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Abstract
Purpose: The purpose of this study was to describe the nurse educator role in Australian hospitals, including their practice and
performance standards.

Methods: A cross-sectional, online survey of nurse educators employed in acute care hospitals in Australia was administered
over a three-month period. The survey comprised established and researcher-developed scales, and a single open-ended question.
Quantitative data was analysed using descriptive statistics. Qualitative data was analysed using a general inductive approach.

Results: Nurse educators who were more likely to fulfil nurse educator competency practice domains had master’s degrees in
education, defined professional development needs, and met regularly with their managers. These educators also had higher
levels of job satisfaction. Participants identified that role ambiguity and role confusion adversely impacted nurse educator role
expectations, responsibilities, and job satisfaction. Despite this, the majority of educators intended to stay in their role for the
foreseeable future.

Conclusions: Role ambiguity influenced professional identity and job satisfaction, highlighting the need for clarification of
nurse educator roles. These findings suggest the need for review of the nurse educator role and incorporation of professional
and educational requirements and practice competencies. Ongoing role monitoring is recommended to identify the effects of
role change.
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1 Introduction

Nursing regulatory and professional bodies have determined
the standards of education and professional practice nec-
essary for nurses to qualify and provide optimal nursing
care.[1] The demands of complex care highlight the practice-
education gap as nursing education endeavours to keep up
with rapid advances in practice and technology.[1] Nurse
education in clinical practice is widely acknowledged as an

imperative because of the opportunities it affords students
and graduate nurses to link theory to practice and contin-
ually develop competence and expertise.[1–4] These factors
highlight the importance of education in the clinical prac-
tice setting – not merely for undergraduate students but for
nurses as lifelong learners.[1, 5] Varying roles and scope of
practice within the nursing workforce further influence the
demand for effective clinical education supporting knowl-
edge and skill development.[6, 7] Multiple studies have ex-
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plored the role of the nurse educator or nurse academic in
universities.[8–10] However, the role of the nurse educator
primarily employed in hospitals and responsible for provid-
ing education to students and graduate nurses, has been min-
imally explored in the literature.[4] To address this paucity,
we conducted a study of nurse educators working in acute
care hospitals in Australia. This paper reports the study find-
ings.

Background

The nurse educator role has changed over time. Nurse
educators initially, assumed overall responsibility for stu-
dent nurse education in hospital based training courses.[4, 11]

Within this role, they were also responsible for conducting
continuing education and professional development courses
and monitoring standards of practice.[11] The nurse ed-
ucator role in hospitals became less well defined follow-
ing the transfer of nurse education to universities and col-
leges.[4, 10, 11] In some countries, the role may comprise a
shared appointment between a hospital and university where
the focus is on facilitating students or may be primarily hos-
pital based within a ward, specialty, or across a group of
hospitals.[2, 4] Differing titles have been applied to various
nurse educator roles. In the United Kingdom, the ‘practice
educator’ role focuses on teaching and assessing students
and graduates in clinical practice and supporting staff in
clinical practice.[12] In the United States of America (USA)
and Australia, the “clinical nurse educator” works with both
students and graduate staff in hospitals.[4] In Australia, a
range of other titles also apply to nurses involved in educa-
tion. These include nurse academics, nurse educators, and
clinical facilitators.[4]

In the current study, we defined a nurse educator as a reg-
istered nurse and professional expert with primary respon-
sibility for providing education to undergraduate and post-
graduate nursing students and graduate nurses within a hos-
pital setting.[13] In this context, nurse educators in hospitals
may also assume responsibility for providing clinical edu-
cation and professional development courses, as opposed to
nurse educators working in universities and colleges who
may have responsibility for student education, research, and
scholarship.[4] This paper reports findings from a study of
nurse educators working in Australian hospitals, and how
they describe and perceive their role and scope of practice
within their practice setting.[13]

2 Method

2.1 Aims

The aim of the study was to describe the nurse educator role
in acute care hospitals, including their practice and perfor-
mance standards.

2.2 Design

A cross sectional survey design was used.

2.3 Participants

The study used a convenience sample of nurse educators
working in acute care hospitals in Australia. The total num-
ber of nurse educators in Australia is unknown because no
register of this position currently exists. Participants were
targeted through nursing organisations, nursing leaders and
networks, and study advertisements in professional and aca-
demic nursing journals and websites. Nurse educators reg-
istered their intention to participate via email response to
the researcher. Following these initial recruitment notices,
snowball sampling was enacted whereby these networks
disseminated the survey link.

2.4 Survey tool

Item generation was informed by a literature review, posi-
tion descriptions, and consultation with an expert panel. The
researcher logically grouped survey items to ensure the re-
search questions could be answered. These groupings cov-
ered questions pertaining to participant demographics, edu-
cational characteristics, reporting and performance manage-
ment, activities and competencies, role support, retention,
and the professional practice environment. Two researcher-
developed scales the (Activities and Competencies of Nurse
Educator (ACONE) and the Importance of Support for the
Nurse Educator Role (ISNER) scales) and two previously
validated scales Nurses’ Retention Index (NRI) (Cronbach
alpha 0.96)[14] and Professional Practice Environment (PPE)
(Cronbach alpha 0.93)[15] were included in the survey. De-
scriptions of survey components are summarised in Table 1.
In the final section of the survey, a single open-ended item
asked: “If there are any comments you would like to share
regarding the nurse educator role, please feel free to make
the comments in the section below.” This item enabled re-
spondents to provide a descriptive account of the scope of
their work and work environment. This approach mitigated
the limitations of quantitative items by allowing for contex-
tual nuances to be stated.

The survey was initially piloted by a group of academics,
nurse educators working in acute care hospitals, and repre-
sentatives from professional bodies. Following two survey
iterations, an online pilot was conducted with another group
of expert nurses (n = 9) who assessed the content validity of
the scales. This group identified further changes enhancing
item clarity, layout, and additional content required.

2.5 Data collection

The survey was administered using Survey Monkey R© a
commercial web-based platform. Data collection occurred
between October 2009 and January 2010. To circumvent
issues related to limited internet access in rural and remote
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areas and to maximise participation, hardcopies of the ques-
tionnaire were posted to acute care hospitals Australia-wide
(n = 356). Participants who completed hardcopies posted
or faxed these back to the researcher and these data were

entered into the online survey by a research assistant. Con-
sent to participate was given prior to completing the survey.
The study was approved by the relevant University’s Human
Research Ethics Committee.

Table 1: Survey Components
 

 

Survey Component Item Description 

Socio-demographic & 
Educational Characteristics 

13 items: sex, age, Aboriginal or Torres Strait Islander status, position title, time in position, employment 
status, contractual status, location, facility classification, specialty qualifications, perceptions about 
qualifications required, and current study. 

Reporting and Performance 
17 items: job description; report to; duty statement reviewed recently; frequency of meetings with 
manager; appraisal; identification of professional development and learning needs; performance 
development plan; role specific clinical or performance indicators.   

Activities and Competencies 
of Nurse Educators (ACONE) 

Activities -13 items: An 11-point response format (0 denoting nil time spent and 10 denoting 91 – 100 
percent of time spent each week) seeking the average percentage of time spent each week undertaking: 
specific activities - patient care, teaching, competency assessment, curriculum development, program 
planning and co-ordination, role relief and committee participation; and providing education to specified 
groups: nurses, non-health professional staff, nursing students, volunteers and community members, and 
other healthcare professionals. 

Competencies -36-items. Respondents reported, on an 11- point Likert scale, the extent to which they 
undertook various competencies, 0 denoting never and 10 denoting always.  

Self-appraisal of Performance 
1 item: a Likert scale from 0 to 10 with 0 depicting perception of poor performance and 10 depicting 
excellent performance. 

Workplace Issues - Importance 
of Support for Nurse 
Educator’s role (ISNER) scale 

8 items: an 11-point Likert scale from 0-10 with 0 denoting items to be of very low importance and 10 
denoting items of high importance. Items: the level of importance of increasing the focus on 
inter-professional teaching and learning, developing strategies to promote an advanced practice role, 
promoting initiatives to foster team work and multidisciplinary care, addressing factors relating to skill 
mix diversification, endorsing the interface between health care settings and educational providers, 
increasing the focus on research and scholarship, linking nurse education activities to patient outcomes, 
and advancing the role within the nursing profession using. 

Role Overlap and Ambiguity 
1 item: respondents rated their perception of whether or not there was blurring and overlap of nurse 
educator activities with other nursing roles, using a 10-point Likert scale. Zero depicted no role overlap 
and role ambiguity while ten depicted very much overlap and ambiguity. 

Career Intentions - Nurses’ 
Retention Index (NRI) [14]  

6-items: measured nurses’ intention to stay in the workforce using an 8-point Likert scale. Item 3 (As soon 
as it is convenient for me, I plan to leave the nursing profession) and item 6 (I would like to find other 
employment by leaving nursing) were constructed to measure the inverse of the construct and were 
reversed during analysis: Cronbach alpha >.90 for the original study.[14] 

Professional Practice 
Environment (PPE) [15] 

38 items: using a Likert scale from 1-4 rating agreement with the items: measuring nurses’ work 
satisfaction within their practice environment across eight domains - handling disagreement and conflict, 
internal work motivation, control over practice, leadership and autonomy in clinical practice, staff 
relationships with physicians, teamwork, cultural sensitivity, and communication about patients, 
workplace conflict, personal satisfaction, and continuity of care. Cronbach alpha >.93 for the original PPE 
study.[15] 

 

2.6 Data analysis

Data were analysed using SPSS for Windows Version 18.
Descriptive statistics (frequencies, mean, standard deviation
(SD), and range) were calculated. Internal consistency was
evaluated using the Cronbach alpha statistic. Factor analysis
was used to assess the underlying dimensions of scales[16]

and the identification of any relationships between variables
and item grouping.[17] The Importance of Support for the
Nurse Educator Role (ISNER) scale was subjected to the
Kaiser-Meyer-Olkin (KMO) and Bartlett’s test of sphericity

prior to principal component analysis.[17]

Qualitative responses to the open-ended item were imported
into an Excel spread sheet. Using an inductive approach,
two researchers independently and repeatedly read each line
of the data and added a ‘code’ describing its content.[18]

Data codes were grouped into categories and then recoded
into themes and subthemes. Throughout this process the re-
searchers looked for relationships and irregularities within
the data. Content that did not fit the initial categories were
classified as additional categories. The survey questions
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also guided the analysis and final coding. Data coding fa-
cilitated classification of the data for subsequent compari-
son with other elements of the data set.[18] Triangulation of
both data sets followed discrete reporting of individual data
sets.[19] Triangulation enabled a fuller picture of the nurse
educator role to emerge as well as confirming the data and
data completeness.

3 Results
The survey completion rate was 95% (n = 425). Of these,
46 were hardcopy questionnaires returned via facsimile or

post. The response rate to the single open-ended item was
38.3% (n = 165). Findings from qualitative and quantitative
data have been integrated in the presentation of results.

3.1 Participant characteristics

A profile of socio-demographic and educational character-
istics of participants and reporting and performance data are
summarised in Table 2. Performance management data are
summarised in Table 3. Nurse educators reported high lev-
els of self-appraised performance (see Table 3).

Table 2: Characteristics of participants (n = 425)
 

 

Characteristics n % 

Sex (Male/Female)  51/374 12/88 

Age group (years)   

<30 36 8.5 

31 to 35 46 10.8 

36 to 40 81 19.1 

41 to 45 70 16.5 

46 to 50 91 21.4 

51 to 55 64 15.1 

56 to 60 27 6.4 

> 60 10 2.4 

Position title     

Clinical Nurse Educator 171 40.2 

Clinical Development Nurse 6 1.4 

Clinical Coordinator 6 1.4 

Staff Development Educator 24 5.6 

Nurse Educator 160 37.6 

Clinical Facilitator 9 2.1 

Nurse Education Coordinator/Manager 37 8.7 

Clinical Nurse Consultant 9 2.1 

Other 3 0.7 

Employment status    

Full time 272 64.0 

Part time 145 34.1 

Other 8 1.9 

Educational Qualification   

Master’s degree or above 93 21.9 

 
Table 3: Reporting and performance management

 

 

Management structure n % 

Directly reporting to the following management position   

Nursing – Clinical 172 40.5 

Nursing – Education 146 34 

Professional Development 15 3.5 

Non-nursing – Clinical  6 1.4 

Non-nursing – Education  11 2.6 

Other 75 17.7 

Performance Management   

Job description  399 94.8 

Duty statement reviewed within last 12 months 177 41.6 

Regular meeting with line manager 310 72.9 

Appraisal and performance review within last 12 months 274 69.6 

Professional development and learning needs identified  263 61.9 
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Role criteria and education qualifications

Within the free text responses, participants described role
criteria and educational qualifications perceived necessary
for their position as nurse educators. Respondents indicated
that identifying these facets were necessary for clarification
of their role and responsibilities. Explication of these crite-
ria also served to perpetuate a shared understanding within
the nursing profession regarding the foundational knowl-
edge necessary to expand the skills and expertise required
of nurse educators.

Respondents reported that nurse educator roles and respon-
sibilities varied across different settings. These perceptions
were illustrated by comments from an educator working in
a rural area highlighting the complexity of the role in com-
parison to the role in a metropolitan hospital, where the ed-
ucator may have responsibility for a single unit only.

“... The regional Nurse Educator is responsi-
ble for many clinical areas, with diverse clinical
requirements. I cover from a generalist medi-
cal ward to the specialist units over all approx.
192 staff. I also have program accountabilities
such as undergraduate placements training for
supervision, competency assessment and devel-
opment . . . for the entire health service approx.
500 staff.”

Participants identified that it was important for nurse educa-
tors to have specialised education qualifications, and associ-
ated knowledge and skills to teach.

“The concept that ‘every nurse is a teacher’

serves to obfuscate the real and pressing need to
have NEs educationally prepared as educators.
A generic Master’s degree and perhaps a Cert
. . . in [Training and Assessment] is not enough
to equip a nurse to meet the challenges of the
NE role in clinical practice.”

As seen in this excerpt, expectations regarding knowledge
and expertise were voiced. An educator from a major city
hospital identified the need for the nurse educator to be
an expert clinician applying advanced clinical knowledge
and expertise to facilitate individual development of clinical
practice.

“. . . The critical skills for nurse educators to
possess revolve around the educator’s clinical
acumen and the ability to analyse and construc-
tively support the development of other’s prac-
tice. . . ”

3.2 Role ambiguity and overlap

Role ambiguity occurs when role definition and perfor-
mance expectations are unclear.[20] Role overlap refers to
situations where the designated responsibilities of a particu-
lar role are also found in other roles.[20] All respondents in-
dicated some degree of role-blurring and overlap of their ac-
tivities with other nursing roles as measured by this single-
item question (Mean: 6.2, SD: 2.5, Range: 0-10). Over half
of the respondents indicated the presence of role blurring
and overlap of activities with other nursing roles (see Table
4).

Table 4: Activities and competencies, self-appraisal of performance, role blurring, career intentions and professional
practice environment components

 

 

Survey Component Mean SD 

Activities and Competencies of Nurse Educators (ACONE) scale 
(Possible range: 0 to 360) 

245.6  56.3 

Career Intentions -Nurse Retention Index (NRI) 
(Possible range: 6 to 48) 

40.4 7.9  

Professional Practice Environment (PPE) scale 
(Possible range: 38 to 152) 

106.6 14.5  

Workplace issues -  Importance of support for nurse educator’s role (ISNER) scale (Possible range: 0 to 80) 65.3 9.5  

Self-appraisal of performance (Possible range: 0 to 10) 7.3 1.3  

Role-blurring and ambiguity (Range: 0 to 10) 6.2 2.5  

Note. SD = Standard Deviation 

 

3.3 Job satisfaction

The four standardised scales used in the survey were related
to professional identity and job satisfaction. These were the
ACONE, ISNER, NRI and PPE scales, as described in the
following sections:

3.3.1 Activities and Competencies of Nurse Educators
(ACONE) scale

Nurse educators reported that they engaged in a wide range
of duties and tasks in their practice each week (see Fig-
ure 1). Six competency domains were identified from the
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36-item ACONE scale, reflecting the scope of practice of
nurse educators across Australia. These are: i) education
program development; ii) teaching and mentoring; iii) edu-
cational & clinical leadership; iv) professional practice im-

provement; v) research and scholarship; and vi) education
management. Nurse educators reported high levels of self-
assessment of competency against these domains (see Table
4). Cronbach’s alpha of the overall 36 items was 0.94.

Figure 1: Nurse Educator Activities

3.3.2 Importance of Support for Nurse Educator (IS-
NER) scale

Principal components analysis revealed a single component
solution labelled “Importance of Support for the Nurse Edu-
cator Role”. Cronbach’s alpha for the 8-item scale was 0.81.
The distribution of scores was skewed (Mean: 65.3, SD: 9.5,
Range: 0-80), indicating that there was strong consensus
regarding the importance of support for the nurse educator
role (see Table 4).

3.3.3 Career intentions – Nurses’ Retention Index (NRI)

Factor analysis for the Nurses’ Retention Index[14] yielded a
one-component solution. Cronbach’s alpha was 0.91, com-

parable with 0.90 value reported by Cowin.[14] Survey re-
spondents indicated a strong intention to stay in their current
positions (Mean: 40.4, SD: 7.9, Range: 6-48) (see Table 4).

3.3.4 Professional Practice Environment (PPE)

Erickson’s eight dimensions were extracted, with compo-
nent loadings ranging between 0.35 and 0.85.[15] However,
cross-loadings were also detected in several items, proba-
bly due to the diversity of role requirements in various ge-
ographical settings. Cronbach’s alpha was 0.92 (see Table
4), similar to the 0.93 reported by Erickson.[15] Respondents
reported high levels of satisfaction with their practice envi-
ronment with 78% reporting a score above the 95 midpoint
score.
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3.4 The impact of role ambiguity on job dissatis-
faction

Role ambiguity refers to unclear role parameters,[20]

whereas role overload occurs when a person has excessive
responsibilities and is unable to complete their work. Role
erosion occurs where a person perceives they have fewer
responsibilities and are underutilized.[21] These factors, ei-
ther individually or collectively, contribute to role stress
where there a mismatch between role expectations and per-
formance outcomes.[22]

3.4.1 Role ambiguity, erosion, and blurring tax nurse ed-
ucator resources

Role blurring and misconceptions occurred when role ex-
pectations and responsibilities were not clearly understood
by staff, particularly in hospitals where two educator roles
exist: the nurse educator (NE) and the clinical nurse educa-
tor (CNE).

One experienced educator highlighted the “misconceptions”
held by other nursing staff about her role:

“I work in a unit where the staff has no idea
what the difference is between a CNE and
a NE. . . .. For years they only had a NE
who worked clinical when needed (regularly)
and had no recognized post grad qualifications.
Now the staff don’t think you do any work un-
less you work clinically which isn’t in my job
description. . . ”

This educator expressed feelings of frustration and being
demoralised as her efforts to work within her role bound-
aries were not sanctioned by her nursing colleagues. This
mismatch of expectations potentially impacts personal re-
silience and job satisfaction. The importance of nurse edu-
cators profiling their role was also highlighted in these com-
ments. These beliefs reinforce the responsibility of man-
agement in specifying role responsibilities and boundaries
as well as providing role support and effective utilization of
the nurse educators within hospitals. These strategies sup-
port role identity and are important to avoid role overload
and erosion.

3.4.2 Organisational culture as devaluing the NE role

Pervading organizational attitudes to education may pro-
mote limited understanding of the need for an educated and
competent workforce to address the requirements associated
with higher patient acuity.

The following remarks depict the lack of recognition of the
value and impact of the NE role, within an organisation:[23]

“I have worked as an educator previously
within the public sector and was given a lot

more opportunity to function highly in the role.
The public system seems to rely more on the
non-clinical staff to back fill sick leave and re-
lieve for meal breaks. This is extremely frus-
trating when I’ve studied very hard to get where
I am. The staff don’t understand the non-
clinical skills that nurse educators have. The
point, I feel, is that you don’t have to be in-
volved in direct patient care to help patients.”

The nurse educator had different expectations of her role
when she moved from a private hospital to a public hospi-
tal. On the basis of this experience she anticipated her role
in the public sector would allow continued demonstration of
her capabilities and expertise. However, she expressed her
frustration and feeling of isolation in response to the limita-
tions imposed by her new role and arising from the staff’s
lack of understanding and organisational structures.

Another important factor is workforce diversity associated
with variable skill sets and levels of educational attainment,
as highlighted by the following nurse educator:

“Support not given to education — the cul-
ture is not focussed towards continuing educa-
tion, despite continually changing evidence . . .
Increasing patient acuity and decreasing staff
skills/years of experience equate to a greater
need for clinical education, but where is the ini-
tiative to support it?”

This excerpt depicts hospital culture as inherently influenc-
ing staff culture and devaluing of the NE role. Feelings were
expressed of not being valued, being misunderstood, and
contributions to patient care overlooked or unsupported by
management. Another educator from a city centre perceived
her expertise and credibility was undervalued.

“I feel the value of the role in some cases is se-
riously underestimated by many of the ‘powers
that be’ . . . Clinicians undervalue the knowl-
edge and clinical skills of educators and fre-
quently quip that ‘they are just educators’. Edu-
cators are obviously not respected by the major-
ity for whatever reason until such time as they
feel that there is a role that can be added to their
already overwhelming function.”

The effects of devaluing were further exemplified when a
ward-based nurse educator was called upon to assume a
patient load providing direct clinical care - casting aside
her primary function as an educator - when staffing deficits
arose.

“Educator time within our organisation is not
protected so when staffing numbers are low ed-
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ucators are frequently pulled from their educa-
tional roles to provide direct clinical care.”

This educator expressed her concern, frustration, and feel-
ings that it was an accepted practice for nurse educators to
be used to replace clinical staff and that she had no control
in this practice.

3.5 Summary of findings

Comparative analysis with data from the ACONE scale and
the single item text responses revealed that those who were
more likely to make comments indicating presence of role
blurring and ambiguity were those who spent less of their
work time: (i) supporting nurses and (ii) supporting other
health professionals. The findings from both qualitative and
quantitative data highlighted factors influencing nurse edu-
cator practice. These factors are: educational qualifications;
competency, and reporting and performance management;
and role ambiguity, blurring, and devaluing. These were im-
portant factors influencing role enactment and job satisfac-
tion across both data sets. Participants considered that their
peers, managers, or organisations were also unclear about
these factors. For some educators, not having clear bound-
aries about their role caused confusion within themselves
and others and in turn, created feelings of job dissatisfac-
tion.

4 Discussion
Our results contribute to the international literature by pro-
viding an understanding of the role and scope of practice of
nurse educators in Australian hospitals. The survey partic-
ipants were mostly female (88%), which is slightly lower
than the percentage of female nurses in Australia (90.6%).
Interestingly, this sample had a higher proportion of males
(12%) compared with the number of males nurses in Aus-
tralia overall (9.6%).[24] This finding may indicate that
males may find nurse education an attractive career path-
way.

Nurse educators in this study were involved in the full spec-
trum of education functions from providing one-to-one ed-
ucation at the point of care, to formal education program
development, implementation, and evaluation. Nurse edu-
cators primarily provided education to nursing students and
other registered nurses, healthcare professionals, adminis-
trative staff, and volunteers.

As highlighted in open-ended responses, views of the nurse
educator role and responsibilities varied. Defining nursing
roles provides clarity for nurses, health professionals and
patients about the scope of a particular role and performance
expectations.[25–27] Role definitions also provide informa-
tion about expected and desired attributes such as educa-
tional qualifications, competencies and responsibilities, and

reporting lines.[22] Establishing consensus about role defi-
nitions and responsibilities is necessary to optimise role en-
actment, maintain job satisfaction,[28] attract nurses to the
speciality and inform peers and other professionals under-
standing of role expectations.[4]

4.1 Educational preparation

In Australia, registered nurses are required to have a Bache-
lor’s degree although some register at a master’s level. Com-
petency standards for the registered nurse defined by the
Australian Nursing & Midwifery Council[27] guide nurse ed-
ucator practice whilst specialty nurses (e.g. intensive care
nurses) require advanced knowledge, skills and expertise to
perform within their practice specialty.[26, 29] Survey respon-
dents stated their perception that educators need to be both
clinically competent and have qualifications in education.
We also argue that whilst the nurse educator needs to be
clinically competent, this expertise is insufficient for pro-
fessional practice within the nurse educator specialty. Few
nurse educators in our sample had an education qualification
at the master’s level. In light of this, we argue that a rea-
sonable expectation would be that nurse educators require
specialty education at a master’s level. Masters programs
enable the spiralling development of theoretical knowledge,
critical appraisal and synthesis and translation of research
to practice. These attributes would provide nurse educa-
tors with foundational skills to develop their expertise and
drive the ongoing development of nurse education practice.
Whilst education requirements for nurse educators are un-
clear, this may adversely influence efforts to foster role iden-
tity and credibility.[4]

4.2 Feedback on performance

Nurse educators highly value the importance of receiving
feedback to improve role effectiveness. Furthermore, those
who are not supported through regular performance feed-
back may disengage from their work and workplace as high-
lighted in comments made about role devaluing. Staff who
have career opportunities identified and professional devel-
opment supported, perceive that their contribution to their
workplace is valued. Where this does not occur, as identi-
fied in comments from participants, role conflict may arise
along with perceptions of the role being devalued. This may
be mitigated through management support and performance
review providing opportunities to receive feedback on per-
formance and to identify and negotiate future career and per-
formance goals.[27, 30] Performance review will also allow
comparisons between self-assessment of performance and
the perceptions of other stakeholders. The valuable contri-
bution of nurse educators to continuing professional edu-
cation and their influence on policy and patient outcomes
may be validated through performance review inclusive of
these measures. Adopting strategies in this discussion will
provide nurse educators, their managers and other clinicians
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with clear direction regarding their role and performance ex-
pectations.

4.3 High job satisfaction despite role ambiguity and
role blurring

Nurse educators indicated a high level of self-appraisal of
their performance and the majority intended to stay in their
current role in the foreseeable future. However, concerns
expressed regarding role blurring and ambiguity persist.[11]

The majority of participants indicated satisfaction with their
practice environment overall, however, this was overshad-
owed by respondents perceptions of role blurring and ambi-
guity. Role blurring and ambiguity may negatively influence
nurse educator performance and job satisfaction.[25] Left
unchecked, role ambiguity may diminish role identity and
role conflict may arise.[4] These issues may have been com-
pounded by the restructuring of nursing roles in recent years
and limited acknowledgement of the effect of these changes
on the nurse educator role.[4]

Role blurring and ambiguity was reported among nurse
educators who spent less time supporting nurses and less
time supporting other health professionals. Regular rede-
ployment of nurse educators to provide patient care when
staffing deficits occur generates role confusion and poten-
tially a loss of job satisfaction for nurse educators. Rede-
ployment as a consequence of inadequate staffing and per-
ceptions of not being supported by management are predic-
tors of work related stress and may lead to staff burnout.[31]

This may also occur when nurse educators were ‘wearing
many hats’ with dual responsibilities such as education and
infection control within a hospital. These examples high-
light the competing priorities nurse educators encounter in
their work and how these may make them feel frustrated
or concerned about their ability to meet their own expecta-
tions as well as those of their peers and managers. Whilst
higher patient acuity and staff mix availability increasingly
require a degree of flexibility in all roles,[25] it is equally
important that nurse educators and managers work collabo-
ratively to ensure that nurse educators are able to work opti-
mally and continue to be satisfied in their job. Promoting
positive practice environments, where staff are supported
by management, contributes to job satisfaction, and reten-
tion.[31] Given the complexities of the acute care environ-
ment, nurse educators are pivotal in supporting nursing staff
to provide competent quality care. Links between burnout
of nursing staff, quality of care and job satisfaction in acute
care hospitals are widely acknowledged in the nursing liter-
ature.[31–33] Nurse educators may be burdened by the degree
of emotional support that is required of them when support-
ing staff as well as experiencing some degree of stress them-
selves. Peer and management support to mitigate these ef-
fects thereby promoting positive practice environments and
enhancing job satisfaction is essential. Nurse educators also
need to develop self-care skills and resilience to recognise

and manage burnout in their lives to maintain high levels of
job satisfaction.[31]

The increasing complexity of health care environments,
coupled with changing nursing workforce roles, may also
influence a loss of group identity for nurse educators. Al-
though individual nurse educators may be cognisant of the
perceived threat to their identity, they often neglect to recog-
nise the importance of articulating their practice and profes-
sional and organisational contribution to promote their spe-
cialty role and practice.[2, 4, 11] This was evident in their self-
assessment of competency where there was limited evidence
of their contribution to research and scholarship. Nurse ed-
ucators could readily address this through conference pre-
sentations, writing for publication and active participation
in professional organisations. Another strategy would be to
engage in communities of practice.[35]

4.4 Moving forward

Nurse educators are leaders and change agents within the
nursing profession. Nurse educators demonstrate leader-
ship by being effective role models for students and grad-
uate nurses. Another leadership attribute is their capacity
as change agents driving the development and implemen-
tation of evidence in clinical practice.[1, 11] Addressing the
needs of diversely skilled students and graduates requires
educators with expert knowledge to guide and support indi-
vidual staff as they transition from novice to expert. This is
contingent upon healthcare infrastructure to recruit, support
and sustain competent nurse educators. A career pathway
may enhance role development and career advancement.[36]

Continued development of the nursing profession and its
ability to address society’s healthcare needs is implicit upon
the nurse educator role.[1] If teaching and learning is val-
ued as core business in clinical practice environments, then
the contribution of nurse educators through role modelling,
guiding the development and implementation of evidence,
and enabling learning and skill acquisition is invaluable.
The recent move to national nurse registration and the as-
sociated requirement for mandated continuing professional
education in Australia may also impact on the provision of
nurse education in clinical practice environments.[36] Con-
sequently, the role of the educator in providing these pro-
grams needs to be addressed.

4.5 Implications for policy, practice, and research

Nurse educators both in Australia and internationally will
continue to address education and practice requirements,
and contribute to the development of a competent and ca-
pable workforce.[1, 5] The findings from this study highlight
the need for regulatory bodies, nurse educators, hospitals
and professional associations to work collaboratively to re-
view the nurse educator role and integrate professional and
educational requirements and practice competencies in role
development particularly in light of concerns raised about
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role blurring and ambiguity. This is also important to en-
sure effective utilisation of nurse educators within the nurs-
ing workforce as well as promoting the role as a career op-
tion. Ongoing role monitoring is recommended to identify
the effects of role change on job satisfaction and role ef-
fectiveness. Further research to determine the impact of
nurse educator practice on patient outcomes is important to
demonstrate the influence of the role on advancing practice
and patient safety.[13]

4.6 Limitations and strengths

Among the limitations in this study is sample selection. The
lack of a defined sampling frame precluded random sam-
pling. To mitigate this, an exhaustive list of educators were
contacted and offered different methods of completing the
survey. Another limitation of the study is that the viewpoints
of managers regarding the role were not solicited as part
of the study. Comparing perspectives of both management
and nurse educators would further inform opportunities for
role clarification and identify the relationships between role
ambiguity, role stress and organisational climate. Also, the
ACONE competencies require further validation in practice.
Although these data pertain to nurse educators in Australia,

it is likely that these data have salience and relevance to an
international audience of nurse educators working in hospi-
tals and within the broader nursing profession where nursing
roles are reviewed and clarified.

5 Conclusion
Despite the high job satisfaction level, this study also identi-
fied role ambiguity, blurring and overlap between the nurse
educator role and other nursing roles with responsibility for
education in Australian hospitals. Role conflict influences
nurse educator job satisfaction, effectiveness and profes-
sional identity. Role clarity and validation of performance
is crucial to role enactment, effectiveness, and influencing
teaching and learning in clinical practice. Nurse educator
competencies are influential in role development, recruit-
ment and career progression. Further role monitoring may
ascertain the continued effects of role change, service pro-
vision, and the impact of the nurse educator role on patient
outcomes.
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