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internal system evolves as a result of the interactions when a reciprocal response is
expected. This theory also indicates that a synergistic group effect is more power-
ful than the efforts of each individual combined. Social systems theory is impor-
tant 1n understanding collaboration; it describes the benefits of mutuality, reciproc-
ity, and the synergy of the collective whole and is important in understanding the
positive effects of a shared governance system.

CONCEPTS IMPORTANT TO PROFESSIONALIZING NURSING

Collaborative management is dependent on organizational cultures that espouse
the belief that both management and staff must work as partners or colaborers to
contribute to the success of the overall organization. A partnership arrangement
would empower staff in certain areas and enhance their sense ol autonomy. Ac-
cording o the theonsis and researchers (Porter-O'Grady, 1987; Presholdt, Lane,
and Mathews, 1987) the professionalization of the orsanization would be en-
hanced with the development of parinership relationships with the stafl rather than
the superior/subordinate relationships seen in hierarchical organizational struc-
tures. Professionalism, autonomy, and leadership siyle—all these concepts have
been cited in business, organizational, and nursing literature as important to the
prafessionalization of a discipline and essential to role satisfacton. It is important
tor explore the meaning of these concepts and their importance to norsing to under-
stand how to incorporate them into practice.

Professionalism of Nursing

Early sociologists (Carr-Saunders and Wilson, [1933; Greenwood, 1987) who
studied professional groups created a list of characteristics typical of the profes-
sional that included (1) provision of an essential service to society, (2) theoretical
foundations for a specialized body of knowledge: (3) autonomy and authority over
their practice, (4) a code of ethics, and (5) membership in professional organiza-
tions that socialize the participant to a specific professional culture and define stan-
dards of performance that specify desirable and predictable patterns of behavior of
the professional. This list has been expanded by 1o others o include (6) education
at institutions of higher learning. (7) scientific inguiry to expand the knowledge
base, (8) emphasis on service rather than self-gain (Sims, Price, and Ervin, 1985),
and (9) formal testing on competence or control of the admission o professional
standing, rights, and privileges (Hall, 1968). Hall also highlighted the characteris-
tc of “a calling”™ to the profession or a commitment to the work of the profession
that motivates the work of the professional and is the source of satisfaction.

Management has a responsibility to nuriure and defend the work and commit-
ment of the professional in the organizational structure, which can create conflict
for the manager. The professional often believes that his or her primary commit-
ment 15 o the public with a secondary commitment to the organization, whereas
the manager’s primary commitment and responsibility is to meeting the goals of
the organization. In hospital-based nursing. the hospital’s goals also are to meet
the needs of the community and public that it serves, However, the other organi-
zational goals of profitability, expansion of services and facilities, and enhance-
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ment of productivity may be perceived as conflicting by the professional and the
manager (who is also a member of the professional group with the goals of the
profession). Although it s critical for hospitals to remain financially strong to ac-
complish their goals of community service, cutbacks in staffing, tightened produc-
tivity goals, and other measures to improve the economic viability of the hospital
may seem contrary o the goals of professional groups in the hospital.

Traditional bureaucratic structures emphasize order, structure, and clearly de-
fined patterns of communication operationalized through an elaborate hierarchical
system. This type of structured system is highly efficient, but it does not always
allow for independent decision making or interdependent relationships that are
necessary for professional practice. Excessive bureaucracy and the subsequent
routinization of activities often encroach on the control of professional discretion
that is needed for the work of the professional and necessary for intrinsic satisfac-
tion. Benveniste (1987, p. 23) stated. “Professionalization . . . is the substitution
of discretionary roles for routinized roles.”

Managers are taught to have a global and organizational perspective of prob-
lems, whereas professionals are often more narrowly focused in areas where their
spectalized skills and knowledge are useful. Although discretion is necessary for
professionalism, management is still required to exercise some control over the
work and outcomes of the organization. Issues of professionalism, scope of re-
sponsibility, and lines of authority often become clouded and add to role confu-
sion and conflict,

The subordinate status and dependent role of nursing has contributed to the dis-
cipline’s failure to be recognized as a profession. Porter-0'Grady and Finnigan
i 1984} indicate that the very values of bureaucracy, with goals of order and con-
trol, may actually prevent the occurrence of professional behavior. Hospitals may
espouse a belief and value of the professional role of the nurse, but the organiza-
tional design itsell may prevent true professional development and create conflict
and frustration. Organizations that are matrixed for multiple-level involvement in
planning, networking, and communication enhance the professional development
of the staff. Any organizational structure that places accountability and authority
for practice issues at the level of the professional practitioner rather than with
management will also promote professionalism.

Unfortunately. some nurses are unwilling to assume the responsibility for pro-
{essional involvement and participation in decision making. Their commitment to
the organization is limited with per diem affiliations and task orientation o their
work assignment rather than a commitment to the “calling” of the profession.
Porter-(¥ Grady ( 1987) purports that “true professionals exhibil an inherent owner-
ship of the role manifested in the work of the profession™ (p. 282). Professional-
ization of an organization requires management to relinquish some control of is-
sues related o professional practice, but it also requires professionals to be willing
to accept responsibility and accountability for their own practice.

Professionalization of the organization is the professionals’ responsibility. It re-
guires cooperation as new roles are defined and sensitive issues about authorities
and accountabilities are clarified. Professionalism of the organization will lead to
more collaborative relationships between staff and management, because commu-
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nications are opened in the process, status differences are minimized when issues
are resolved with input from both managers and highly skilled, motivated profes-
stonals, and commonalities in direction and goals become clear.

The intent of a shared governance system m a hospital is to enhance the profes-
stonalism of nursing (Peterson and Allen, 1986). Similar to the writings of Ben-
vemiste (1987), authors supporting a shured governance system for nursing suggest
that a restructuring of the organization is essential for nursing to develop as a pro-
lesston and that it is necessary because nursing is a profession,

Autonomy

One essential component of a professional discipline is the establishment of
mechanisms for self-regulation and governance. The concept of autonomy is im-
portant in understanding the necessity for collaborative management structures in
professionalizing nursing and promoting role satisfaction and retention. Simply
stated, autonomy is the freedom to make choices or to choose a course of action
without external controls, The word autonomy is derived from the Greek words,
“autos” (self) and “nomos” (rule) and implies control over one’s self and destiny
{Dempster, 1990). Historically. the term has been used to denote self-functioning
and self-directedness. In developmental theories, autonomy is used 1w describe a
stage of development in which the child begins to exercise a sense of personal
choice (Erickson, 1963),

Professional hehavior is predominantly intellectual and based on a theoretical
foundation unique to the science. The right to participate in decisions affecting
one’s professional practice is central to the concept of autonomy and has been a
source of both interprofessional and intraprofessional conflict in nursing. Nurse-
physician and nurse-management conflict has stemmed from disagreement over
the right of the nurse to participate as a partner and/or colleague in decisions af-
fecting the care of assigned patients and in decisions affecting the professional
practice of nursing within the organizational context.

The history of American nursing has been steeped in bureaucratic structure. Al-
though major strides have been accomplished in the professionalism of nursing,
concern continues regarding the lack of autonomy in professional practice and true
participation in decision making. Traditional bureaucratic organizational structures
have limited the staff nurse’s participation in decisions affecting professional prac-
tice and have delegated that authority solely to administrative nurses or 1o a few
advanced clinicians, Policies and procedures developed by nursing for patient care
are often written by administrative nurses and ratified by the medical staff struc-
ture. Care delivery systems are designed by nonpractitioners to meet the financial
goals of the organization and may be unrealistic or negatively impair the quality of
patient care. Orders are given by other professionals to be followed by nurses,
rather than an interdisciplinary team planning care (which would consider the per-
spective and input from each professional group caring for the patient). Conse-
quently, nursing as a profession is known for its lack of autonomy and is consid-
ered by some to have semiprofessional status because of this lack of control and
discretion in decision making.
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To function autonomously within organizations, nurses must be granted the au-
thority to define the scope of practice, the goals and subsequent responsibilities,
and the specific role functions and domains of practice. The professional group
must also have the power to influence the organization in matters related to its
professional practice. According to Aydelotte (1983) . . _ the degree of profes-
sional autonomy . . . depends on the effectiveness of the group’s efforts at pover-
nance. Without governance, there is no autonomy. Without autonomy, full profes-
stomal status is unattainable™ (p. 632).

Other scholars suggest the concept of autonomy incorporates the sense ol com-
petence (Flathman, 1987, Haworth, 1986), sell-mastery (Lindley, 1986). and in-
dividvalism and independence (Christman, 1989). Autonomy in professional prac-
tice cannot be realized without competence, nor the ability 10 exercise discretion
without the proficiency to anticipate the consequence of one’s decisions. Other di-
mensions of autenomy have been described as cooperation, interdependence, self-
determination, sanctioning or vesting, and mature participation (Curtin, 1982;
1987). The roles that nurses fulfill are independent, dependent, and interdepen-
dent. Autonomy is an important concept to be realized for professionalism to de-
velop. although complete autonomy may not be completely achicved {McKay,
1953; Stichler, 1989).

The professionals” desire for autonomy, self-organization. and increased discre-
tion in their work has been studied and discussed critically in the last decade. The
quality of life movement (Meltzer and Nord, 1981; Toch and Grant. 1984), par-
ticipative management (Scanlon, 1948: Toch and Grant, 1984), and shared fover-
nance proponents all discuss the enhancement of autonomy of the professional
practitioner as benefits to management. The positive effects of participation in de-
cision making by the professional in practice issues have also been studied and
reported extensively (Kanter, 1977; Loveridge, 1988: Mann and Jefferson, 1988:
Metzger, 1989 Prescout, Dennis, and Jacox. 1987). Although the literature has
abundant references to the importance of autonomy in professional practice, aper-
ationalization of this concept in the hospital and other organizations has been dif-
ficult

The concepts of power, autonomy. and discretion are closely related. Power
has been correlated with independent actions, involvement in decision making.
and assumption of accountability for actions (Kalisch and Kalisch, 1982y, Al-
though there are many definitions of power, it is often defined as the ability to
accomplish one’s intended goals. Power is viewed as a characteristic of individu-
als (Beck, 1982). One is perceived as powerful when able to control important
organizational resources, have possession of cerlain information, or is influential
because of relationships with other powerful people. Power is the ability 1o choose
and make those choices happen (French and Raven, 1959 Raz. 1986), which re-
sults in a perception of freedom and autonomy,

Issues of autonomy and authority are also interrelated. The professional desire
for autonomy inevitably alters traditional managerial roles, challenges vested lines
of authority, and creates potential conflicts between management and staff, Au-
thority relates to the legitimate use of power. Benveniste ( 1987) sugeested that or-
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ganizational authority differs ftom professional authority and thal moving more
authority to the professional does not necessarily minimize the authority, respon-
sibility, or accountability of the manager. In fact, he suggests, authority and
power are increased as o resull of shared tasks and responsibilities. In this sense,
the benefits of shared power and authority are similar to the social systems theory
discussed earlier that espouses that the synergistic group effect is more powerful
than the combined efforts of individuals. The fear of losing one’s power in a
shared effort is a common fear and often prevents collaborative management styles
from developing and evolving o full maturity.

A premise of shared governance and other collaborative management styles is
that the professional makes decisions aboutl professional matters and the work of
the profession. Professional discretion s necessary o actualize this principle. Pro-
fessional and managerial authorities overlap whenever managerial decisions must
consider professional knowledge or when professionals must use managerial prin-
ciples and authorities o perform the professional work. Benveniste (1987) sug-
gests that managing professionals requires not only giving professionals sufficient
discretion to accomplish professional tasks, but also sharing managerial tasks
where professional values, knowledge, and skills are relevant. In essence, manag-
ing the professional worker requires the development of an organizational struc-
ture that not only supports and sanctions professional discretion and autonomy,
but also shares decision making with management on issues affecting the practice.

Accountability is also a concept related to autonomy. The self-determination,
discretion, and independent decision making inherent in autonomy also entail the
accountability Tor one’s decisions and actions. Some suggest that the degree of au-
tonomy attained by nurses is measured in the degree of sccountability of practitio-
ners held in the public court system (Marks, 1987; Murphy, 1987).

Although these concepts have been defined, analyzed, and demonstrated as im-
portant o the job satisfaction of professional nurses, professionalization of nursing
has not been actualized in many hospital settings. It appears that a new style of
manager is necessary to change the cultures of organizations to embrace collabo-
rative styles of management.

LEADERSHIP STYLES AND MANAGING PROFESSIONALS

Bureaucratic organizational structures have been the frame of reference for hospi-
tals for centuries, and the traditional roles of management from the industrial
mode] have been well established. Participative management, shared governance,
or other models that enhance professional practice demand a new style of manager
different from those characterized in more bureaucratic structures. Contemporary
management scholars indicate that this new style of management is necessary (o
motivate professional employees who are paid for their knowledge, skill, and ex-
pertise, and not “just to get the job done.™

Kotter ( [990) suggests that managers in organizations may be “overeducated in
management and undereducated in leadership™ (p. 105), which results in their in-
ability to move people with diverse opinions, skills, and interpersonal relation-
ships in a similar direction to accomplish the goals of the organization. Koiter
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contends that interdependence is the central feature of contemporary organizations
in which no one has complete autonomy, but rather employees interface because
of technology, management systems, the work itsell, and matrix-style manage-
ment structures, These linkages and interdependencies require a leadership style
that assists others to change and cope with change in an environment that is highly
volatile, competitive, and fast-paced. With less emphasis on management and
more on leadership skills, Kotter contends that managers must spend time aligning
individuals and developing networks within the organization to help implement the
vision and strategies of the organization. This process includes helping individuals
to focus more globally on a new approach to an issue rather than attempting Lo
solve a series of short-term problems. Such an approach empowers employees to
think in new ways and allows discretion in solving both the short- and long-term
problem.

Naisbitt and Aburdene (1990) suggest that the dominant principle of organiza-
tions has shifted from operations control o leadership that motivates people 1o re-
spond quickly to change and enhances individual potential. They suggest that
leaders will “inspire commitment and empower people by sharing authority™ (p.
219). Successful organizations will treat emplovees as partners and eam members
in which the personal poals of the professional worker are met while accomplish-
ing the mission of the organization,

New descriptors have been developed to represent the contemporary manager
of professional organizations. Teacher, coach, facilitator, coordinator, and inte-
grator are terms often vsed in current literature (Naishitt and Aburdene, 1990);
Porter-0"Grady and Finnigan, 1984). The new leadership style develops a “win-
ning” commitment and attitude from the professional employvee. and the leader is
both coach and cheerleader assisting the professional o be sell-managed, empow-
ered, and better educated. Because of diminishing labor forces, the leader will
need to hire employees who are highly educated and motivated to completing the
job in times of uncertainty and fluctwation. Today’s management emphasis is less
focused on control, because uncertainty is uncontrollable, and is directed more to
managing the constant and rapid change characteristic of modern organizations,
Leadership requires vision and the interpersonal skills to articulate the vision. It is
essential that leaders be capable of inspiring the professional rather than moving
the group toward the accomplishment of the organization’s goals,

Bennis and Nanus (1985) advise that organizations that manage professionals
or work that is scientific and highly technical should emphasize decision making
that is participative and should encourage communication of ideas from “the bot-
tom up.” All those who affect or are affected by the decision should have a voice
in making the decision. Power, influence, and status should be based on partici-
pant invelvement, face-to-face communication, and information shanng rather
than on hierarchical position. Peer recognition should be determined by compe-
tence levels, interpersenal skills, and involvement. These themes, which Bennis
and Nanus refer to as “collegial architecture,” are founded on the following belief
that people will do a good job if: (1) they are provided with the correct informa-
tion, equipment and facilities, and procedures; (2) the vision and need have been
well articulated to them: (3) the blame is not attached to failure; (4) there is shared
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responsibility and accountability for outcomes; and (5) managers will “lead” rather
than manage and allow the emplovee flexibility to use individual discretion.

Kotter (1988; 1990) suggests that the new leadership does not push or pull peo-
ple in the “right” direction. but rather motivates and inspires employees o achieve
the vision of the organization by satisfying the basic human needs for achicve-
ment, belonging. recognition, autonomy, and self-esteem. True leaders involve
people in achieving the organization’s vision and work, which gives the employee
a sense of control. Creating an environment in which leadership skills can be role
maodeled and developed in younger employees who also demonstrate leadership
potential is the ultimate act of leadership and will provide the most powerful
source of competitive advantage today.

Leadership for Collaborative Management Styles

The manager in a collaborative management structure such as shared ZOver-
nance must focus on new roles that Porter-0'Grady and Finnigan ( 1984) summa-
rize as facilitating, coordinating. and integrating. Although the manager/adminis-
trator may lose some centralized decision making authority, accountability for the
outcomes of the professional stafl”s decision making is still maintained. Because
the collaborative process is the underlying framework for shared governance, the
administrative team must develop collaborative group process skills to develop
and consult with the nursing stafl. Unequal status and power must be balanced,
professional knowledge integrated, and participants valued for their contribution in
order for collaborative relationships to develop and flourish. Obviously inherent in
such a culture is the belief and trust that the staff will be able to complete the work
necessary to accomplish the mission and goals of the organization. Consultation
for critical decisions is accomplished with the chairpersons of strategic councils as
well as the management team. which equalizes the power base of both groups.

Shared governance systems also affect the traditional managerial roles in hir-
ing. promoting, disciplining, and controlling. Many organizations espousing
shared governance use peer review and credentialing committees to perform the
work of evaluating and controlling professional performance and privileging pro-
fessional practice. Such actions provide the professional body with the authority
and accountability to examine members of their profession and certify their com-
petence, which is a hallmark of professional practice.

Interdisciplinary collaboration is essential in shared governance models as the
administrative staff and council chairpersons work closely with other professionals
to articulate and negotiate the needs of nursing, An essential management role is
o promote interdisciplinary collaboration by planning and implementing forums
for assessing and assuring quality, discussing bioethical issues, and promoting in-
terdisciplinary communication in practice and education.

Most importantly. administrative nurses in a shared governance system should
understand the domain of nursing and how the governance or management of
nursing can complement and support the professional practice of nursing. By de-
veloping collaborative partnerships between the administrative and clinical nursing
staff, the professionalism of nursing can be enhanced.
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NEW ORGANIZATIONAL STRUCTURES IN NURSING

Bureaucracies are considered the antithesis of values related to professional func-
tioning. Emphasis on control, order, standardization, and rowtinization may help
measure outcomes and promote a false sense of organizational effectiveness, but it
does nothing 1o promote the mnovative thinking essential (o the creation of soe-
cessful organizations. To achieve full professional status, the members of the dis-
cipline must function autonomously in the governance of their own practice.

Shared Governance Models

According to Porter-CY Grady and Finmigan (1984), the professional worker
needs an organizational structure that emphasizes lateral rather than hierarchical
communication and relationship patierns. Such models would be more collabora-
tive, using the expert knowledge of the professional in all issues related w profes-
sional practice. The professional’s work and goals are interdependent with the
management and mussion of the organization. Without provision for interdepen-
dence and autonomy, the professional’s practice is reduced to that of a technician
who 15 subordinate 1o others and to the system. These authors relate the need for a
swstem that delegates decision-making authority related (o professional practice to
the professionals within the organization. This delegated responsibility 15 actual-
zed in collective forums and in independent discretionary judgments. Such action
places the accountability for professional activities with the professional employ-
ees and promotes collegiality and equality in peer relationships between interde-
pendent parties (clinical nurses and the management staff ).

Recognizing that the hospital organization is an interdependent system of units
whose success is dependent on the success of the whole, Porter-O'Grady and
Finnigan's model of shared governance focuses on an organizational design that
acknowledges this interdependence and facilitates the interaction among profes-
sionals al all levels within the organization. Shared sovermance reduces the em-
phasis on hierarchical relationships and highlights the professional’s right to be in-
volved in governance of the profession.

Shared governance is one example of a collaborative management structure and
is characterized by the same dimensions seen in collaborative processes: balancing
of power, reciprocating, and interpersonal valuing. Power 15 balanced equally be-
tween management and staff on issues related to the professional practice of nurs-
ing. Communication is facilitated by a matrix of councils or representative hodies
empowered with the authority and accountability of decision making for the pro-
fession. Roles and responsibilities are clearly delineated in bylaws for the nursing
divisions.

The essential structure of a shared governance system supports the work or
practice of nursing and includes a network of five fundamental elements including
governance or management, peer relations, professional development, practice,
and quality assurance. Management assumes accountability for issues within its
control, whereas the profession is accountable for the definition, delivery, and
evaluation of its practice. In this sense, the dimension of reciprocating is opera-
tionalized as council, team, or commitiee members share information, expertise,
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and talents to do the work of nursing. Consensus on these issues represents the
beliefs of the nursing professional group for each specific organization. Most spe-
cifically, the talents of the professional practitioners are integrated and synthesized
with those of the administrative professionals to create a stronger dimension of
nursing than was realized by the simple representation of the profession by admin-
istrative nurses.

Shared governance also initiates the third dimension of a collaborative manage-
ment framework by granting the authority necessary for true decision making to
the practitioners of the profession. There is a valuing of the nursing staff, with the
realization that the work of the organization cannot be accomplished without the
practitioners of nursing. As in all collaboration, a commitment to the process must
occur. A commitment to shared governance muost also occur at all levels in the
organization for the organizational process to be successful.

In shared governance there are distinet areas in which the employee and man-
ager have rights of final authority in decision making. The clinical nurses have
authority over practice issues, and nurse managers have authority over manage-
ment issues. Inherent in operationalizing shared governance is the belief and trust
that employees, when given pertinent information and parameters, will make
sound decisions. Because hierarchical organizational structures vest authority and
control with the managerial staff. new roles emerge for the manager in a shared
governance or collaborative management model,

Unionization

Bureaucratization of professional work often results in the unionization of the
professional workers, since it minimizes their professional discretion and auton-
omy. Mercadante (1983} identified that unionization of nurses is often the result of
lack of control and participation in decision making in professional practice issues,
performance appraisal and promotion, and policies and procedures. Although the
professional desires more control and autonomy when initially seeking assistance
from an organized union, unionization of an organization often results in less in-
dividual control over professional issues. Individuals also experience less personal
power because power is shared among management, union, and the individual
professional practitioner. Collaborative management is minimized in a unionized
organization, since the relationship between the union and the profession with the
organization is often viewed as conflictual rather than cooperative or collaborative.

Participative Management

Participative management is based on the premise that involving the profes-
sional in decision making is important for role satisfaction, but the term “partici-
pation” provides for many levels of involvement. Forms of participation can in-
clude seeking advice, obtaining support. voting on decisions, or simply notifying
interested parties of actions previous to implementation. The amount of participa-
tion should be determined by how essential the professional knowledge is to man-
agement or organizational effectiveness, and how important professional participa-
tion is to motivate and potentiate the professional’s effectiveness. In hospitals, it is
apparent that the organization’s effectiveness is dependent on the professional’s
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knowledge and expertise. It would seem apparent that a high level of participation
by professional nurses would be essential.

Mercadante (1983) viewed participative management as a form of shared gov-
emance and indicated that a shared-authority model is a staff motivator and satis-
fier since it promotes communication between management and staff. The results
of the study indicate, however, that the subjects perceived themselves as involved
in decision making but that the final decisions were made by administration. In
this sense. their involvement was more consultative than participatory. Mer-
cadante offers a four-point plan to improve the perception of true participation that
includes (1) goal planning with committee members, (2) recruiting committee
members whoe wish to be actively involved, (3) eliciing suggestions and input
from members and providing responsive feedback. and (4) developing joint
problem-solving sessions with administration and staft nurses.

In contrast to Mercadante’s beliel that participatory management is a form of
shared governance. Porler-0"Grady (1988) believes that the two types ol manage-
ment are distinctly different. Porter-O'Grady ( [982) indicates that strategies o in-
crease communication and interaction between staff and management are impor-
tant but cannot replace the importance of true involvement and control over issues
that govern the work activity of the employee. “Participative management by its
very definition means allowing others to participate in decisions over which some-
one else has control™ (Porter-O' Grady, 1987, p. 282).

MAKING COLLABORATIVE MANAGEMENT A REALITY
IN THE WORKPLACE

Several studies (Blegen and Mueller, [987; Hinshaw et al.. 1987: McKay, 1983;
Vanderslice, Rice, and Julian, 1987) have demonstrated a number of variables that
affect job satisfaction, and the variables cited as predictors of job satisfaction are
also essential variables for the professionalization of organizations, Because re-
cruitment and retention resources are scarce, interventions having the greatest im-
pact must be carefully identified and initiated. Enhancement of collaborative man-
agement styles and the development of organizational cultures that nurture profes-
sional autonomy and legitimate participation in decision making alfecting profes-
sional practice are critical. Promoting collaborative management systems in a
hospital is complex, and multiple strategies can be implemented.

The process of collaboration is characterized by interpersonal valuing., integra-
tion of ideas, opinions, and expertise. and a balancing of unequal power (Stchler,
198497, The collaborative manager should promote an environment or culture that
demonstrates a valuing of the professional nurse and recognizes thal the goals of
the hospital/unit could not be realized without the professional nurse, It is recom-
mended that the manager involve the clinical nurse in decisions that affect the pro-
fessional practice of clinical nursing and in decisions that affect the delivery of
patient carc to enhance the development of collaborative behaviors. Implementing
systems such as shared governance, participative management, joint practice mod-
els, or other similar programs enhances stall’ involvement and participation in de-
cision making. These systems also provide for increased nurse-manager mlerac-
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tion. planning, and coordination of patient care that integrates the expert Opinions
of administrative and clinical nurses. A balancing of power occurs in the council
model of shared governance, which fosters nurse-manager collaborative behav-
jors. NMurse managers generally serve on the clinical councils as consultants with-
out voting privileges, which helps to balance the power in patient care decision
making between clinical and administrative nurses. In addition, the chairpersons
of each council in the shared governance system meet with an administrative di-
rector to coordinate the activities of patient care and the professional practice of
nursing

It is also recommended that career advancement programs be developed that
allow those who choose to practice clinical nursing at advanced levels to be re-
warded financially and with recognition of their power by expertise. Open com-
munication between management and nurses that allows freedom of expression of
concermns, criticisms, creativity, and opinions is recommended to enhance nurse-
manager collaboration. Encouraging clinical nurses to be active participants in
strategic planning and program implementation, quality assurance activities,
scheduling on-duty time, along with providing educational offerings will promote
nurse-manager collaboration in domaimns traditionally recogmized as management.
It is recommended that nurse managers move from the more traditional leadership
styles and roles of management to contemporary and collaborative roles that in-
clude facilitation of patient care, integration of ideas, opinions, and expertise, and
the coordination of resources including manpower and linances,

Organizational Climate and Collaborative Management

The climate of the organization characterizes the generalized “feeling” of the
organization and reflects the structure and processes of the organization. Although
organizational climate is relatively stable over time, the manager can influence the
climate by her or his style of management. To enhance a positive organizational
climate, the manager should recognize the nurse's expertise as a clinician and em-
power her or him to participate in decisions, actions, and planning that affect pa-
tient care or the professional practice of nursing. Minimizing bureaucracy and tra-
ditional lines of communication facilitates the development of autonomy in the
professional nurse and will minimize the formal structure of the organization. Po-
sition structure can inhibit the natural creativity of a nurse who wishes to nsk n-
dividual participation in changes to unit functioning or patient care. Reward and
recognition by the manager of the clinical nurse's contributions to quality patient
care facilitates the perception of a positive organizational climate. Leaders who
demonstrate warmth, concern, and consideration will effect increased job satisfac-
tion among the work force. It is recommended that managers maximize positive
changes in the organizational chimate by facilitating nurses” participation in all as-
pects of operations and by empowering nurses to seek creative solutions to day-to-
day problems. In developing a true partnership relationship with the nursing staff
rather than the traditional bureaucratic relationship, the manager can positively af-
fect the climate of the organization and ultimately the job satisfaction of the indi-
vidual nurse.
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Numerous studies (Godfrey, 1978; Jacobson, 1988; Nursing Shortage Poll Re-
port, 1988; Stember et al., 1978) have validated that an unrealistic work load has
a tremendous influence on the stress level of nurses and is directly related to burn-
out, job dissatisfaction, and anticipated or actual turnover. Because of the impor-
tance of this variable in job satisfaction and retention, it is strongly recommended
that the nurse manager be particularly attentive to ensuring realistic work loads
and preserving the same when hospitals face severe economic challenges and nurs-
ing shortages. Clinical nurses and administrative nurses must work together 1o re-
define patient care delivery systems that realistically have prolessional nurses per-
forming responsibilities that must be performed by the professional and delegating
palliative, comfort, or general hygiene functions to other support personnel.

“Administrative or managerial support” is a little-understood construct and can
be defined differently depending on each individual's perspective. It is recom-
mended that the manager talk with staff to better understand their perspective of
support. By so doing, the manager can be better equipped to meet the employees’
expectation of supervisor support and minimize the stress incurred when expecta-
tions are not met,

SUMMARY

Professional partnerships between management and the professional staff can re-
sult in organizations that value collaborative management principles and structures
rather than the superior-subordinate relationship in bureaucratic structures. An in-
tegrative network promotes both interprofessional and intraprofessional consulta-
tion and collaboration that not only fulfills the employees™ need for participation
and ownership in organizational processes and outcomes. but also fosters collec-
tive creativity and innovativeness. The theoretical framework and the operational-
ization of collaborative management styles support the work ol earlier organiza-
tional researchers and theorists and most specifically support contemporary writ-
ers, who suggest that organizations rich in collaborative networking rather than
bureaucratic hierarchies will be the most successful.
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