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Leadership and Management in
a Shared Governance System

by Marsha Prater, Ph.D., R.N.

ontemporary
authors have
found that suc-
cessful organiza-
tions are moving
from authoritari-
an organization-
al structures to
more participa-
tory structures.t2* Over the past 10
years, many nursing organizations
have chosen to implement shared
governance models as a means to
promote employee participation in
decision making, involve employees
in governance issues, and provide
autonomy in professional nursin
practice. Although the concept 0%
shared governance has not been
explicitly defined thus far in the
literature, the name implies the
allocation of control, power, or
authority (governance) among
mutually (shared) interested and
vested parties.*

In nursing, the vested parties
include those who practice nursing
by providing direct patient care
(staff nurses) and those who manage
settings in which clinical nursing
care is provided (administration/
management). The work or practice
of nursing within a shared gover-
nance system is facilitated by a
matrix of staff councils or represen-
tative bodies empowered with the
authority and accountability of
decision making for the profession
(Figures 1 and 2). Management
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assumes accountability for issues
within its control, whereas the pro-
fessional staff is accountable for the
definition, delivery, and evaluation
of its practice.*

Descriptions of the various mod-
els of shared governance, as well as
strategies for implementation of the
new systems, are plentiful in the
nursing literature. It is important to
remember, however, that there is no
one right way to structure a shared
governance system within an orga-
nization.s Each organization must
individualize the structure and
processes to fit the climate, culture,
and professional needs of the
organization.

Implementing shared governance
involves a system-wide shift, not
only in organizational structure, but
in the basic beliefs and management
philosophy of the organization
itself.c Due to the magnitude of this
transformation, it has been reported
that a complete transition from a
traditional bureaucratic structure to
a shared governance model requires
approximately three to five years.s

ACHIEVING SUCCESS

There are at least seven components
that are critical to a shared gover-
nance system.

m Staff are selected by their peers to
leadership positions.

m Clinical nursing staff are given
accountability for all issues relat-
ing to nursing practice (i.e., stan-
dards, quality assurance, peer
processes, etc.)

m Nursing management is account-
able for the provision of necessary

financial, human, and material
resources for the nursing staff to do
its work.

m The role of the clinical nurse is
acknowledged as central to the hos-
pital’s mission of providing excel-
lence in patient care.

m Bylaws or rules define the opera-
tions and structure of the nursing
organization. These provide a clear
definition of roles and accountabili-
ties within the department of
nursing.

m Clinical staff are represented at
the executive level of the department
of nursing.

m There is a well-defined process
for members of the department to
meet to review pertinent issues in
the work of the department.

Much of the success of shared
governance depends on the percep-
tions and contributions of man-
agers at all levels of the organiza-
tion” The nurse executive must be
completely committed to the con-
cept of shared governance and all
that the term implies. He or she
becomes an essential role model for
the new leadership behaviors and
must be willing and able to articu-
late to administrative peers the rea-
sons and purposes for creating a
different organizational system.
The success of the nurse executive
at doing so has implications for
ongoing interdepartmental commu-
nications and problem resolution
processes within the organization.
The nurse executive must also be
willing and able to undergo person-
al changes and provide a gcvelop-
mental program for others in the
organization that will facilitate both
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personal and leadership change.

One key to successful implemen-
tation of a shared governance
system is management support at
tﬁe unit level.s The unit manager
must have a thorough understand-
ing of the concept and common
principles on which shared gover-
nance 1s based. Before full imple-
mentation of the system, an ade-
quate knowledge base of leadership
behaviors, facilitation skills, conflict
resolution, and team building
processes should be in place. The
unit manager must be able to give
staff permission to make decisions
and assist them in doing so.

The unit manager must provide
an environment that emphasizes
group/team values and process and
be willing and able to undergo per-
sonal amf professional change and
to lead similar changes in the staff.’
Without major shifts in the tradi-
tional way in which managers have
managed, conflicts are sure to arise
between staff and management
regarding authority and decision-
making realms.

Several key activities should be
implemented to prepare managers
in the organization for the essential
shift in their role from one of man-
agement to one of leadership.” First,
a database of shared governance lit-
erature should be established in an
easily located area of the organiza-
tion to facilitate managers’ access to
the latest information on shared
governance processes. Second, each
manager should be guided through a
review of personal and professional
values and how those values influ-
ence leadership behaviors. It is
important to clarify those values
that are necessary for success of a
shared governance environment, for
example, collaboration/teamwork,
value of interpersonal relationships,
and beliefs that employees want to
make a difference. Finally, formal
and informal discussions can help
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ommunication
is the key to
success within
a shared governance

system.

managers better understand how to
transition to a new role and develo
the competencies and confidence o?
a leader.

MOVING TOWARD MENTORING
The essence of a manager’s new role
is mentoring. A mentor coaches,
inspires, and supports the growth
and development of individuals. The
role of a mentor is to foster employ-
ee development through socializa-
tion and skill development.s The
behaviors of a good mentor include
stimulating enthusiasm, maintaining
high expectations, being approach-
able, encouraging risk taking, and

helping people learn from mistakes.

Motivated, committed clinical
staff are no less essential than com-
mitted executives and managers to
the success of shared governance. In
a shared governance system, the
clinical staff are leaders in the full
essence of the word, and thus must
have assistance in developing the
leadership behaviors to make them
successful. Clinical staff must have
access to as much information as
possible about the shared gover-
nance process. The required formal
and informal education should ini-
tially be targeted at the individuals
who are actively involved in the
council structures. However, this
education and information should
be disseminated in a timely manner
to all care givers who will be affect-
ed by the value and philosophy
changes of the organization.

The ongoing role of management
in a shared governance system is
focused on providing and managing
the resources necessary to support
patient care, mentoring competent

Figure 1: Staff councils within the

shared governance system

EDUCATION COUNCIL
What knowledge and skills are
needed in order for the staff to
provide the best patient care?

PRACTICE COUNCIL
Which practice will provide the
best patient care and support

our vision of care?

QUALITY IMPROVEMENT
COUNCIL
How well are we providing the
best patient care: i.e. trends,
outliers, etc.?

MANAGEMENT COUNCIL
What resources do we need in
order to provide the best
patient care?

COORDINATING
COUNCIL
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Figure 2: Matrix of staff councils within the organizational framework
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and adequate staff, and representing
and connecting corporate goals to
clinical staff. The decision-making
realms of the management team
continue to be strategic planning,
fiscal management and accountabili-
ty, areas that can be considered
within the collective bargaining
realm (i.e., hours, wages, benefits),
and disciplinary action and process-
es. While the manager maintains
final decision-making responsibility
and accountability for these particu-
lar areas within the shared gover-
nance system, it is appropriate

that staff are asked for input. After
all, they will be affected by the
decisions that are made.

OVERCOMING THE OBSTACLES
There are several possible obstacles
to implementing a shared gover-
nance system within traditionally
bureaucratic health care organiza-
tions.* Shared governance jemands a
willingness to build on trust and to
create trust when it is not present.
Inconsistencies in the management
team regarding management/leader-
ship concepts and behaviors can be
extremely problematic because clini-
cal staff may hear managers espouse
the values of shared decision-mak-
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Service Line
Administrator,
Neuromuscular

|

ing processes and yet observe the
continuation of the autocratic
behaviors of the past. In addition,
staff may be divided in their willing-
ness to be involved in decision mak-
ing. Critics and skeptics seem to
be numerous. It is often easy to pro-
crastinate, waiting for the right time
for implementation due to the mag-
nitude of the transformation change
process involved. Moreover, there
1s a prevalence of generally negative
reactions to “mistakes” that are made
at the start of any new venture.
Communication is the key to
success within a shared governance
system. Information must be abun-
dantly shared with all levels of care
givers and managers. It is essential
that everyone understand the mag-
nitude of the transformation
process. The development of staff
and managers up front is time-con-
suming, but essential. And finally,
extreme patience is demanded from
all involved to let the change process
run its course. Change of this kind
will result in a significantly altered
work place and culture. The out-
come is a much broader orientation
to accountability and corporate/
professional responsibility.” W

Assistant Vice President
Patient Care Systems

—

Nurse Managers
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What Shared Governance Really Means:
Interviews with Staff at Memorial Medical Center

in Springfield, Ill.

Cathy Schwartz,
R.N., M.S.,
Professional
Nursing Practice
Coordinator, acts
as liaison with
all units in Mem-
orial Medical
Center that are
participating in
shared governance.

“The principle behind shared
governance is that those who pro-
vide a service are the ones who
are the experts as to what that ser-
vice needs to look like. Because
nursing staff are the ones who know
how nursing care should best ap-
pear, they should be involved in the
decisions that shape that practice.

Shared governance is not self-
governance. Staff can make deci-
sions about practice issues—issues
that concern patient care. They
cannot decide administrative or cor-
porate goal setting, fiscal manage-
ment, allocation of resources, disci-
pline, or wage issues. They may
provide input into these issues, but
the accountability for the final
decision lies with management or
administration.

We have learned much about the
shared governance system over the
last three years. Initally, some staff
were not willing to participate be-
cause they feared the system was
not here to stay and consequently
not worth the time nor the energy.
Turnaround time for decisions to
be made were taking many months.
Some staff believed if they were not
on a council then they were not a

A0 S
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part of shared governance.

Starting in January 1993, we
decided to put a new cmphas:s on
unit councils because that is where
practice takes place. Now 28 units
are participating in our shared gov-
ernance councils. To foster open
communication and an environment
in which everyone’s voice is heard,
each council member meets with
four or five unit colleagues to dis-
cuss issues before and after council
meetings. Decisions are starting to
be made quicker.

There 1s staff accountability for
decisions. Before, if the nurses did
not like a practice decision they
could point fingers to somebody
outside. Now, they are the ones
making decisions. Some find this
difficult and uncomfortable.

Decisions, of course, are not
made in a vacuum. Few practice
issues affect only nursing. Although
nurses may be coordinators of pa-
tient care, they need to identify who
else—including physicians—will be
affected and get them involved in
the decision-making process.

What is needed for successful
implementation of a shared gover-
nance system? An up-front, honest
commitment from the administra-
tion and an openness in the manage-
ment team. Those who believe in
an autocratic bureaucracy will not
do well. Flexibility is important. For
example, before shared governance,
visiting hours in intensive care were
severely restricted. Some nurses saw
this as a violation of holistic care.
Under shared governance, they now
had the authority to establish open

visiting hours and they did.

Finances are a factor, too. It costs
money to pay for meeting times.
These costs, however, may be re-
couped. For example, since the initi-
ation of our shared governance sys-
tem our nurse turnover and vacancy
rates have dropped drastically. Re-
cruitment and replacement can cost
$15-30,000 per nurse, depending on
the specialty. Thus, by impacting
our turnover, we have recouped
costs. And, by the way, not only do
surveys show increased nurse job
satisfaction, they also show increased
patient satisfaction.”

Teresa Foster,
R.N.,isa

staff nurse in
admissions.

“Finally, nurs-
es on the floor are
taking more con-
trol. They have a
greater role in
deciding what’s
happening with patients, with them-
selves, and with nursing as a profes-
sion. In this admissions unit, for
example, we decide as a group the
type of patients that are best suited
to come through this area. Instead
of being told what we must moni-
tor, we discuss and decide which
patient care issues to monitor.

I don’t see much resistance to
implementing shared governance.
That may be because we are a small
unit of only eight individuals. We
have probably been doing shared
governance even before the term
existed. In a small unit, everyone has
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to participate in decision making,.
Shared governance has given me
more confidence. I know that I can
affect decisions. Not only can 1
express my opinions more readily,
but someone will listen. Although
my suggestions may not be totally
embraced, I am more accepting
of decisions, knowing I had the
opportunity to voice my opinions.”

Celeste Wiley,
RN Gy OGNS
is a staff nurse in
the oncology unit.

“Shared gover-
nance means more
responsibility,
more accountabil-
ity, and more per-
sonal input. When
I began my nursing career in the
1970s, there was a vertical chain
of command. Now we use a lateral
model and gain support and guid-
ance from several areas—without
administration dictating our
practice.

For example, one recent issue
that our Practice Council has dis-
cussed is whether to wear a special
gown during IV push chemothera-
py- Instead of my nurse manager
making the decision herself, our
Practice Council did a literature
search, which indicated that OSHA
and the Oncology Nursing Society
recommend wearing a gown with
chemo. We will present this infor-
mation to the staff through our unit
Coordinating Council and suggest
having gowns available for use in
such situations.

Another topic under discussion
has been central lines and 24-hour
continuous chemotherapy. From
our literature search, direct connect
of the IV tubing to the open hub of
the central line 1s the preferred prac-
tice. Our actual practice has in-
volved a male adapter attached to
the hub and a needle on the end of
IV tubing. The literature indicated
some instances of spills, as well as
the potential for leaks, with this ap-
proach. Our own unit did experi-
ence such a situation, so many be-
lieved the direct connect method
would be safer. Since this change
would affect the nursing practice,
we want the staff to try it for a spe-
cific period and give the council
written feedback on this change.

In the old days, the Staff Educa-
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tion Department had major respon-
sibility for keeping the nursing staff
up to date on skills, new technolo-
gy, and new drugs. Now, our unit
Education Council has that respon-
sibility. In other words, the respon-
sibility for nursing education has
moved from a house-wide depart-
ment (Staff Education) to a unit-
based group. The benefit is that the
training is more unit-specific and
unit-oriented. I need to know about
new chemotherapy drugs, for exam-
ple, more than I need updates on
cardiology medications. We still
have the Nursing Education and
Clinical Practice Department as
resources, as well as our oncology
nurse specialist.

Not all staff will eagerly support
the system of shared governance.
Clearly, there is resistance from
some staff who favor the traditional
and institutional way of nursing.
They are likely more task driven in
delivering their care. The shift is
to a more holistic approach, looking
at the needs of the patient and the
family.

There is definitely more work
now, but it is gratifying to know
that I have a voice. Being involved
with shared governance pushes me
to learn and know more.”

Karen Claycomb
is a clinical staff
nurse and chair-
person for the
Nursing Practice
Council.

“Things are
somewhat differ-
ent since the im-
plementation of
shared governance. We have lost
a little of the “we vs. they’ concept.
Bedside nurses always thought of
themselves as ‘we,’ the person who
cares for the patient and looks for
the positive outcomes. “They’ were
thought of as the dollar sign person,
who sometimes stood in the way
of the positive outcomes. All ‘they’
cared about, we thought, was
productivity and the dollar balance.

Now, we have learned that pro-
ductivity has a real effect on patient
care and consumer satisfaction.
When we are more productive, we
see a benefit to the patient outcomes.
Before shared governance, we didn’t
always understand what all the
numbers meant and never knew

how numbers affected consumer
satisfaction and outcomes. Although
we are not perfect at it yet, we are
learning to respect those numbers

as just another factor in health
maintenance.

The acuity system of rating pa-
tients’ treatment needs is a concrete
example of how things are changing
for the better. Before shared gover-
nance, bedside nurses thought acu-
ity was their enemy because it struc-
tured their time too much. After
working with managers and clinical
and computer specialists, we com-
pleted work studies allowing us to
appreciate the amount of time pa-
tient care takes under various cir-
cumstances. We are working to
restructure our acuity system to re-
flect what we found. We developed
more respect for each other and
stopped blaming others. After all,
we are part of the decision-making
process now. It can be a win/win
situation for the bedside nurse, the
administrator, and the patient.”

Wilfred Lam,
M.D., is

Program Director
of Cardiology

“It’s difficult
to tell what the
influence of
shared gover-
nance is, because
so many other
factors have intervened over the last
two years in which the system has
been in place. For instance, one of
our cardiac floors has had problems.
Although things are much better
now, I wouldn’t be able to say
whether the improvements are due
to shared governance or to hiring a
better nurse manager. Another unit,
the open heart unit, works very
well, but it was working well before
shared governance.

[ don’t know of any drawbacks
to shared governance. A lot of the
administration at our hospital has
come through the nursing realm.
The chief operating officer was head
of nursing and a nurse herself. That
makes nursing and administration
all in one.” @
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