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Abstract
Strengths perspective in social work can be translated into nursing. There are, however, few references of the perspective in
the nursing literature. Thus the purpose of this study was to add to the evidence of strengths perspectives as applied in nursing.
Specifically it aimed to develop and test the psychometric properties of an instrument designed to measure strengths perspective
in clinical instruction. A methodological design guided the study. A purposive of 376 clinical instructors from select colleges of
nursing in Central Luzon region in the Philippines accomplished the 39-item 5-level Likert scale. Construct validation revealed
a three-factor (fostering reciprocity, initiating applicability, and identifying development areas) solution that accounted 39.43%
of the variance. The index of internal consistency was .941. The results of factor analysis and Cronbach’s alpha demonstrated
adequate evidence of validity and reliability. The final 34-item instrument, Clinical Instructor’s Strengths Perspective Inventory,
can be used as a scale representing self-reported application of the concept in clinical instruction.
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1 Introduction

Clinical instruction has long been recognized as a signifi-
cant and essential component of professional education in
health services. It is an important facet of practical knowl-
edge development for professionals in various health disci-
plines.[1–7]

In nursing, the importance of clinical teaching in educa-
tional preparation of nurses has been long acknowledged
also. Classic reference to clinical experience as the heart
of professional nursing education has been into existence
as early as the 1940s[8] although others believe that it may
be traced back to Nightingale’s era. Despite this long his-
tory of clinical component in nursing education, the struc-
ture and function of clinical experience, nevertheless, have

undergone significant changes.

The focus of clinical learning has shifted from doing to
knowing and understanding. Concomitantly the nature of
clinical teaching has changed also. Clinical instruction be-
comes a major responsibility of many nursing faculty. Clin-
ical instructors play an important role in enabling students
acquire knowledge, skills, and attitudes necessary for the
professional practice of nursing.[9] With this, their task ex-
pands too beyond that of supervising students on the ward to
include teaching of the fundamentals of nursing practice as
well as recognizing and supporting students in their learning
of nursing in the clinical setting.

Clinical instructor-student relationship is therefore a critical
factor of the clinical learning experience as clinical instruc-
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tors provide students with a model for professional behav-
ior.[10] Since much of the learning that occurs in nursing
is derived from practice it is therefore important to concen-
trate efforts and resources on supporting clinical instructors
who facilitate this process.[11] This process requires clini-
cal instruction experience to be positive for all parties in-
volved and facilitative of student learning and growth.[12]

The mutual task of clinical instructors is to help students to
meet both their personal and their institution’s learning ob-
jectives.[13]

A strengths-based model of clinical instructor-student inter-
action is then needed to soften the rigid teacher-student di-
chotomy and to create an environment of reciprocal learn-
ing.[12] The strengths-based model nevertheless has been
mentioned only rarely in the nursing literature unlike in so-
cial work where it is a prominent perspective. Specifically
only seven references in the nursing literature pertained to
strengths perspective. Four peer-reviewed articles described
nursing approaches to working with families,[14] training of
oncology camp volunteers,[15] student nurse preparation to
provide home care for children with disabilities,[16] and the
use of strengths-based approach with nursing students.[12]

One dissertation focused on factors that support and detract
from nursing assistant job longevity;[17] one master’s the-
sis that reviewed the relevance and application of the per-
spective to mental health nursing;[18] and one textbook that
included a two-page section on strengths perspective.[19]

The dearth in the literature highlights the need for greater
dissemination of the strengths-based approach within nurs-
ing considering that the discipline’s process of training and
tenets are closely aligned with those of social work. One
possible way for dissemination is through assessment of
clinical instructors’ teaching perspective with semblance of
the strengths perspective. Instruments for measuring their
affective aspects of clinical teaching could be useful tools
for introducing the perspective in their practice. Currently
no such instruments exist to measure how well clinical in-
structors employ strengths perspective in teaching. Conse-
quently the purpose of this study is to generate validation
data for the research instrument – the Clinical Instructor’s
Strengths Perspective Inventory – that will be designed to
measure strengths perspective in clinical instruction.

1.1 Literature review

The strengths perspective is based on the assumptions that
all human beings are capable of change[20] and that learning
occurs through reflection on change, regardless of whether
that change was effective or not.[21, 22] Empowerment is
a key component of the strengths perspective and the ap-
proach focuses on the identification and use of an individ-
ual’s strengths and resources to solve problems and effect
change.[21, 23, 24] One’s individual characteristics, capabili-
ties, and behaviors are unique; hence, becoming aware of
an individual’s strengths may require careful observation,

listening, and understanding. The emphasis of the strengths
perspective in practice is placed on discovering, affirming,
and improving the capabilities, interests, knowledge, re-
sources, goals, and objectives of individuals.[20] This frame-
work assumes that the addition of strengths increases the
likelihood that individuals will realize the goals they have
set for themselves.[20, 24]

The strengths perspective has been used in social prac-
tice and taught in social work education for the past two
decades.[12] During this period strengths perspective tech-
niques have been implemented effectively in several arenas
of social work practice.[25–27] The use of strengths perspec-
tive has also been evaluated on the practitioner level, includ-
ing its qualities, challenges, and cautions.[21, 28]

The assumptions underlying the strengths perspective are
grounded in the belief that professionals must respect and
use others’ ways of viewing themselves in the process of
helping them make changes.[29] Thus, clinical instructors
must acknowledge and value students’ beliefs, prior experi-
ences, and concerns to help students shape successful out-
comes, both for their relationships with clients, as well as
for their personal growth as nurses. More than a classroom-
based education tool, strengths perspective can prove bene-
ficial to effectively communicate values and beliefs in clin-
ical practice.[12] The approach allows clinical instructors to
appreciate the values, ideas, and skills of students in the su-
pervisory relationship. Ultimately, the strengths perspective
is well-suited for nursing clinical instructors as it reminds
them of long-standing values.[27]

There has been a gradual shift in supervision techniques
when working with students to expand and use concepts
such as empowerment, strengths, and self-determination.[13]

It is important that clinical instructors not assume they know
the upper limits of a student’s capacity to grow.[30] Such a
perspective may inhibit students’ skill and knowledge de-
velopment, as well as strain the teaching-learning relation-
ship. Instead a strengths perspective is used to empower
students in situations where they may feel incompetent or
powerless.[30]

The strengths perspective is a collaboration and partner-
ship between a supervisor and a supervisee.[25] Clinical
instructors and students can work together to identify the
latter’s strengths and resources to move together toward
skill development and problem solving. As Cadell and
colleagues noted, teaching practice using a strengths per-
spective requires facilitating a process of discovery, criti-
cal reflection, and undoing previously learned deficit-based
approaches.[30] It requires a shift in perspective from
a supervisor-directed to a supervisee-directed collabora-
tion[28] and reliance on the expert knowledge of the clinical
instructor to exploration of the student’s skills, knowledge,
and resources.[23] This creates a supervisory relationship
that is based on shared ideas and uses the experiences of
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both individuals to problem solve.[23]

The majority of social workers have some exposure during
their education to the strengths-based approach of working
with clients. However, there is no documentation that this
approach has not moved beyond the discipline. Because
the strengths-based approach also is closely aligned with
the values of nursing, putting this theory into practice is a
fluid process. Cederbaum & Klusaritz advocated embracing
the approach as a practical technique for providing students
with the confidence, skills, and practice knowledge to be
successful in their future nursing practice and promoted the
use of the model as a tool for continued growth of clinical
instructors.[12]

1.2 Research tasks

The aims of this research were to develop a research instru-
ment for measuring clinical instructor’s use of strengths per-
spectives and to establish its construct validity and internal
consistency reliability.

2 Method
2.1 Research design

A methodological research design was used in this study.
This design was employed to produce a psychometrically
sound instrument to measure strengths perspective among
clinical instructors.

2.2 Instrument development

Cederbaum and Klusaritz articulated the tenets of the
strengths perspectives and the techniques for implementa-
tion should they be used in clinical instruction.[12] Thirty-
nine items were developed directly from these tenets and
were content validated by Cederbaum. A five-level Likert-
type scale (strongly disagree, disagree, neutral, agree,
strongly agree) was used to indicate the extent to which the
clinical instructor observes each item. The 39 items can be
summed into a total score that represents the overall self-
reported use of the strengths perspective in clinical instruc-
tion.

2.3 Sample and setting

Three hundred seventy-six (376) clinical instructors were
purposefully selected to participate in this study. Inclusion
criteria for the participants included current assignment to
the clinical setting and willingness to participate. A mini-
mum sample size of 175 was needed, as there should be at
least five times as many participants as items or at least 200
respondents, whichever is greater.[31]

The sample of clinical instructors came from 11 colleges of
nursing in Pampanga, Bulacan, Bataan, Nueva Ecija, and
Tarlac provinces in Central Luzon region in the Philippines.
Faculty members from seven university-setting colleges of

nursing and four college-based departments of nursing par-
ticipated in this study.

2.4 Data collection procedure

Eligible participants were recruited in-person by the re-
searcher with the assistance of the college deans and/or de-
partment/program chairpersons. Data collection at all sites
was conducted according to established research protocol
and following activities: gaining entrée; explaining purpose
and rationale for study to potential participants; review-
ing with and distributing written instructions to participants;
and administering the instrument.

2.5 Data analysis

Exploratory factor analysis was used to disentangle complex
interrelationships among items and identifies items that go
together as unified concepts constituting strengths perspec-
tive. Factors were extracted using principal axis factoring
and were estimated using the standard eigenvalue in excess
of 1. Factor analysis provided for the evidence of validity.

The evidence of reliability on the one hand was established
by calculating the coefficient alpha (i.e. Cronbach’s α). The
alpha provided an estimate of the proportion of variance in
the instrument scores that is attributable to the true score.

3 Results
3.1 Factor analysis

The 39-item Clinical Instructor’s Strengths Perspective In-
ventory (CISPI) were factor analyzed with a sample of 376
nurse educators to see if the measure scale was unidimen-
sional through exploratory factor analysis. Factor analysis
allowed for the identification of the subscales and the con-
struction of the independent factors of the measured items
by examining correlations and redundancy across the items.
Table 1 describes these items and their corresponding factor
loadings.

Preliminary analysis indicated high factorability – Bartlett’s
test was significant at p < .001 and sampling adequacy was
good (Kaiser-Meyer-Olkin test = 0.951). Principal axis fac-
toring with varimax rotation using a minimum eigenvalue
of 1.0 as the extraction criterion for factors was examined
for total variance. Examination of variance revealed that the
three-factor solution explained 39.43% of the variance. Fac-
tor loadings were fairly high ranging from .422 to .701.

The first factor which accounted for 33% of the variance,
had 16 items with loadings above the cutoff of 0.40. This
factor appears to capture the clinical instructors’ empow-
ering and collaborative provision of assistance to students
and mutuality during clinical instruction. The item, “I en-
courage a climate of mutual respect”, is the clear-cut marker
variable for Factor 1 (Fostering Reciprocity) because of its
high loading (.701).
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Table 1: CISPI items and their corresponding factor loadings
 

 

CISPI Items  Loadings

I. Fostering Reciprocity 
I encourage a climate of mutual respect. 

 
.701 

I direct students to additional information that may enrich their work. .627 

I help students identify their fears, frustrations, and other emotions that may inhibit their active engagement in the 
clinical practice learning process. 

.618 

I consider my students’ performance of clinical tasks part of their professional training. .606 

I provide a listening ear to my students’ stories. .599 

I assist students consider alternatives and reflect on their own performance. .577 

I acknowledge students’ contributions in the development of a report or presentation. .553 

I help students organize their thoughts. .542 

I provide students opportunity to do patient teaching or in-group reporting using the concepts they learned in the setting. .534 

I encourage students to share their readings from the literature that may be useful to health care service. .525 

I give students positive reinforcement. .508 

I can create a learning experience prompted by a student’s question. .500 

I consider students’ existing strengths and skills in identifying areas for learning and growth. .486 

I utilize students’ individual experiences as means of making them understand the uniqueness among clients. .453 

I deliver feedback about negative performance in a way that motivates students. .449 

I consider my students responsible members of the health care setting team. .422 

II. Initiating Applicability 
I discuss with students how the skills learned in the clinical setting might be applied with different client population. 

 
.613 

I use a learning contract to structure and guide learning in the clinical setting. .543 

I correct mistakes without belittling the students. .506 

I communicate expectations of student achievement in the clinical setting. .505 

I point out students’ strengths and weaknesses with tact. .505 

I discuss how new skill acquisition has increased students’ ability to perform the skill. .499 

I encourage my students to participate in community networking and service events. .490 

I act as a referee to smooth out a conflicting relationship between staff and students. .477 

I provide a balance between support and challenge to students. .473 

I modify the learning contract as appropriate to reflect skill acquisition and areas for growth. .466 

I identify clients for whom the students can work together with the staff. .419 

I maintain a mutual identification of learning barriers by the students. .416 

III. Identifying Development Areas 
I try to align students’ belief systems with my own. 

 
.639 

I comment on what I perceive the student to be rather than on what the student did. -.580 

I let students decide for themselves on how to act on the information about their performance. .573 

I remind a student about a shortcoming that cannot be changed or over which the student has no control. .503 

I let students take the lead in determining much of the direction of the post conference sessions. .487 

I provide broad readings in the field where they can choose from. .409 

 

The second factor (4.71% of the variance) had 12 items with
loadings above 0.40. The theme of this factor involves the
principles of self-determination, reflection on change, and
membership as exhibited during clinical instruction. The
marker variable for this factor is about discussing possi-
ble application to other settings and has a loading of .613;
hence, it is called Initiating Applicability.

Six items had high loadings on the third factor. Although
this factor accounted for only 1.72 of the variance, it was
relatively well-defined with a clear-cut variable that had a
loading of .639. This factor captures a dimension of re-
generation, and has been named Identifying Development
Areas.

From the original 39-item CISPI, the final analysis yielded
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34 items as the five items did not have factor loadings of at
least .40.

3.2 Reliability analysis

Reliability statistics for internal consistency of the 39-item
CISPI was estimated using a two-way mixed effects model
in which people effects were random and measure effects
were fixed. Scale homogeneity of the CISPI was measured
using Cronbach’s α intraclass correlation coefficient. The
estimated Cronbach’s α for the entire scale was .941.

4 Discussion
The CISPI demonstrates adequate evidence of validity (fac-
tor analysis) and reliability (Cronbach’s α) in this sam-
ple. The internal consistency reliability of CISPI items and
scores was adequate at <0.95, although some of the items
may be redundant. The factor analysis however, seems to
contradict this high reliability. The items were not a unidi-
mensional latent variable or scale. This is consistent with
several instrument development studies which have demon-
strated very high Cronbach’s α even when the set of items
assesses several distinct latent variables.[32] Furthermore,
the three-factor solution indicates that the 34 items could be
split into three subscales, with each subscale contributing
characteristic information.

The CISPI has both educational relevance and research ap-
plications. The CISPI can be used to assess the clinical
instruction within the framework of strengths perspective.

The items represent an evidence-based attempt to translate
and extend a social work theory into nursing. It can also be
used in research that is focused on improving the quality of
instruction in nursing education.

Limitation and recommendation

Sampling is one major limitation of this study. Nurse edu-
cators are conveniently selected from schools of nursing in
Central Luzon. The schools may not be representative of all
schools of nursing in the Philippines. It is recommended,
therefore, that further validation of the instrument be done
using larger random sample. Another limitation is its be-
ing a self-report of clinical instructors’ practice of strengths
perspective. A student version could be developed and vali-
dated to complement this instructor version of CISPI.

5 Conclusions
The psychometric testing supports that the CISPI is a valid
(factor analysis) and reliable (internally consistent) instru-
ment that can be used as a total score or three-factor scale
representing self-reported application of strengths perspec-
tive in clinical instruction. The instrument can be used in
research to determine quality outcomes in nursing educa-
tion.
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