. 11, No. 1

of leadership in a private global hospital group in Western
Australia.

1.1 Literature review

Nursing leadership seeks to serve the healthcare organisation
and clinical needs of the patient through influencing others
to achieve set goals.[5] The CNE role is necessary for hospi-
tal goals of patient-centred care led through role modelling
and providing expertise and knowledge to guide and sup-
port students and newly qualified nurses in their transition
to competent and safe practitioners.[3] Practical leadership
exhibited by the CNE is described in relation to skills, qual-
ities and competence required in the role.[6] These traits
are suggested as necessary to the CNEs membership of the
clinical leadership team,[7] for resolving clinical issues and
developing policies and procedures[8] and as a mentor in
developing other nurses in their personal and professional
development.[9] Furthermore, Sayers et al.[3] found that the
CNE in their leadership role was pivotal to integrating theory
to practice in the clinical environment, as identified by the
significance of the CNEs’ team approach to critical thinking
and clinical reasoning.

Informal bedside leadership roles such as the CNE are more
overtly associated with and have significant influence on pa-
tient’s safety and quality of care.[2] Girard[10] illuminated the
CNE role as a leader in an evidence-based practice exam-
ple, where flexibility and responsiveness to current education
needs reduce hospital-acquired complications. The CNE’s
leadership attributes and experience can influence a greater
number of nurses through their educator role and can nurture
the potential of individual nurses to empower them for the
benefit of patient care.[4] Additionally, their educational re-
sponsibilities provide structure to the ward-level leadership
accountability and standards of practice.[11]

However, the contributions to literature on the CNE leader-
ship are confined to leadership characteristics and their role in
the healthcare organisations in promoting nursing workforce
sustainability through education, rather than demonstration
of a specific leadership style. There are several leadership
styles that appear to suit the dynamic clinical environment:
transformational, transactional, and authentic leadership.

Transformation leadership, a relational leadership style en-
courages a connection between leader and follower, with
the foundation of this relationship a shared vision providing
meaning and direction.[12] Transactional leadership, is a task
focused leadership style which encompasses goal setting,
gives direction, and uses rewards to be successful in the clin-
ical environment.[13] Authentic leadership, differs in practice
by emphasising the leader’s ability to have insight into their

own, and others’ beliefs, values and strengths for the benefit
of the team.[14] However, these leadership styles are more
frequently cited for nurse executives and managers rather
than the nurse with a clinical focus.

The congruent leadership style was proposed by Stanley[15]

to explain and understand leadership as enacted in the clini-
cal arena by clinically focused staff in all healthcare-related
disciplines. Stanley[16] found that the prominent leadership
style of the time, transformational leadership, was inadequate
to explain the type of leadership displayed by leaders in a
clinical context. In his studies, Stanley[17] identified the key
features of congruent leadership as motivation, inspiration,
approachability, visibility, actions based on values and be-
liefs, effective communicator, empowered, guided by passion
and compassion and builds enduring relationships, without
the need to have a title or hierarchical position.

In a review of the literature on the CNE role in relation to the
current Australian healthcare policy, Stanley[18] suggested
that the clinical leader does not need to be in a management
position to lead and influence colleagues. Sayers et al.[3]
view the CNE as the most appropriate clinical role to provide
leadership to bedside nurses. However, despite this support
of the CNE role and their actual and potential leadership,
there is limited research examining the CNE’s leadership
role in the real world of continual change, consumer expecta-
tions and healthcare bureaucracy.

2. METHODOLOGY

2.1 Research design

The study employed a mixed methods approach to articulate
the clinical leadership of the CNE. The Convergent design
(QUANT + QUAL) was chosen as the best fit to address the
research aim and questions, and as being best suited to the
timing and priority of the data collection and analysis.[19]

The Graduate Registered Nurses (GRN) in their first year
of nursing were the lens through which the CNE clinical
leadership was evaluated in the context of their patient safety
and quality of care. In utilising a convergent design, a pic-
ture of the CNE leadership was formed from three different
perspectives: the GRN, CNE and Clinical Nurse Manager
(CNM). The quantitative and qualitative data were collected
concurrently; an online questionnaire with open and closed
ended questions and face to face interviews. This approach
provided a greater insight into the CNE leadership in relation
to their role in the clinical setting. The data was merged after
separate analysis with further comparisons during the inter-
pretation stage.[19] For this paper, only the results pertaining
to the CNE leadership are reported here.
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2.2 Site and Sample
This study was conducted in a private global hospital group
in Western Australia. Three hospital sites were included of
which two were private/public acute care hospitals and one
a private acute care hospital. The GRN, CNE and CNM
population for this study were both full-time and part-time
employees at the three hospitals. The convenience sample for
the online questionnaire was the accessible GRN population
who were currently in or had completed their first year of
nursing in a nursing graduate program between 2012 and
2015. The simplified formula for proportions by Yamane[20]

was used to determine sample size. The GRN population for
the online questionnaire was 122. The confidence interval
was determined at 95% and the degree of variability was
assumed maximum variation (p = 0.5), and sampling error
determined as 0.13.

The interview phase used purposeful sampling as the strategy
that provided the richest source of information through sub-
group selection.[21] The purposive samples were the newly
qualified GRNs, the CNEs who facilitated or supervised the
graduate learning of the GRNs in the clinical environment
as part of the nursing graduate programme and the CNM of
areas where GRNs were allocated. Using this multilevel sam-
pling relationship, the three subgroup samples were chosen
to provide the richest source of information and to obtain
understanding of and insight to the role of the CNE.[21] The
qualitative sample size in this study was guided by the satu-
ration of the data.[22]

2.3 Data Collection
The quantitative data were collected through the online ques-
tionnaire which consisted of questions related to information
and consent (1), demographic information (5), CNE role
(17), clinical leadership (10), and one final comment. The
questionnaire was developed by the researcher in consulta-
tion with six professional and clinical experts to provide a
forum for the GRNs’ open and honest responses on the CNE
role and leadership.[23] In addition, the questionnaire incor-
porated qualities and characteristics associated with clinical
leadership from the existing Perceptions of Clinical Leader-
ship Questionnaire, two of which contained 54 qualities or
characteristics to determine the ‘most’ and ‘least’ character-
istics associated with clinical leadership, and one question
regarding other qualities or characteristics identified with
clinical leadership not on the list.[15, 18] The questionnaire
was used with permission from the author. The response op-
tions for the items reported here included a five-point Likert
scale, multiple-choice and text entry questions. A cogni-
tive pilot formed the final phase of questionnaire by three
graduate nurses, two clinical staff educators and two faculty

supervisors to check quality and face validity.[24]

Participants were identified from the education and human
resources departments shared database of hospital-assigned
email addresses. The study information and link to the ques-
tionnaire was emailed to the GRNs by a third party with a
reminder sent at two and four months from the commence-
ment of the data collection. Recruitment of GRNs for the
voluntary interviews occurred when participants responded
to the invitation to contact the researcher at the end of the
anonymous questionnaire. The CNEs and CNMs were in-
vited to an interview by email.

The purpose of the semi-structured interview was to explore
the GRNs (n = 10), CNEs (n = 11) and CNMs (n = 9) views
and experiences of the CNE role and leadership in the clini-
cal environment. A topic guide with questions derived from
literature on the CNE role, identity, responsibilities and ex-
pected behaviours was developed. In addition, questions
pursued the participants’ views on the CNEs’ leadership in
the clinical area and contemporary culture in the hospitals.
The same topic guide was used for the GRN, CNE and CNM
subgroups. The researcher interviewed nurses from each
subgroup until saturation occurred.

2.4 Data Analysis
The quantitative data was analysed using descriptive statis-
tics. Qualtrics was used for the questionnaire,[25] with the
results summarised in statements and figures. The interview
demographic data was entered into a Microsoft Excel spread-
sheet and statistics generated and displayed in tables. The
qualitative data from the open-ended questions and inter-
views were organised using coding and categorising aided
by NVivo 10[26] and followed Braun and Clarke’s[27] step by
step guide to thematic analysis. The steps included becom-
ing familiar with GRN, CNE and CNM interview transcripts,
searching for patterns and differences, reviewing initial cate-
gories with continuous iteration to refine and name themes
and producing a final report with examples from the raw
data to provide a rich description. Trustworthiness was re-
flected in the use of the following strategies:[22] Participant
member checking as a quality process to verify the accuracy
and authenticity of the transcription, researcher and faculty
supervisors independent review of transcripts and subsequent
themes for congruence, and a record of the research steps
and decisions on the management, analysis and reporting of
data to support the accuracy of findings.

2.5 Ethical Considerations
This research demonstrated the principles of honesty, in-
tegrity, respect and ethical behaviour through safe and secure
practices guided by the National Statement on Ethical Con-
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duct in Human Research.[28] University (ECU11766) and
hospital (JHC1436/HPH400) ethical clearance was granted
for this study. Consent was given voluntary following the
provision of information on the study. All participants were
protected by anonymity with interviewees coded to minimise
identification potential in data.[22]

3. RESULTS

3.1 Quantitative data
The online questionnaire response rate (RR) was 33% (n
= 40), and was considered low. However, Cooper and
Brown[29] acknowledge that RRs for online questionnaires
from health care professionals are often lower due to a lack
of time, perceived value, and concerns about anonymity,
with paper questionnaires eliciting higher RRs. The RR was

considered acceptable by the researcher, biostatistician and
faculty supervisors to meet the research interest in the GRNs’
perspectives on the role of the CNE in relation to their first
year of nursing.

3.1.1 Demographic profiles
Of the GRN questionnaire participants (n = 40) over half
were between 21 and 30 years (51%) and a quarter between
41 and 50 years (28%). All GRN interview participants were
female, worked an average of 66 hours per fortnight in re-
habilitation, mental health, emergency, medical and surgical
wards. The highest level of postgraduate education was a
Graduate Certificate. Most participants (77%) completed
their GRN program in the largest of the three hospitals par-
ticipating. The GRN, CNE and CNM interview participant’s
demographic profiles are presented in Table 1.

Table 1. GRN, CNE and CNM Interview Characteristics
 

 

Interview Profile GRN 
 

CNE 
 

CNM 

Variable n % n % n % 

Sex (female/male) 10/0 100  11/0 100  7/2 78/22 

Length of time as RN        

< 1 year 7 70       

1-2 years 1 10       

> 2 years 2 20       

5-10 years    1 9.1  0 0 

10-20 years    4 36.4  4 44.5 

> 20 years    6 54.5  5 55.5 

Length of time in current role       

< 2 years    2 18.2  2 22.2 

2-5 years    8 72.7  2 22.2 

> 5 years    1 9.1  5 55.6 

Highest level of postgraduate education       

Master Degree     2 18.2    

Graduate Diploma     3 27.2    

Graduate Certificate  8 80  2 18.2  2 22.2 

None 2 20  4 36.4  7 77.8 

 

3.1.2 Questionnaire
The Perceptions of Clinical Leadership Questionnaire[30]

contained a list of 54 qualities and characteristics that were
ranked in order of preference. The GRNs were asked to
select the attributes that they strongly and least associated
with the CNEs clinical leadership role. The top eight ranked
attributes of strongly associated and least associated with
CNE clinical leadership are highlighted in Table 2.

The GRNs suggested the additional qualities or characteris-
tics identified with the CNEs clinical leadership not on the

list were organised, realistic, and patient. The majority of
GRNs (94%, n = 30) agreed or strongly agreed that they
believed the CNE needed to have leadership qualities as part
of their role to be able to help nurses give safe and quality pa-
tient care. The GRNs also indicated the degree to which they
believed the CNE, shared their values, beliefs, and principles;
encouraged positive cultural change in the ward; promoted
themselves as a leader in the ward; were guided by concern
and compassion and had an influential leadership role in the
ward and in the hospital. Figure 1 outlines the results.
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Table 2. CNE Attributes Strongly and Least Associated with Clinical Leadership
 

 

Rank Strongly Associated with Clinical Leadership Participant Numbers % 

1 Is approachable 29 72.5 

2 Is supportive 28 70.0 

3 Is clinically competent 26 65.0 

4 Sets direction 25 62.5 

4 Sets goals and targets 25 62.5 

4 Is a mentor 25 62.5 

4 Is caring/compassionate 25 62.5 

5 Has integrity and honesty 24 60.0 

Rank Least Associated with Clinical Leadership Participant Numbers % 

1 Is controlling 22 55.0 

2 Works alone 19 47.5 

3 Takes calculated risks 15 37.5 

4 Is an administrator 12 30.0 

4 Is artistic/imaginative 12 30.0 

4 Deals with reward/punishment 12 30.0 

5 Must have relevant postgraduate training 10 25.0 

5 Is conservative 10 25.0 

 

Figure 1. Results of CNE leadership questions

3.2 Qualitative data
The key concepts of the GRN, CNE and CNM participant
perspectives on the CNE clinical leadership were derived
from the interview data and highlighted the affirmative and
less desirable aspects of the role (see Figure 2).

3.2.1 GRN Perspectives
1) Influential presence
The GRNs recognised their need for significant support to

help them transition from novices to competent and confident
practitioners. One GRN reflected on this role: ‘Someone
there to provide that extra support when needed in that first
year of your nursing career and to help you transition from
being a student into a professional in a busy working envi-
ronment’.

The GRN participants defined the qualities of the CNE lead-

12 ISSN 1925-4040 E-ISSN 1925-4059



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2021, Vol. 11, No. 1

ership: ‘They’re a leader of good examples and best practice,
and role modelling and friendliness’ and ‘It takes a certain
person . . . they’ve got to be interactive with people as well
as they have to be great at the theory side of it but . . . patient
and all that sort of thing’. The GRN participants identi-
fied the CNE as a genuine presence and influence on their
career progression. The CNE was recognised as leader in
the ward team—the trusted nurse who provided the tangible
sponsorship to advance their practice: ‘They provide you
direction and guidance in your learning journey . . . and goals
to achieve. They need to be a fairly strong person to provide
that direction, but not overpowering or anything’.

Figure 2. Concept map of the participant perspectives on
the CNE role

The CNE’s genuine offer to help resulted in spontaneous
time devoted to the GRNs’ progress. To the GRNs, this was
identified as a characteristic of the CNE’s leadership skillset,
where the intent of the CNE was to guide the GRNs to the
successful completion of the graduate programme. The GRN
participants expressed how the CNE status enhanced the abil-
ity to guide: ‘There is someone who is not managing their
own patients that can give their opinion on your patients
without compromising their own patients’ time’. Another
characteristic of CNE leadership identified by the partici-
pants was clinical expertise. One GRN expressed: ‘When
the CNE is available, she is a wealth of knowledge’. Another
GRN participant explained: ‘When I was a grad I always
thought, well, the most qualified person to ask is the CNE,
so even simple questions, . . . I’d better ask my CNE’.

2) Missing in action
Conversely, the GRNs observed that the CNEs generally
worked during business hours and that the majority of CNEs
worked part-time hours. Further, the GRNs commented on
how the initial time spent with them during orientation gradu-
ally reduced: ‘It’s really good when you first start off to have
a few supernumerary days with her. It would be nice to see
more of her’. The GRNs experienced times when they were
expected to complete a task or skill without the knowledge

or competence required. With the absence of the CNE, the
GRNs turned to their team members, yet often found them
unable to devote them time due to their own workload. This
lack of opportunity to gain skills and give holistic care was
a source of ongoing frustration. One GRN commented: ‘I
was unable to perform tasks for example; IDC [indwelling
catheter] insertion, NGT [nasogastric tube] insertion as I
needed supervision for my first attempt and the ward was
too busy for the shift coordinator to supervise me. Instead a
colleague had to do it whilst I assisted with her tasks’.

The GRN participants discussed how the absence of the CNE
affected their nursing care. This included the effect of the
lack of supervision: ‘I don’t think it impacted on my patient
care, however I feel at many times GRNs are just put on
the ward and left to their own devices and I feel expected
to know’. The GRNs had an expectation that the CNE role
incorporated leadership through direction and guidance dur-
ing their first year. One GRN participant described the first
ward allocation as the time where the CNE was essential:
‘They are very needed, because it was very difficult the first
six months, not having that sort of support all the time’. An-
other GRN condensed the disappointment of not having an
accessible CNE into one sentence: ‘I feel in many respects
that I have been alone on my GRN journey through limited
availability of the CNE or the ward being busy’.

The GRNs’ view of the CNE’s leadership characteristics was
based on their successful progress through the graduate pro-
gramme, during which the absence of CNE guidance and
direction created obstacles for completing the graduate pro-
gramme educational requirements. One GRN summarised
this view: ‘They’re a huge influence. What they’re teaching
you is what you carry on through the rest of your career’.

3.2.2 CNE Perspectives
1) On-hand
The CNE participants perceived their role as a position of
responsibility: ‘All of our function is leadership and actions.
You have to lead by example and show the way and develop,
educate, be an advocate for the patients and the staff’. In
particular, the CNEs believed that they demonstrated clinical
leadership through being on-hand and supervising the new
GRNs’ practice: ‘We’re leaders of education, we’re leaders
of change, to make the patient’s experience better, we’re here
for patient outcomes’.

The CNEs highlighted ways in which they influenced the
GRNs’ practice though their role characteristics. These char-
acteristics included educator, role model, clinical expert and
advisor. One CNE articulated how her role was instrumental
in the development of the new GRN: ‘I think the leadership
is what pulls the grads along, because they feel that’s what
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they want to aspire to’. To be a successful CNE, participants
noted that visibility in leadership was paramount: ‘To pro-
vide a good role, or to fulfil your role, you need to be seen’.
The CNE participants noted that their educational leadership
role with the GRNs included setting a positive example as
follows: ‘I have to lead . . . really by example’. Another
participant elaborated: ‘Like, I don’t walk past a bell. I don’t
leave someone on the toilet . . . If someone needs help on the
other side, I would go over and see what needs doing’.

The CNE leadership encompassed a degree of expert clinical
knowledge and skill. In this example, the CNE’s communi-
cation of evidence-based practice was evident: ‘There was
one of our grads with a student who was going to take out a
drain. And I heard some incorrect procedure, so I just pulled
her aside and said, ‘You know, our policy is changing all
the time, so before you give anything to a student . . . to do,
always read the policy yourself. So go and print it off and
have a read and, you know, we clamp our drains now, we
don’t disconnect them’.

The CNEs described how their role as advisor informed the
staff opinion of the CNE as a leader: ‘They see people com-
ing to me asking me questions all the time. They can see
information that’s been put out by me or perhaps seeing the
role that the CNE takes in ward meetings’. Another partici-
pant elaborated on the respect gained from this advisory role:
‘Like allied health and the doctors, slowly they start to look
to you for things, and that again builds up that respect and
other people notice and then see you as a leader’.

2) In absentia
When the CNEs were not present, there were support gaps
evident for the GRNs. One CNE participant shared an ex-
perience with GRNs and team members after an absence:
‘When I wasn’t on the ward for a period of time, it was defi-
nitely noticed and mentioned by all my grads on my return.
Mainly not only for support for them . . . as well as my staff
members, which in turn helps their teamwork’.

The CNE participants described the new GRNs’ need for
assistance in working through and understanding what could
sometimes be perceived as ‘the overwhelming amount [of]
documentation’ required for each patient care episode. One
participant shared her experience: ‘I had a recent bereave-
ment and I was away for three weeks, and when I got back all
three of the grads said, ‘I’m so glad you’re here . . . I’ve got so
much paperwork; I don’t know what I’m doing’. Also work-
ing on competencies required extra time and patience. These
practice moments were difficult for ward staff to include in
their busy shift times. Another participant highlighted this
lack of practice: ‘When you only do part time work or you’ve
had a day off sick . . . the poor girl didn’t end up doing any

medication practice because nobody wants to take the time
to then have a third person checking’.

Being available to the GRNs was important to the CNE par-
ticipants. However, when they were confronted with the
results of their absence, it created frustration: ‘Because I
was doing set days . . . I could go without seeing one of my
grads for a week. It was awful. I hated it, and I felt like I
wasn’t achieving my goal, and my role, by not supporting
him’. Conversely, the CNEs’ absence created added stress
for the GRNs: ‘So if you’re not there, and their team member
happens to be busy with another sick child and they [the
GRN] are then left to sort of look after the rest, it is very,
very stressful for them’.

In the absence of the CNE, support gaps were evident and
affected the GRNs’ progress. One CNE participant provided
an insightful comment on the outcomes of their leadership:
‘That’s what we do because at the end of the day I would like
to be in the hospital bed and know that they’re well trained’.

3.2.3 CNM Perspectives

1) Leadership attributes
The CNE role was identified as significant and essential to
collaborative leadership in the clinical setting. The CNM
participants articulated their understanding of this leadership
role: ‘I expect them to own that role . . . we work side-to-
side and collaborate as to where we are going’. Specifically,
the guidance and direction of the GRNs in the graduate pro-
gramme was characterised as a leadership role: ‘Leading by
example . . . raising the bar . . . and showing the grads what
the expected level is’.

The CNM participants discussed the skill set required for
the role. Being the person with sound analytical skills who
provided creative solutions to difficult situations was vital
to good management: ‘So coming up with ideas of how to
manage and . . . keep the ward flowing, keep everyone safe,
to me is part of that leader, and they’re part of that team . . .
they’ve got their education hat, but they’re there also to pick
up if there’s issues, ideas, that we can try and problem solve
together’. In the clinical context, acting as a change agent
was also a highly prized skill: ‘If I want something changed
or implemented, then I’m going to liaise with the CNE on
the best way to do it, best way to bring it in’. To have the
CNE actively work as a change agent, the CNM participants
recognised the need to devolve their authority: ‘If they’re
not invested in, or had that leadership ability invested in the
empowerment, then they don’t come particularly credible
when they’re trying to deliver change’.

In role modelling professional standards, the CNEs exem-
plified the values, attitudes and expected clinical behaviours
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of a leadership role. Evidence of this was described by the
CNM participants in relation to their own management role:
‘So everybody knows . . . when I’m not here . . . they’re
the next in line’. The CNM participants acknowledged the
attributes of leadership. Participants summarised the CNE
qualities necessary for a favourable team outcome: ‘The big
thing for CNE is passion in what they do. And when that
comes across, I was happy’.

2) Underperformer
With underperforming CNEs, the CNM participants identi-
fied characteristics that prevented role success. A CNM com-
mented: ‘They felt intimidated by people that were above
them . . . so that was really obvious. And that caused a lack
of confidence in driving that role forward’. Unwillingness
to take direction from the CNM was another significant is-
sue expressed by another CNM: ‘With my CNE, I have to
give her a lot of direction: “This is what I want you to do”’.
Another CNM described her CNE’s limited understanding
of the level of the education role in relation to the nurses
roles: ‘They just see themselves as equal, of equal standing,
and they’re just there to help, and it’s just that they’ve got
some knowledge and expertise that they’re happy to share
with their colleagues’.

The CNMs also described their concerns about the flexibility
and focus of the CNE role incumbent. One CNM shared an
experience: ‘To me the CNE is a CNE role, now can you pull
the CNE into coordinating a shift role? . . . Like, I want her
to concentrate on that education role, and she really struggles,
because she doesn’t do it all the time. She struggles with
coordinating award because it’s something that’s unfamiliar
to her. Some people can jump between those roles, and some
people can’t’. After having worked with a number of CNEs,
another participant CNM could identify when a CNE was
working in the role successfully or not meeting expectations:
‘It became really obvious, and it wasn’t just me dissatisfied
with that but everybody else dissatisfied with that. So, you
can see when it doesn’t work and you can see when it works,
so you’ve got that comparison’.

Despite the expressed issues surrounding underperforming
CNEs, when difficulties arose in the ward environment, the
CNM participants generally expressed their support of their
CNE. Their role and active involvement and collaborative
practice in ensuring staff and GRNs have access to the pro-
fessional development and education requirements was nec-
essary and significant.

4. DISCUSSION

The evidence that has emerged from this study demonstrates
the CNE has a congruent leadership style in the clinical

ward setting. There is a level of consistency with the con-
gruent leadership theory features and clinical leadership at-
tributes. In the questionnaire, the GRNs specifically chose
the attributes strongly and least associated with CNE clinical
leadership. In comparison to Stanley’s studies on congru-
ent leadership of health professionals,[30–34] of the top eight
attributes, five were similarly ascribed to the CNE clinical
leadership. These were, is approachable, supportive, clini-
cally competent, sets direction, and has integrity and honesty.
The other qualities highly valued—setting goals and targets,
being a mentor and caring and compassionate—were likely
chosen by the GRNs more specifically in line with the edu-
cators’ role of supporting the GRNs through to successful
completion of their graduate program. These qualities and
characteristics are identified in the literature as significant
to achieving clinical practice goals and meeting learning
outcomes in the clinical environment.[35]

The attributes least associated with the CNE clinical leader-
ship, were also reflected in Stanley’s previous studies.[30–34]

These attributes were identified as not visible in the CNEs
leadership. Controlling behaviour, working alone, and deal-
ing with reward/punishment are related to poor leadership,
specifically in the area of conflict management and difficult
relationships.[36] The educator role is unlikely to be perceived
as an administrator, with the ward management and adminis-
tration credited to their CNM.[37] Although the attribute of
‘conservative’ may relate to a leader’s desire for traditional
methods, this was not perceived to align with the clinical
environment of increasing complexity, chronicity, social care
needs and advancing patient care with new technology and
evidence-based practices.[38] Similarly, the GRNs did not
perceive relevance nor importance for any artistic and imagi-
native abilities in the CNEs leadership role.[39] Further, by
ranking relevant postgraduate training as least associated
with clinical leadership, the GRNs may be limited by their
own lack of understanding of the role of leadership in the
clinical environment, and the benefits of enhanced evidence-
based nursing care provision for the benefit of patients.[40]

The congruent leadership style is demonstrated in the clini-
cal environment by influential nurses who do not necessarily
have a formal position of leadership in the organisation.[41]

In this study the CNE was identified as a genuine ‘presence’
and tangible influence on the GRNs’ career progression and
successful transition in their graduate year and subsequent
retention in the organisation. Similarly, a key finding of
a qualitative study in a large NHS trust hospital identified
leaders in the clinical environment as those who remained
connected with patient concern and compassion as opposed
to the higher-grade staff with more of a management focus
and less patient interaction.[30] A more recent Australian
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study highlighted the CNE as adding value to their clinical
environment through their accessible presence, building and
investing in the nursing workforce by meeting a variety of
education needs.[42] As an optimistic leader, the CNE un-
derstands the challenges of cultural change the GRNs will
need to overcome to meet the expectations of the patient and
organisation.[43] In meeting the GRNs’ needs at their level of
confidence and learning, the CNE exhibits kindness and al-
lays fears in order to achieve the hope, commitment, courage
and collaboration necessary for long-term nurse retention.[44]

What is significant to clinical leadership is the patient-centred
philosophy that connects the multifaceted challenges of the
clinical environment and the nursing profession in the wider
health system, and is necessary for retaining and developing
future generations of nurses.[2]

Ferguson-Paré[45] communicated a view of leadership that
is lived in the frontline of care and in the presence of the
nursing team members. Adelman-Mullally et al.[35] further
emphasised the CNEs’ core educational role in facilitating
experiences as opportunities to share their values and inspire
commitment to professional and organisational goals. In
the context of contemporary healthcare’s financial and work-
force challenges, there is a greater need for leadership that
embraces values and beliefs that augment effective and effi-
cient productivity to improve the quality of patient care.[46]

Underperforming CNEs who did not display leadership at-
tributes, skills or mentorship, and refused or avoided the
responsibility for GRNs in the role, also inhibited the GRNs’
successful progress and weakened nursing team unity, result-
ing in reduced benefits of educational leadership assumed
by the nursing team. Sayers[47] described challenges that
affect identity and confidence in the CNE role, such as am-
biguity, blurring and conflict, as well as the overarching
organisational culture, which leads to the absence of clinical
leadership, powerlessness, personal dissatisfaction, and role
stasis. The current study’s findings indicated that successful
CNE leaders have a compatible relationship with their CNM
and demonstrate similar people skills and patient care goals.
Hence, the necessity for the CNE as clinical leader to be the
‘right fit’ in the ward environment which is established by
the acceptance of devolved responsibility and ability to work
autonomously with the leadership attributes and skills that
provide a consistent approach to enable the GRNs’ successful
progress.

Stanley[30] suggested that a clinical leader does not need to
be in a management position to lead and influence colleagues.
However, in this study, the CNEs’ influence was inconsis-
tent because of displacement from their core educational
duty and allocation to clinical patient care, as directed by

senior hospital leadership to meet shortfalls in nurse supply
and workload or financial deficits. Sayers, Salamonson, et
al.[48] discussed the competing priorities of the role, where
the CNE is expected to simultaneously cover other positions,
which creates frustration and stress in attempting to meet the
multiple expectations of senior managers and nursing peers.
Effective leadership is central to nursing;[49] thus, the CNEs’
absence from the clinical environment removes the benefit
of available, accessible and visible clinical leadership.

The early supporters of the CNE role suggested that effec-
tive staff development required the CNE to have a position
of status in the organisation.[50] This study recommends
the CNE role be used by healthcare organisations to meet
contemporary patient and healthcare expectations, uphold
commitments to standards and policy, and promote GRN
patient-centred practice and nurse retention in the health ser-
vice. The CNEs’ nursing practice, in conjunction with higher
levels of qualification, is advantageous for GRN professional
development and quality patient care. Postgraduate study
provides sequelae related to theory to practice, such as trans-
mission of expert knowledge and skills and application of
evidence-based practice.[40] However, the challenges to CNE
role and leadership value—such as short-term staffing needs
that overwhelm role value and success—need to be overcome.
The CNE status should be protected and acknowledged as
significant to continuing education, continuing professional
development, and leadership acumen for the benefit of pa-
tient safety and the future nursing workforce.[51] Further
study on the CNE role and clinical leadership associated
with patient outcomes and other nursing roles in the health-
care organisation would be beneficial for the development
and delivery of healthcare policy.

Limitations
The CNE role in this study was portrayed by the GRN,
CNE and CNM participants as a nursing leadership role that
demonstrated the values necessary to support the clinical ed-
ucation and success of the newly qualified registered nurses.
This study presents a snapshot of the CNE clinical leadership
role in participating acute care hospitals in one healthcare
organisation in one state of Australia. While the perceptions
of the GRNs, CNEs and CNMs provided data, representation
from other WA public and private health service providers
may have offered a more in depth understanding of the role
to compare and make recommendations. Of the three partici-
pating hospitals, one site was significantly over-represented
This is likely due to the larger size of hospital being able to
take more GRNs in their graduate programme. The sampling
strategy provided a practical and realistic way to explore the
CNE clinical leadership role. However, the GRNs and CNEs
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interview participants were all female and not wholly repre-
sentative of the population. In addition, during the recruit-
ment process, the appointment of a third party—perceived
by the healthcare organisation as eliminating bias associ-
ated with the researcher’s current employment in one of the
hospitals—may have affected the response rate of the GRN
questionnaire. The anonymous GRN questionnaire provided
comment on the role and leadership of the CNE, without any
unintentional yet possible power differential that may have
existed in the interviews, where the GRNs may have felt they
needed to give positive feedback.

5. CONCLUSION
The CNE clinical leadership is associated with the congruent
leadership style and is valued by nurses at the point of care.
The congruent leadership attributes underpin the ongoing

clinical support which is effective and valuable in advancing
the safe practice and positive patient outcomes of the GRNs’
while central to their successful transition to practice and
integration into the clinical setting. Despite their informal
leadership role, the CNE engages and promotes the GRNs in
their professional role and encourages, supports and urges the
nursing profession forward and towards excellence in patient
care. This study recommends that the CNE role be used by
healthcare organisations as a strategically placed leader and
socially adept position of importance to meet contemporary
patient and healthcare expectations, uphold commitments
to standards and policy, and promote GRN patient-centred
practice and retention in the health service.
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