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Background and Purpose: Patient care is changing rapidly with increased complexity of 
care, patient volumes, and financial constraints with rising health care costs and limited 
reimbursements. In response, the clinical nurse leader (CNL) role was developed. No 
appropriate instrument exists to measure staff satisfaction with the CNL role. This study 
describes the development and testing of an instrument designed to measure staff satisfac
tion with implementation of the CNL role. Methods: The psychometric properties and 
factor structure of the Clinical Nurse Leader Staff Satisfaction (CNLSS) instrument was 
examined. Results: A 2-factor solution was discovered for the CNLSS. Cronbach's alpha 
coefficients were acceptable for the subscales and instrument. Conclusion: The CNLSS 
is a valid and reliable instrument. Future research should focus on establishing test-retest 
reliability and construct validity. 
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Growing concerns around medical errors, safety, and quality in addition to the 
increasing nursing shortage has led to a call for change (American Association 
of Colleges of Nursing, 2007). The American Association of Colleges of Nursing 

(AACN) developed the clinical nurse leader (CNL) role in 2007 in direct response to 
reports released from the Institute of Medicine (IOM; 2000, 2001), the Joint Commission 
on Accreditation of Healthcare Organizations (2002), and the American Hospital 
Association (2002) that brought to .the forefront concerning issues related to patient 
outcomes in both a complex and fragmented health care delivery system. The CNL role 
addresses the current fragmented health care delivery system by being a lateral integrator 
of care at the microsystem level (AACN, 2007; Begun, Hamilton, Tornabeli, & White, 
2006). To make improvements in patient care and prevent errors, changes need to be made 
at the unit level (Begun et al., 2006). As a result, the CNL role was created to address 
safety and quality at the unit level, where the largest impact to direct patient care can be 
made (AACN, 2007; Bartels & Bednash, 2005; Reid & Dennison, 2011). There are more 
than 100 CNL educational programs and 2,563 certified CNLs (AACN, 2013). 

BACKGROUND AND FRAMEWORK 

The CNL is a master's prepared registered nurse that focuses on the coordination and 
facilitation of a group of patients through multiple services across the continuum of care 
to direct evidence-based care delivery and improve patient outcomes at the unit level or 
microsystem level (Baernholdt & Cottingham, 2010; Rusch & Bakewell-Sachs, 2007; 
Stachowiak & Bugel, 2013). In addition, the CNL has the decision-making authority 
to change care plans, serves as an active member of the interdisciplinary health care 
team, and provides mentorship to staff (AACN, 2007). In practice, a CNL identifies and 
addresses population-focused problems in adult, mental health, pediatric, and geriatric 
settings. 

Implementation of the CNL role has been linked to improved effectiveness and effi
ciency of interdisciplinary rounds and handoff of care (Bender, Mann, & Olsen, 2011; 
Poulin-Tabor et al., 2008), improved workflows and clinical processes (Bender, Mann, 
et al., 2012; Hix, McKeon, & Walters, 2009; Sherman, Clark, & Maloney, 2008; Wilson 
et al., 2013), improved collaboration and communication with the health care team 
(Bender, Connelly, & Brown, 2012), and reduction in health care costs (Hix et al., 2009; 
Ott et al., 2009; Poulin-Taboret al., 2008; Wilson et al., 2013). Patient outcomes that have 
shown improvement resulting in the CNL integration into the health care delivery system 
include reduction in hospital-acquired conditions (Ott et al., 2009; Wilson et al., 2013), 
reduced length of stay (Poulin-Taboret al., 2008; Wilson et al., 20 13) and readmission rates 
(Wilson et al., 2013), improved pain management (Wilson et al., 2013), and improved core 
measure compliance (Hix et al., 2009; Sherman et al., 2008; Stanley et al., 2008; Wilson 
et al., 2013). In addition, at the microsystem level, implementation of the CNL role has 
been shown to improve nurse engagement as measured by hospital nurse satisfaction sur
veys, nurse vacancy, nurse turnover, and nurse retention rates (Baernholdt & Cottingham, 
2010; Ott et al., 2009; Stanley et al., 2008). In addition, improved physician (Stanley et al., 
2008) and patient satisfaction (Bender, Connelly, et al., 2012; Bender, Mann, et al., 2011; 
Ott et al., 2009; Poulin-Taboret al., 2008; Sherman et al., 2008; Stanley et al., 2008) were 
found after implementing the CNL role. Certainly, advances have been made by imple
menting the CNL role, particularly in redesigning work to maximize the efficiency and 
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effectiveness of care delivered to patients. Although the results of these studies do add to 
our knowledge, staff satisfaction with the CNL data can be used to describe and analyze 
CNL work activities, link work activity to clinical and fiscal outcomes, and articulate CNL 
practice to multiple stakeholders. 

The Clinical Nurse Leader Staff Satisfaction (CNLSS) instrument was developed based 
on AACN's (2007) white paper that outlined the role and education of the CNL. The CNL 
role functions include clinician, outcomes manager, client advocate, educator, information 
manager, systems analyst/risk anticipator, team manager, member of a profession, and 
lifelong learner (AACN, 2007). The CNL role expectations are summarized in Table 1. 
The CNL educational program competencies focus on curriculum elements of nursing 
leadership, care environment management, and clinical outcomes management. The com
petencies specifically address the IOM (2011) recommendations to prepare future nurses 
to deliver patient-centered, equitable, safe, high-quality health care. 

In summary, the CNL .role is still relatively new, and no studies on staff's perception 
of this newly implemented role have been published. As the CNL role becomes more 

TABLE 1. Clinical Nurse Leader Role Functions and Expectations 

CNL Role Function 

Clinician 

Outcomes manager 

Client advocate 

Educator 

Information manager 

Systems analyst/risk 
anticipator 

Team manager 

Member of a 
profession 

Lifelong learner 

CNL Role Expectation 

Designer, coordinator, integrator, and evaluator of care to 
individuals, families, cohorts of clients; a provider able to 
understand and deliver care to diverse and complex populations 
in multiple settings; a provider at the point of care to clients 
with an emphasis on health promotion and risk reduction 

Analyzes and synthesizes data to evaluate, change, and improve 
practice and client outcomes 

Ensures clients are informed, involved, and included in care 
planning; advocates for the profession and collaborates with 
the interdisciplinary team 

Uses learning principles, teaching strategies, and current 
evidence-based resources to ensure learning of individuals, 
families, clients, and health care professionals 

Uses technology and information systems at the point of care to 
improve outcomes 

Participates in quality reviews to anticipate and evaluate risks to 
improve outcomes and delivery of care 

Properly uses, delegates, and manages the nursing team 
resources (human and fiscal) and serves as a leader and 
partner of the interdisciplinary patient care team 

Participates and accountable of current knowledge and skills to 
effect practice changes, outcomes, and the profession 

Stays abreast of new knowledge and skills related to the CNL 
role and clients as the organizational needs evolve 

Note. CNL = clinical nurse leader. Adapted from American Association of Colleges 
of Nursing. (2007). White paper on the role of the clinical nurse leader (revised and 
approved by AACN Board of Directors). 1-40. Retrieved from http://www.aacn.nche.edu/ 
aacn-publications/white-papers/cnl-white-paper 
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disseminated across the United States health care delivery system, there is a need to 
investigate the perception of the CNL role by the health care delivery team. This study's 
purpose was to conduct a psychometric assessment of the CNLSS instrument. 

PROCEDURE FOR INSTRUMENT DEVELOPMENT 

Face validity was addressed through consultation with three CNLs. Content validity was 
assessed against an extensive literature review, consultation with experts, and the CNL 
white paper prepared by the AACN (2007). In addition, content validity was assessed by 
a panel of clinical experts (N = 5) with extensive experience with the CNL role using a 
content validity index. All five experts held a master's degree in nursing and job titles 
included chief nurse, chief nurse executive, director of clinical learning, and two CNLs. 
The experts rated each item using the following scale: 1 = not relevant, 2 = somewhat 
relevant, (3) = quite relevant, or 4 = highly relevant (Polit & Beck, 2012). Four items 
were removed, and the remaining 18 items were approved. A content validity index was 
calculated at 0.92. 

The 18-item instrument was initially pretested with 18 staff to assess clarity and 
content. The instrument was available online from March 1, 2012 to April1, 2012. Minor 
edits in item wording were incorporated based on feedback. 

DESCRIPTION, ADMINISTRATION, AND SCORING OF 
INSTRUMENT 

No appropriate instruments were identified that accurately assessed staff satisfaction 
related to the CNL role. An 18-item survey was developed to measure staff satisfaction 
related to the CNL role. The items are rated on a Likert response scale ranging from 1 
(strongly disagree) to 5 (strongly agree), with higher scores indicating higher satisfaction 
with the CNL role. Possible score range is 1-5. The responses to all items on the survey 
are averaged to obtain a total mean score. The instrument takes approximately 10 min to 
complete. 

METHOD 

Sample 

Prior to beginning data collection, ethics approval was obtained from an institutional 
review board (IRB) and the health care system nursing research committee. Purposive 
sampling was used to recruit employees working in an integrated health care system 
located in a southeastern state. Inclusion criteria included (a) must be 18 years of age, 
(b) an employee that works in an area that a CNL is employed on, (c) able to speak and 
read English, and (d) willing to complete study questionnaires. Nunnally (1978) recom
mended 10 participants per item was needed for factor analysis, so a sample size of 180 
was sought. Potential participants were informed of the study during department meetings, 
shared governance council meetings, and rounding on each unit to provide information 
about this study. 
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Approaches to Validity and Reliability Assessments 

Prior to data analysis, data cleaning was performed to ensure accuracy of data entries and 
missing data points. Statistical methods included frequencies, percentages, means, and 
standard deviations to describe the sample characteristics. Validity of the instrument was 
explored using face, content, item analysis, and construct validity methods. Instrument 
reliability was examined using internal consistency reliability with Cronbach's alpha coef
ficients. Statistical analyses were conducted using Statistical Package for Social Sciences 
(SPSS) version 21. 

RESULTS 

Sample 

A sample of 206 staff participated in the study from four hospitals in an integrated health 
care system (Table 2). The sample ranged in age from 21 years to 76 years (M = 38.51, 
SD = 11.4). Participants were predominantly female (95.1%), were White (54.7%), were 
registered nurses (67.3%), and worked day shift (57.3%). 

Validity Assessments 

Construct Validity-Item Analysis. During item analysis, means and standard deviations 
were examined for each item in the instrument (Table 3). In addition, inter-item and 
corrected item-to-total correlations were conducted to assess the unidimensionality of 
the items. Inter-item correlations higher than .30 (Pett, Lackey, & Sullivan, 2003) and 
corrected item-to-total correlations between .20 and .90 (Field, 2009) were used to deter
mine acceptable criteria for the correlations. Inter-item correlations ranged from .44 to 
.94. Corrected item-to-total correlations ranged from .71 to .87. Two items, CNL8 and 
CNL14, were deleted because of high inter-item correlations (.94 and .92, respectively). 
The remaining 16 items were used in further data analysis. 

Construct Validity-Factor Analysis. Exploratory factor analysis, using principal com
ponents analysis (PCA), was conducted to explore the factor structure of the CNLSS 
instrument. Varimax rotation was used to simplify the factor components for determination 
of factor solutions (Pettet al., 2003). A Kaiser-Meyer-Olkin (KMO) of .95 was obtained 
indicating sampling adequacy (Netemeyer, Bearden, & Sharma, 2003). In addition, 
Bartlett's test of sphericity was significant, x2 = 3483.41, df = 120, p < .001 (Netemeyer 
et al., 2003). Based on the results of the KMO and Bartlett's test of sphericity, the research
ers moved forward with analyzing the PCA data output. 

Factors with an eigenvalue greater than 1.00 were retained. A two-factor solution 
emerged from the data with eigenvalues of 10.93 and 1.06. The two factors accounted for 
74.96% of the satisfaction construct. Review of the scree plot confirmed the two-factor 
solution. Items CNLl through CNL 7 and CNL9 through CNLl 0 loaded on Factor 1 
(Table 4). Items CNL11 through CNL13 and CNL15 through CNL18loaded on Factor 2. 
Examination of the items in Factor 1 revealed the items assessed satisfaction of the CNL in 
accordance with their role expectations. This factor was labeled satisfaction with CNL role 
expectations subscale. Examination of items in Factor 2 revealed the items assessed satis
faction with the professional values exhibited by the CNL's patterns of professional behav
ior. This factor was labeled satisfaction with CNL professional behavior/values subscale. 

Psychometric Testing 

TABLE 2. Sample Characteristics (N = 206) 

Range 

21-76 

Age (years) 

Years working at hospital 

Less than 2 years 

2-5 years 

6-10 years 

11-15 years 

16 years and more 

Gender 

Female 

Male 

Race 

White 

Black/ African 
American 

Hispanic/Latina 

Asian or Pacific 
Islander 

Other 

Job title 

Registered nurse 

Clinical care partner 

Physician 

Physician assistant 

Other 

Employment status 

Full-time 

Part-time 

PRN (as needed) 

Primary shift worked 

Day 

Night 

Evening 

Rotate shifts 

307 

M SD 

38.51 11.4 

n (o/o) 

59 28.6 

34 16.5 

29 14.1 

38 18.4 

46 22.4 

196 95.1 

10 4.9 

113 54.7 

76 36.9 

3 1.5 

6 3.0 

8 3.9 

138 67.3 

36 17.6 

1 0.5 

3 1.5 

28 13.1 

189 91.7 

9 4.4 

8 3.9 

118 57.3 

76 36.9 

7 3.4 

5 2.4 
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TABLE 3. Means and Standard Deviations of the CNLSS Instrument 

M SD 

CNLl The CNL is accountable for evidence-based outcomes. 3.68 1.02 

CNL2 The CNL functions as a manager of care. 3.43 1.06 

CNL3 The CNL is active in creating evidence-based policies 3.52 1.02 
for patient care. 

CNL4 The CNL coordinates direct patient care. 3.28 1.10 

CNL5 The CNL coordinates interdisciplinary care for patients. 3.53 1.03 

CNL6 The CNL functions as a teacher/educator of patients. 3.62 1.04 

CNL7 The CNL analyzes and uses data to improve practice. 3.75 0.94 

CNL8 The CNL analyzes and uses data to determine 3.73 0.95 
outcomes. 

CNL9 The CNL plans, implements, and evaluates patient care 3.62 0.99 
plans. 

CNLlO The CNL is involved in disease management 3.59 1.01 
programs. 

CNL11 The CNL is involved in establishing ethical guidelines for 3.57 0.93 
practice. 

CNL12 The CNL is involved in creating a culture that respects 3.60 0.93 
human diversity. 

CNL13 The CNL is active in effecting change in the health 3.60 0.94 
care delivery system. 

CNL14 The CNL is active within the nursing profession in 3.63 0.95 
effecting change in health care policy. 

CNL15 The CNL allows me to spend time with my patients. 3.22 1.03 

CNL16 The CNL is highly visible and accessible to staff. 3.53 0.98 

CNL17 The CNL backs up staff in decision making, even if 3.41 0.94 
the conflict is with a health care provider. 

CNL18 The CNL promotes collaboration (joint practice) 3.65 0.95 
between health care disciplines. 

Note. CNLSS = Clinical Nurse Leader Staff Satisfaction; CNL = clinical nurse leader. 

Reliability Assessment 

Reliability-Internal Consistency. Internal consistency was examined by conducting 
Cronbach's alpha coefficients for the identified subscales and total instrument. A Cronbach's 
alpha coefficient of .70 or higher was determined to be acceptable for internal consistency 
reliability (Nunnally & Berstein, 1994). Internal consistency reliability was demonstrated 
for the total instrument with a Cronbach's alpha coefficient of .97. Cronbach's alpha coef
ficient for the satisfaction with CNL role expectations subscale was .95. Cronbach's alpha 
coefficient for the satisfaction with CNL professional behavior/values subscale was .94. 
Review of the "Cronbach's Alpha If Item Deleted" column did not identify improvement 
h1 internal consistency reliability if any additional item was deleted. 
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TABLE 4. Factor Loading of the CNLSS Instrument Items 

Factor 1 Factor 2 

CNLl The CNL is accountable for evidence-based .789 .251 
outcomes. 

CNL2 The CNL functions as a manager of care. .826 .255 

CNL3 The CNL is active in creating evidence-based .771 .406 
policies for patient care. 

CNL4 The CNL coordinates direct patient care. .715 .338 

CNL5 The CNL coordinates interdisciplinary care for .748 .434 
patients. 

CNL6 The CNL functions as a teacher/educator of patients. .694 .497 

CNL7 The CNL analyzes and uses data to improve .764 .454 
practice. 

CNL9 The CNL plans, implements, and evaluates patient .766 .476 
care plans. 

CNLlO The CNL is involved in disease management .753 .469 
programs. 

CNL11 The CNL is involved in establishing ethical .608 .677 
guidelines for practice. 

CNL12 The CNL is involved in creating a culture that .623 .678 
respects human diversity. 

CNL13 The CNL is active in effecting change in the health .461 .767 
care delivery system. 

CNL15 The CNL allows me to spend time with my patients. .285 .724 

CNL16 The CNL is highly visible and accessible to staff. .356 .750 

CNL17 The CNL backs up staff in decision making, even if .267 .822 
the conflict is with a health care provider. 

CNL18 The CNL promotes collaboration (joint practice) .407 .792 
between health care disciplines. 

Note. CNLSS = Clinical Nurse Leader Staff Satisfaction; CNL = clinical nurse leader. 

DISCUSSION 

This study's purpose was to conduct a psychometric assessment of the CNLSS instru
ment. The 16-item CNLSS is a valid and reliable instrument to assess staff perception of 
satisfaction with the CNL role. Inter-item correlations and corrected item-total cmTela
tions were deemed satisfactory for the 16-item instrument. Consistent with Field's (2009) 
recommendation that acceptable corrected item-total correlations range from .20 to .90, 
item-total correlations ranged from .71 to .87 in this study. Two items were deleted from 
the data set that had high inter-item correlations. The remaining 16 items were included 
in the PCA procedures. 

In evaluating the factor structure of the CNLSS instrument, two factors were deemed 
acceptable for the instrument, the satisfaction with CNL role expectations subscale and the 
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satisfaction with CNL professional behavior/values subscale. When examining the factor 
loadings, all items related to satisfaction with CNL role expectations subscale loaded on 
Factor 1, whereas all items related to satisfaction with CNL professional behavior/values 
subscale loaded on Factor 2. In addition, the Cronbach's alpha coefficients for the subscales 
and total instrument score demonstrated a high level of internal consistency reliability. 

Limitations included the purposive sampling method and limited generalizability to 
other health care team members. Because most of the study participants are nursing staff, 
the lack of interdisciplinary participation did not represent all health care disciplines' 
perceptions of satisfaction with the CNL role. The sample included mostly White, female 
registered nurses, which limits generalizability of these findings to other subpopulations 
including male, ethnic minorities, and other health care disciplines. Future research is 
needed to investigate the psychometric properties of the CNLSS in a larger, more diverse 
sample. To further support construct validity of the instrument, future research is needed 
to compare satisfaction scores between CNLs employed on units for more than 1 year to 
CNLs newly employed to units. In addition, further testing of the instrument to establish 
test-retest reliability should be conducted. 

CONCLUSION 

The CNL can be an asset to the health care delivery system. Integration of the CNL role 
into health care systems has shown significant improvements in nursing quality outcomes, 
improved interdisciplinary care coordination and health care costs, and improved com
munication and collaboration across health care disciplines. Understanding the perception 
of staff satisfaction related to the CNL role is critical because it may reveal opportunities 
to improve implementation of the CNL role in the health care delivery system. The abil
ity to gain information about staff perceptions of the role will continue to build a body 
of knowledge related to the emerging CNL role. The CNLSS may be used to assess staff 
perceptions and measure the satisfaction of the CNL role related to their role expectations 
and professional behavior/values. In addition, the CNLSS has implications for health 
care delivery systems that are planning or have implemented the CNL role. The CNLSS 
provides a brief and easy-to-use measurement of how well the CNL is performing the 
role expectations and transitioning to the practice setting outlined by the AACN. Practice 
changes frequently encounter resistance along the way, and obtaining staff perceptions of 
the CNL role is critical to successful implementation of the role. 
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