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 Preceptorship facilitates students' learning and prepares them to work 

independently as professional nurses. The role of preceptors is crucial in 

providing comprehensive theory-based education, providing close on-site 

supervision, utilizing adult learning principles, practicing effective 

communication, coaching, and guiding students. This article aimed to the 

develop, test the validly and reliability of the Multifaceted Role of Clinical 

Nurse Preceptors Questionnaire (MRCNP-Q). An exploratory mixed 

research methods was used. The MRCNP-Q was developed after an 

extensive review of the literature and a focus group, then the items' content 

validity was assessed by a panel of experts in nursing education (n = 13), 

and the Scale Content Validity Index (S-CVI) was calculated. The 

reliability was evaluated through internal consistency and test-retest 

reliability. Construct and concurrent validity were also investigated. It was 

revealed that the S-CVI was 0.93 for relevancy and 0.96 for clarity, and the 

Items-Content Validity indexes ranged from 0.88 to 0.99. The internal 

consistency of the final version of the MRCNP-Q with 40 items (n = 211) 

revealed that the Cronbach alpha coefficient was 0.87 and test-retest 

reliability over a 2-week interval was satisfactory (ICC = 0.90). The 

confirmatory factor analysis revealed seven factors: (a) teacher (13 items), 

(b) facilitator (4 items), (c) adult learning principles adaptor (3 items), (d) 

role model (4 items), (f) socializer (6 items), (e) advocator (4 items), and 

(f) feedback provider/evaluator (6 items). It can be concluded that the 

MRCNP-Q is considered valid in terms of clarity, relevancy, and 

comprehensiveness of its items. It also showed satisfactory internal 

consistency, test-retest reliability coefficients, construct and criterion 

validity results. 

 

 

 

   

 

This work is licensed under a Creative Commons Attribution Non-Commercial 4.0 

International License. 

 

 

1. INTRODUCTION 

Nursing is a competency-based discipline where clinical training is an indispensable component of nursing 
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education [1]. A successful clinical experience is one that assists nursing students to complement their 

theoretical knowledge, acquire technical skills, problem-solving, critical thinking, communication, and 

clinical reasoning capabilities, and eventually fill the theory- to practice gap [2], [3]. Nursing students spend 

most of their academic hours in clinical sites, where the principal endeavor is directed toward the patients’ 

care rather than by pedagogical considerations. Within this complex environment, clinical educators play a 

substantial role in enabling the students to acquire intellectual knowledge, psychomotor skills, and affective 

attitudes necessary for nursing professional practice [4]. Globally, there is a general tendency to increase the 

number of enrolled nursing students to fulfill the growing health needs [5]. Since clinical training in nursing 

requires close supervision of the students’ practice in clinical facilities, the available number of academic 

nursing educators is not enough to accomplish this crucial task. Therefore, many nursing schools adopt the 

preceptorship model as an alternative experiential learning approach for conducting students’ clinical 

training. Recent literature strongly supports the preceptorship model as an effective strategy that facilitates 

students' learning, skills acquisition and improves their clinical learning outcomes [6]. The key players in the 

preceptorship are the academic faculty, preceptors, and students; all are engaged in an interactive teaching 

and learning process. 

 

A clinical preceptor is a skilled registered nurse (RN) who closely supervises, guides students’ clinical 

experience, and facilitates their learning within a complicated, continually changing, and unstructured clinical 

environment. Using the preceptorship model has been reported to play an important role in providing 

individualized support, enabling the students to achieve clinical learning outcomes, and preparing them for 

the forthcoming role as staff nurses [7]. Academic nursing faculty should collaborate with the nurse 

preceptors by equipping them with the course-specific clinical objectives, learning materials, clinical mastery 

requirements, and evaluation criteria that promote self-directed practicum experience for adult learners. To 

create a learner-centered experience, nurse preceptors need to possess teaching competence to properly 

perform their multifaceted roles. Adequate preparedness is the cornerstone of a successful preceptorship. 

Moore (2009) identified different domains for the fruitful preceptor’s role. These domains include; (a) 

teacher, (b) facilitator, (c) role model, (d) provider of feedback, (e) adopt at using adult learning principles, 

(f) socialization, and (g) advocate roles [8].  Therefore, nurse preceptors should be aware of and perform their 

different roles as educators and professionals in a health care system [9].  Hence, this article describes the 

process of constructing a multidimensional tool following an existing framework [8], and examining it for 

validity and reliability. Ultimately, this tool enables academic nursing institutions to monitor the quality of 

clinical education provided by clinical nurse preceptors. 

 

1.1 Study Aim 

This study aimed to develop a comprehensive questionnaire that could reliably address the roles of nurse 

preceptors in students’ clinical learning experience. Further objectives include testing the content, face, and 

construct validity of each item in the Multifaceted Role of Clinical Nurse Preceptors Questionnaire (MRCNP-

Q) and testing its internal consistency and stability (test-retest reliability). 

 

2. Methodology 

 

2.1 Design: exploratory mixed research methods (qualitative-quantitative) design. 

2.2 Setting: The study was conducted at the College of Health and Sport Sciences on the clinical nurse 

preceptors working in Salmanyia Medical Complex, Geriatric Hospital, Psychiatric Hospital, King Hamad 

University Hospital and Health Centers at Kingdom of Bahrain. in the Kingdom of Bahrain 

 

Phase I: Questionnaire Development 
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The MRCNP-Q was developed according to [10] seven-step scale design process, namely; reviewing the 

literature, conducting focus groups, synthesizing literature and interviews/focus groups, developing items, 

conducting expert validation, conducting cognitive interviews with few number participants, and pilot testing. 

 

1. Literature Review 

The researchers conducted an extensive search on the Web of Science and Scopus databases for relevant 

articles. The following keywords were used; psychometrics, reliability, validity, preceptorship, nursing 

education, clinical mentoring, coaching, clinical supervision, nurse training, and clinical practicum. 

Additional searches were also done on Google Scholar to scan studies aimed at developing and testing the 

validity and reliability of instruments used for evaluating the preceptors' or clinical nursing educators’ roles. 

 

2. Focus Groups 

A focus group interview was conducted with three experts in clinical nursing education and preceptorship to 

explore in depth the multifaceted functions of clinical nurse preceptors. The investigator posted a general 

question: "What are the different roles of the nurse preceptor in clinical nursing education?" The interviewer 

also asked some clarifying questions, such as, "What do you mean?" and "Can you elaborate more on this? 

"), to encourage the participants to deeply discuss the roles and provide extended descriptions. Participants 

were allowed to discover all the possible roles till saturation, and no new ideas were generated. The duration 

of the interview was 45 minutes. The qualitative data gathered aided in the enrichment and confirmation of 

what was discovered in the literature research and provided a valuable resource for the questionnaire items 

[11]. 

 

3. First Draft of the MRCNP-Q 

Both the literature review and the focus groups provided a clear picture and highlighted the different 

dimensions of preceptors’ roles in clinical nursing education. The researchers synthesized the literature search 

findings with the preceptors' focus group discussion and pooled the items to create the first draft of the 

MRCNP-Q. 

 

Phase II. Validity Testing & Item Reduction 

A 13- expert panel clinical nursing educators evaluated the extent to which the MRCNP-Q accurately 

measures what it is supposed to measure. The panel members were asked to rate the relevancy of the 

questionnaire's items on a 4-point Likert scale: "1 = not relevant," "2 = somewhat relevant," "3 = quite 

relevant," and "4 = highly relevant." Likewise, the items' clarity was examined using another 4-point Likert 

scale: "1 = not clear," "2 = item needs some revision," "3 = clear but needs minor revision," and "4 = very 

clear." Then the obtained scores from relevancy and clarity were transformed into two dichotomous 

categories, as the items that scored 2 and 1 were considered "not relevant or not clear,", while those items 

scored 3 and 4 were considered "relevant or clear" [12]. They were also invited to provide feedback on the 

item's quality and phrasing. If experts who rated items 1 or 2 for clarity, they were asked to provide 

suggestions for improvement. Afterward, experts were asked if they had spotted any missing items on the 

questionnaire that should be added. After item modification, all experts were asked to rate the questionnaire 

items in a second round. 

 

Eventually, the content validity indexes were calculated at both the items (I-CVIs) and the scale level (S-

CVI) [13]. The I-CVI expresses the proportion of agreement on the relevancy of each item. The content 

validity index for relevancy and clarity of each item (I-CVI) was obtained by dividing the number of experts 

judging the item as relevant or clear (rating 3 or 4) by the total number of experts [13]. The I-CVI value lies 

between zero and one. The actions taken to keep, revise, or remove the item were determined by the I-CVI 
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values (appropriate "> 0.79", revised "70 – 79", and eliminated " 0.70"). However, the S-CVI measured all 

questionnaire items by obtaining "the proportion of total items judged valid." For S-CVI, the averages of the 

item-level (S-CVI/Ave) method were adopted by summing up the averages of items’ content validity indexes 

and dividing them by the total number of MRCNP-Q items. Since more than nine experts in the study, the 

questionnaire was judged valid if the agreement (S-CVI) was 0.78 or above [14]. 

 

Simultaneously, the face validity of the MRCNP-Q was assessed. A cognitive interview was conducted with 

3 clinical nurse preceptors through a video-conferencing platform in order to investigate the appearance, 

attractiveness, and linguistic clarity of MRCNP-Q items, and identify any ambiguity and misinterpretations 

of the questionnaire's wordings [15], [16]. 

 

Construct Validity 

According to [17], construct (convergent) validity is the degree to which a group of different variables 

represents the measured construct. Construct validity was assessed by confirmatory factor analysis (CFA) to 

match all items in the MRCNP-Q into their relevant factors and clarify the degree to which these variables 

are strongly related to each other [18], [19]. The appropriate sample size for construct validation of the 

questionnaire should be equal to the number of the items multiplied by five [20]. Since there are 40 items in 

the MRCNP-Q, at least 200 valid questionnaires are required. Therefore, 400 questionnaires were distributed 

as the estimated response rate was 50%. The researcher sent the relevant questionnaire link to preceptors 

through their official emails [21]. The estimated sample size was also according to the rule of thumb. As 

suggested, a ratio of 5 to 10 participants per scale item (200–400 preceptor/mentor) to be used [22]. 

Exploratory factor analysis is used to group data according to their intercorrelated variables (factors) [22]. 

 

Phase III: Reliability Testing 

Reliability is the ability of a questionnaire to reproduce consistent results across time and space or from 

different raters [23]. The reliability of MRCNP-Q was assessed by test-retest reliability (stability test) and 

internal consistency [24]. The MRCNP-Q was administered to the clinical nursing preceptors who are 

responsible for nursing students’ clinical training (N = 20). They were invited to fill out the MRCNP-Q two 

times with 2-weeks intervals to avoid carryover effects [21]. Respondents rated each item on a 5-point Likert 

scale ranging from 0 (Never) to 4 (Always) and the negative statements were inversely scored. Every 

respondent was given a unique code so that their data from the first and second measurements was detected 

and matched. 

 

An intraclass correlation coefficient (ICC) was used to measure the test-retest reliability. The ICC is 

considered moderate when its value ranges from 0.75 - 0.90 and very satisfactory if the ICC > 0.9 [25]. 

However, Cronbach’s alpha coefficient was used to assess the internal consistency of the MRCNP-Q overall 

scale and its sub-scales; the acceptable alpha value is greater than or equal to 0.70 [25]. 

 

2.3 Ethical Considerations 

Permission to conduct the study was granted by the ethical research review board of College of Health and 

Sport Sciences, University of Bahrain. The aim and objectives of the study were described to the participants, 

highlighting their right to refuse, voluntarily participate in, or withdraw from the research at any time. The 

data was anonymized, treated securely, and confidentiality was protected. Participants signed a written 

informed consent before their participation. 

 

2.4 Data analysis 

Microsoft Excel was used to calculate the I-CVI and the S-CVI.  The SPSS (Statistical Package for the Social 
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Sciences; SPSS Inc., Chicago, IL, USA) 23.0 program was used for statistical analysis. Descriptive statistics 

were used to describe preceptors’ demographics. Exploratory factor analysis (EFA). Based on suspected 

correlations between factors, the principal axis factoring (PAF) extraction method with oblique rotation 

(Promax) was conducted. Item with item factor loading of at least 0.40 were selected. Bartlett's test of 

sphericity indicated that correlations between items were sufficiently large for PAF. The relevance of the 

scale was confirmed by the Kaiser–Meyer–Olkin (KMO) Measure of Sampling Adequacy. Cronbach's Alpha 

and ICC were used to measure internal consistency and test-retest reliability. The Pearson correlation 

coefficient was used to find the relationship between subscales of the final versions of MRCNP-Q. 

 

3. Results 

 

Phase I: Questionnaire Development 

Based on the results of the literature review and focus groups, an initial draft was created to be congruent 

with the identified conceptual framework. The MRCNP-Q items are grounded under the umbrella of Moore’s 

dimensions of preceptors’ roles in the clinical facilities [8]. Accordingly, the core categories of the preceptors’ 

roles; (a) teacher, (b) facilitator, (c) adult learning principles adaptor, (d) role model, (f) socializer, (e) 

advocator, and (f) feedback provider/evaluator. During the questionnaire construction, items are refined and 

organized in a suitable format. The items were studied in terms of overlapping and duplication and were 

arranged into the corresponding categories. The initial item pool consisted of 75 items. 

 

Phase II: Validity Testing & Item Reduction 

The content validity results led to the elimination of 13 items, the merging of 10 overlapped items, the 

rewording of 13 items, and the addition of 1 item. The number of items in the second draft was 49. After 

conducting the face validity, an additional 4 items were deleted due to redundancy, 2 items were merged, and 

17 items were restated. The proportion of agreement among panel members on the relevancy of the final was 

calculated, and an additional 3 items were removed in response to low ratings by experts. 

 

Item-CVIs (I-CVI) were ranged from 0.85 to 1 for relevancy and from 0.92 to 1 for clarity. Table 1 illustrates 

that all the expert panel agreed upon the relevancy of the roles of the clinical nurse preceptor as a teacher,  

facilitator, adult learning principles adaptor, role model, socializer, advocator, and feedback provider/ 

evaluator. The relevancy and clarity of the other questionnaire subscales ranged from 0.88 to 0.99 for both 

clarity and relevancy (Table 2). Moreover, the scale-level (S-CVI/Ave) was 0.93 for relevancy and 0.96 for 

clarity, which indicated that the overall scale and items of MRCNP-Q were viewed as valid (Table 1). 

 

Table-1 Validity Indexes (Clarity and Relevancy) of MRCNP-Q ’s Sections (n=13) 

 

No. 
Clinical Nurse Preceptors’ Multifaceted Role 

ICV-I 

Relevancy Clarity 

1 Teacher 0.93 0.96 
2 Facilitator 0.94 0.92 
3 Adult Learning Principles Adaptor 0.92 0.92 
4 Role Model 0.92 0.95 
5 Socializer 0.88 0.95 

6 Advocator 0.96 0.98 
7 Feedback Provider/ Evaluator 0.96 0.99 

SCV-S 0.93 0.96 

(I-CVIs for Relevancy and Clarity) were obtained by dividing, the number of experts judging the item as 

relevant or clear (rating 3 or 4) by the total number of experts. Appropriate "> 0.79". 

 

Table 2: Validity Indexes (Clarity and Relevancy) of MRCNP-Q ’s Items (n=13) 
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No. Statement 

 
I-CVI 

Relevancy Clarity 

(a) Teacher   
1- I comprehend the course clinical objectives, required procedures and competencies. 1.00 0.92 
2- I familiarize myself with the course related theoretical content to serve as a resource person. 0.92 0.92 
3- I provide an orientation for the student about the clinical area layout, common diagnoses, treatment plans, equipment 

and supplies, ward protocols, standards, documentation and recording practices. 
0.92 1.00 

4- I orient the students about their roles and responsibilities in the specific clinical setting. 1.00 1.00 
5- I develop daily educational objectives covering knowledge, skills, and attitude dimensions. 0.85 0.92 
6- I review students' individualized learning objectives, time plans, and clinical logbooks daily in order to plan their 

clinical learning experiences and facilitate their progress. 
1.00 1.00 

7- I utilize various teaching strategies to accommodate students’ learning styles. 0.85 1.00 
8- I demonstrate new procedures before allowing students to practice on their assigned clients.  1.00 1.00 
*9- I allow students to practice nursing procedures without mentoring. 0.85 0.92 
10- I direct students to provide priority-nursing action based on a comprehensive assessment of the physical, 

sociocultural aspects of patients’ illness 
0.85 0.92 

11- I assist the students to integrate theoretical knowledge into realistic nursing situations and update them with the 

recent evidenced-based nursing practices.  
0.92 1.00 

*12- I assign the students to provide patients’ nursing care regardless their course level or previous training. 0.92 0.92 
13- I engage the students in case-based learning and encourage them to reflect on it. 1.00 0.92 

(b) Facilitator   
14- I facilitate students’ engagement in the clinical practices.  0.92 0.92 
15- I utilize all opportunities for students’ hands-on practice to develop the required competencies. 0.92 0.92 
16- I assemble equipment, supplies and materials needed for students’ clinical practice. 0.92 0.92 

(c) Adult Learning Principles Adaptor.    
17 I allow the student to independently apply the skills of assessing; planning, implementing, and evaluating their own 

nursing practice under supervision. 
1.00 1.00 

*18- I find it difficult to allow students to assume a leadership role within the confines of the practice setting  1.00 1.00 
19 I gradually increase students' responsibilities at a rate appropriate for their clinical competency progress.  0.92 0.92 

(c )  Role Model   
20- As a nurse preceptor, I act as a role model inspiring the students to visualize their role as professional nurses  1.00 1.00 
*21- I infrequently follow the ideal steps of nursing procedures in the clinical situation. 0.92 0.92 

22- The quality of my work has improved because of precepting students. 0.85 0.92 
23- I am committed to the preceptor’s role and its requirements. 1.00 1.00 

*24- My workload toward the assigned patients affects my ability to allot time for the preceptorship role. 1.00 1.00 

(c) Socializer   
25- I maintain a good rapport with students while keeping professional boundaries.  0.92 1.00 

26- My preceptorship activities ensure students’ engagement with the health care team. 0.85 1.00 
27- I support the participation of other health care team members in students’ clinical training. 0.85 0.92 

*28- I face difficulties in solving conflicts that may arise between the students and healthcare team members, clients, their 
families, and even between students themselves. 

0.92 1.00 

29- I involve colleagues, nursing administrators, and faculty as resources for problem-solving, support, and guidance.  0.85 0.85 
*30- I find it difficult to build an effective relationship with the students during a short clinical rotation’s period. 0.92 0.92 

(e)Advocate   
31- I inform clients regarding the student’s participation in their nursing care.  1.00 1.00 

*32- I carefully assign the students to patients according to their competency levels.  0.85 0.92 
33- I take into consideration students’ technical limitations that could compromise the patients’ safety 1.00 1.00 

34- I intervene where appropriate, to manage any situations beyond the student’s capability.  1.00 1.00 
35- I advocate students’ training and clearly understand that the preceptorship is a protected time. 1.00 1.00 

(d) Feedback Provider/ Evaluator   
36- I monitor the students’ progress and provide ongoing constructive feedback in a timely manner 1.00 1.00 
37- I keep daily anecdotal records for students’ clinical performance to serve as evidence for clinical performance 

evaluation 
1.00 1.00 

*38- I infrequently conduct debriefing sessions to reflect on the students’ performance  0.92 1.00 
39- I communicate students’ learning challenges to the academic faculty and jointly create plan to maximize their 

learning achievements  
0.92 0.92 

40- I collaborate with the academic faculty in the formative and summative assessment of students’ clinical performance. 0.92 1.00 

 

3.1 Construct Validity 

A total of 211 out of 400 questionnaires were fully completed, with a response rate of 52.8%. Among the 

valid responses, 41.23% of the clinical preceptors had 35 to less than 45 years. The vast majority of the 

respondents were female (95.73%) and 70.14% of them had bachelor's degrees in nursing sciences. Nearly 
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half of the preceptors (45.02%) were involved in students' clinical training for less than 5 years (Table 3) 

 

Table 3: Clinical Nurse Preceptors’ Characteristics 

 

 

 

 

 

 

 

 

 

 

 

The results of exploratory factor analysis with varimax rotation showed that the calculated Kaiser–Meyer–

Olkin measure of sampling adequacy value was 0.838, which indicates the adequacy of the sample size to 

perform satisfactory factor analysis. Barlett’s test of sphericity was significant (C = 392.2, P = 0.001). 

Eventually, after omitting factor loadings below 0.30, seven factors were revealed, which together accounted 

for 68.67% of the total variance. Therefore, the subscales of advocate and facilitator were split into two 

factors. The factor loadings for seven extracted factors after varimax rotation. 

 

3.2 Inter-factor relationships 

Table 4 presents means and correlations for all sub-factor indices. There are significant interrelationships 

between the preceptors’ teacher, the Adult Learning Principles adaptor, the Socializer and Advocator 

subfactors, and all the other subfactors across the MRCNP-Q. The facilitator was moderately correlated with 

the adult learning principles adaptor, advocator, and socializer sub-factors. The feedback provider/evaluator 

is also correlated with the teacher, adult learning principles adaptor, socializer, and advocator subfactors. 

 

Table 4: Correlation Matrix between Subfactor of the Clinical Nurse Preceptors’ Role 

          r = Pearson correlation            *Significant at * P≤0.05       ** P<0.001 

 

Phase III: Reliability Testing 

Test-retest reliability (Stability) 

The repeated measurement of the MRCNP-Q with a 2-week interval (n = 20) revealed that the ICC test-retest 

for the overall MRCNP-Q was 0.902, which is considered reliable. The ICC for the 7 dimensions of the 

Items n=211 % 

Age/ years < 35 54 25.59 

 35-< 45 87 41.23 

 > 45 70 33.18 

Gender Male 9 4.27 

 Female 202 95.73 

Level of Education Diploma 37 17.54 

 BSc 148 70.14 

 MSc 26 12.32 

Working Experience < 10 55 26.07 

 10-< 20 67 31.75 

 > 45 89 42.18 

Duration of Precepting 

Students  

< 5 95 45.02 

5-< 10 79 37.44 

 > 10 37 17.54 

 

Preceptors’’ Role 
Teacher Facilitator 

Adult 

Learning 

Principles 

Adaptor 

Role 

Model 
Socializer Advocator 

Facilitator r 0.588** 1     

P 0.008 ----     

Adult Learning 

Principles Adaptor 

r 0.426* 0.453* 1    

P 0.024 0.030 ----    

Role Model r 0.340* -0.115 0.536** 1   

P 0.038 0.105 0<0.001 ----   

Socializer r 0.416** 0.498* 0.572** 0.615** 1  

P <0.001 0.048 <0.001 <0.001 ----  

Advocator r 0.650** 0.561* 0.518** 0.650** 0.691** 1 

P <0.001 0.041 <0.001 <0.001 <0.001 ---- 

Feedback Provider/ 

Evaluator 
r 0.778** 0.076 0.561** 0.665** 0.529** 0.640** 

P <0.001 0.282 <0.001 <0.001 <0.001 <0.001 
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MRCNP-Q ranged from 0.77-0.94 (Table 5). 

 

Table-5: Test-retest Reliability and Internal Consistency of MRCNP-Q. 

Clinical Nurse Preceptors’ Multifaceted Role Number of 

items 

ICC 

(n=20) 

Cronbach’s alpha 

(n=211) 

Teacher 13 0.935 0.842 
Facilitator 4 0.943 0.841 

Adult Learning Principles Adaptor 3 0.845 0.841 
role Model 4 0.840 0.840 
Socializer 6 0.936 0.837 
Advocator 4 0.929 0.839 
Feedback Provider/ Evaluator 6 0.843 0.840 
The overall MRCNP-Q  40 0.903 0.842 

Intraclass Correlation Coefficient (ICC), Kappa Coefficient (KC), and Cronbach’s alpha  

 

3.3 Internal consistency and homogeneity 

Internal consistency reliability coefficients (Cronbach’s alpha) were computed to determine how well each 

set of MRCNP-Q items measured the same construct. The internal consistency of the final version of the 

MRCNP-Q with 40 items (n= 211) revealed that Cronbach’s a was 0.842, and dimensions Cronbach’s a 

ranged from 0.837 to 0.842 as illustrated in Table-6. 

 

4. Discussion 

Preceptorship facilitates students’ learning in clinical settings, offers the best learning outcomes prior to 

graduation from any nursing program, and helps students to work independently like professional nurses [7]. 

In the current study, the content validity was assessed through the evaluation of the questionnaire drafts by a 

13-member panel of experts. The S-CVI of the final draft indicated a high level of agreement among experts 

[14]. Therefore, the experts’ comments guided the amendment of the ambiguity that existed for certain items 

and offered precision to the validation of the MRCNP-Q content. The final draft of the MRCNP-Q consists 

of 40 items with seven subscales. The exclusion of some items from the original draft and the variations in 

the level of importance placed on different items may result from the interdependent roles of the clinical nurse 

preceptors. Moreover, the results of the factor analysis influenced the placement of some questionnaire items 

under different domains or sub-factors. 

 

The Preceptorship Evaluation Survey (PES) was developed by [8] undergone rigorous validity testing using 

a multifaceted approach to validate theoretical domains. Cognitive interviews with the experts identified the 

related domains. All the items of the PES offered the preceptees opportunities to evaluate the preceptor, e.g., 

during my orientation, my preceptor considered my learning style (my preference for learning by observing, 

reading, experiencing, or reflecting) except the management support items that evaluate the preceptors' 

perception of the offered support from the nurse managers, e.g., During my preceptorship, my nurse manager 

asked me to share my thoughts about my orientation. In parallel, [26] developed a valid and reliable 

instrument for monitoring the support offered by preceptors to nursing students in clinical facilities. Three 

constructs regarding clinical support were identified by the exploratory factor analysis. These constructs 

include cognitive support (imparting knowledge and skills), emotional support (personal motivation and 

inspiration for professional growth), and system support (controlling and creating an engaging clinical 

learning environment). The instrument showed high internal consistency as Cronbach's alpha coefficient was 

0.98. Similarly, [27] used the cognitive apprenticeship model as a framework for designing an instrument for 

evaluating clinical teachers for medical students. Three groups of stakeholders in undergraduate clinical 

training were approached to assess the content validity of an instrument. Accordingly, they classified the 

items under six categories: modeling; coaching; scaffolding; articulation; reflection; and exploration. 
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Taken together, the PES, the preceptors’ support monitoring instrument, and the evaluating clinical teachers’ 

tool assess the different roles of the preceptors from the students' perspective. However, the current study 

used Moore’s domains to measure the preceptors’ perception of her multidimensional roles in order to 

maximize the outcomes of the students’ clinical experience. 

 

5. Conclusion 

The present study showed acceptable psychometric properties of the MRCNP-Q. The present findings proved 

that this instrument was considered valid in terms of clarity, relevancy, and comprehensiveness of its items. 

The MRCNP-Q also showed satisfactory internal consistency, test-retest reliability coefficients, and construct 

and criterion validity results. Conclusively, the MRCNP-Q might be a promising instrument for measuring 

the multifaceted roles of the clinical nurse preceptor. The confirmatory factor analysis revealed seven factors: 

(a) teacher (13 items), (b) facilitator (4 items), (c) adult learning principles adaptor (3 items), (d) role model 

(4 items), (f) socializer (6 items), (e) advocator (4 items), and (f) feedback provider/evaluator (6 items). Items 

were framed as statements to which participants could rate their responses on a five-point Likert scale (4 = 

Always, 3 = Frequently, 2 = Sometimes, 1 = Rarely, 0 = Never). The scale includes both positive and negative 

statements about the role of preceptorship. The negative statements (9, 12, 18, 21, 24, 28, 30, 32, and 38) are 

inversely scored as follows: (0 = Always; 1 = Frequently; 2 = Occasionally; 3 = Rarely; 4 = Never).  
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