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professional nurses helps establish a strong foundation that integrates beliefs and
activities. A forum for discussion and decision making affirms the role and ac-
countability of each member of the professional nursing staff for the way nursing
is practiced. These activities are a demonstration of the depantiment’s commitment
o participation and collaboration,

At least annually. olficers of the body should be elected. bylaws reviewed, and
reports on the activities and issues of the nursing body given. Although the spe-
cific purpose of the meeting is to provide opportunities to enact the business of the
department. the opportunity for social interaction and education is also valuable.

CHECKS AND BALANCES
Although the emphasis is on transferring legitimate authority for decision making
to nursing staff, checks and balances for the overall system do exist. This impor-

tant issue may be lost on the participants as the program unfolds. Three basic con-
trals exist:

I. Murses at the administrative level are advisory members of councils to en-
sure decisions are consistent with overall organizational goals und objec-
tives.

2. Rules, regulations, and bylaws that direct the work of cach commitiee,
council, or other formal group are clearly delineated,

3. A mechanism lor resolution of differences between groups or between
groups and the administrative role in the nursing organization exists.

Boyle {1984) provides valuable insights into the need for checks and balances
that provide structure and coordinates activitics in instituting participalory man-
agement in a large indusiry.

SHARED GOVERNANCE ACTIVITIES

The council accountable for nursing practice should establish the necessary criteria
and accountabilities for each unit to establish a unit-based shared govemance com-
mittee. These committees, which can be used with any shared govemance model,
are un extension of the system at the unit level. Those who are not participants in
departmental governance activities will have an opportunity 10 sce and parlicipate
in the principles of shared governance in their day-to-day work n a more visible
fashion. These groups function as subsets of the practice council/committee and
make decisions on practice issues at the unit level. If committees already exist on
the unit, they may be able 1o continue functioning within the new guidelines,

The precise structure of the unit council is not critical provided the basic prin-
ciples required to support its work are in place. The composition of the group is an
issue that requires some insight. Some unit councils are composed of all profes-
sional staff members; some include nonvoling members who are not professional
nurses (1.c.. LPNs). and others include all members of the unit with a vanety of
categorics of stafl.

Care must be taken that registered nurses make decisions on issues pertaining
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to their professional accountabilitics, and that they do not isolate themselves from
other members of the staff who also work as part of the unit team. The skill with
which this is accomplished, regardless of the final format, will affect how profes-
sional nurses and shared eovernance are perceived by others. As a subset of the
departmentwide practice group, how practice is managed on the unit will reflect
already established standards,

When shared governance moves o the unit, the need for new skills in learning
expected roles should be anticipated. Decision making and the use of power may
be problematic, and conflicts can emerge. Craig (1989) mentions these two themes
in her study of implementation and outcomes of shared governance. The interface
between management and staff may not be well understood by the participants.
Staff personnel may feel all decisions are theirs, or they may feel frustrated be-
cause the manager does not make the decisions and allows the group to lounder,
The manager will have had experience in her new role in the management forum,
but she may not feel comfortable or secure. The management group has the most
difficult role change, and challenges to the nurse manager’s authority by the stalf
may occur, If a mature steering committes exists, they can be helpful in guiding
the unit-based committee. The need for a supporting relationship between manage-
ment and staff and the role each plays as presented jointly by a staff nurse and a
manager can enlighten groups struggling with the realities of implementation.
Boyle (1984) describes the stabilizing role of the steering committee in imple-
menting participative management in 4 non—health care setting.

Throughout the process, it will be important for the nurse executive to divest
herself or himself of toles that belong to staff and managers. This will be difficult
during the formation period because the Tunctions and structure will not yet be de-
veloped and coordinated. In addition. the remainder of the institution is still fune-
tioning in a burcaucracy. The councils or forums that are actively forming will
need much information from management and administration so they can under-
stand why certain movements or decisions may be required, Collaboration with
steering committee or council members will be critical. Otherwise, the fragile trust
that exists will not be sustained,

BYLAWS

Bylaws to govern the department are important because they not only provide a
framework for the work of the nursing organization, but they will also serve as a
“snapshot” to describe the values and associated processes that can be expected to
occur, It may be tempting to develop bylaws early in the process of shared gover-
nance to provide some structure. Organizations who have done this successfully
have found that it takes 12 to 18 months of work. It is difficult to develop bylaws
at the beginning because a clear picture of shared governance has not emerged,
and the structure as viewed at the start may require a number of revisions, Other-
wise, individual councils would not be able to make adjustments as the structure
develops. Regardless of when the bylaws are developed, the professional nursing
organization will need to approve them by at least a majority vote. It will be dif-
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ficult for nurses to do this with clear understanding before the councils and forums
have begun to function. Porter-O'Grady and Finnigan (1984) provide a detailed
discussion and specific examples of bylaws.

THE ISSUE OF VETO

In some organizations the purse excculive may retain veto power over decisions.
Veto power in any form of shared govemnance organization has major implica-
tions. Becanse the basis of the organization is shifting accountability from man-
agement to staff, this cannot be fully achieved if veto power is retained, which
sends a message that a lack of confidence exists in the system itself or the profes-
sional staff cannot be fully trusted (Porter-O’Grady and Finnigan, 1984).

Conversely, because of the nurse executive’s accountability to the board of
trustees and the chief executive officer to support organizational initiatives and pri-
orities, what type of interface should exist when conflict does occur? An imporiani
control mechanism in each decision-making group is the information and interpre-
tation of the administrative representative. If this proves inadequate because of a
rapidly changing situation or other gap in information, the nurse execative will
generally meet with the group making the decision and provide the necessary ad-
ditional information or interpretation. When resolution cannot be accomplished,
the exceutive group, which includes staff nurses and a manager who are chairper-
sons of the councils, will take action on the issue. The leadership role of the nurse
execulive is critical in establishing credibility throughout the unfolding of the
shared governance process, and the work that has been done before such conflicts
arise will be realized here. Bylaws must fully address the process of conflict reso-
lutionm.

MODELS

To provide a clearer visualization of the relationship of structure to process, the
most common models of shared povernance with a centralized coordinating func-
tion will be briefly described followed by shared governance as a unit-specific
model. It should be understood that a model is simply one prototype that can be
studied and modified to meet the needs of the organization. As many models exist
as do institutions with shared governance.

COUNCILOR MODEL

The councilor model is structured to involve staff nurses in the widest possible
range of activities related to clinical practice. Decision-making councils are estab-
lished based on the functional arcas of professional practice (see Fig. 4-2). Ap-
proval of staff council decisions by administration or other management groups is
not required. All nursing managers and administrators will be involved in activi-
ties that support, facilitate, or integrate functions necessary to implement decisions
made by clinical nurses in councils representative of the areas of practice. Except
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FIGURE, 4-2. Councilor model, (From Porer-(Grady, and Finmigan, 5. Shared pover-
nance for aursing: a creative approach to professional accountability. With permission of
Aspen Publishers, Inc., 1984, po 1053

for the management council, councils will be primarily composed of stafl nurses.
If the organization has clinical nurse specialists, one should be included in cach
clinical group. A single nurse manager will have the only nonclinical vote in cach
staff council. The nurse manager’s role is to advise the council on management
implications as issues are discussed. One administrative-level nurse without a vole
advises each staff council reganding how various issues affect the goals and ohjec-
tives of the department and institution at large, Effective communication of this
information will assist the council to make appropriate decisions.

The size ol the hospital may affect the actual number of staff members in-
volved in any council, but no single arca should dominate, Generally. all clinical
areas should be represented. Large councils (more than 15 members) may become
cumbersome to manage because effective decision making is difficult in larger
ETOMIEYS,

The management council will include all nurse managers, directors, and the
nurse executive, The council’s primary shared governance functions are 10 manage
the fiscal, human. and material resources for the institution in concert with deci-
sions made in the clinical councils. The management team becomes the agent to
ensure that decisions of the councils are implemented on the units, within the
available resources. Becausc this role is much different than the role previously
assigned to the management team, the council provides an opportunity, through its
work as a group, to identify needed developmental activitics. The management
council provides a forum for discussing and assigning management accountabili-



Models of shared sovernance: design and implementation 99
E k

tics and roles. For example, when a department project or incident 15 identificd.
management accountabilities can be assigned based on the role developed by the
council members.

The coordinating or exccutive council is composed of the chairs of cach council
and the nurse executive. As noted earlier, this council presents the stafl nurse with
the opportunity for a significant role at the executive level. The primary purposes
of this council are to coordinate the activities of all the councils and, as necessary.,
10 make decisions that affect all arcas of the nursing department. The coordinating
function is vital because decision making is now spread throughout the organiza-
tion rather than solely at the management level. There will be debate throughout
the implementation process regarding who should make certain decisions. Olten,
involvement by more than one council is necessary. For example. when unit-based
shared governance commitlees are estahlished, they will deal with practice, qual-
ity, and education issues. Decisions involving more than one council will be re-
viewed (o be certain they are congruent and have been addressed by the appropri-
ate groups. It is expected that ambiguity will continue in any shared governance
organization, but comfort should develop with expericnce.

The role of the council chairpersons is important because their position affords
them an opportunity to expand their view of the nursing organization within the
institution. This expanded knowledge base should enhance their decision-making
skills. Conversely, the nurse executive has direct access Lo the leadership of the
governance representatives on a regular basis, which expands her knowledge of
current staff concerns. The resulting collaborative relationship will serve the de-
partment and institution well. With only five members, this group can be con-
vened, should it become necessary. to make critical decisions that cannot wait for
resularly scheduled meetings. Communication is mtegrated and  decisions are
made in a timely fashion,

Constraints of this model are its complexity, particularly when moving issues
through the system. As noted carlier, there is a broad decision-making base, and
the ability to integrate activities becomes a crucial factor. Cost and time involve-
ment also need to be considered. It will be necessary to build the cost of staff
participation into the nursing budget. Small groups, few in number. with clear ac-
countabilitics and goals will minimize confusion and help to focus governance ac-
tivitics. As previously noted, the coordinating council plays a key tole in integrat-
ing department activities.

CONGRESSIONAL MODEL

In the congressional model, all members of the nursing department {RNs, LPNs,
nurses’ aides) belong to the nursing congress. The overall structure is similar in
format to the federal government with elected representatives, a cabinel or execu-
tive council, and commitiees. Figure 4-3 depicts the structure of the congressienal
model.

The president and a cabinet of officers are clected by the congress from a slate
of nominees. Nominees may be both staff members and managers. but at least
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FIGURE 4-3. Congressional model, (Adapted from Rose Medical Center, Nursing Con-
sress Balaws, PR3, Used with permission_}

50% are staff. Committees or councils are formed w represent the five arcas of
nursing accountability and are responsible for specific activities that are defined in
rules or bylaws, As committee work is completed, it is presented to the cabinet for
action. The cabinet becomes the coordinator of shared governance activities, mon-
itoring the effectiveness with which committees perform their work, and advising
the nurse executive on matters of concern to the nursing congress.

The nursing care council moenitors and coordinates the activities that relate to
the practice of nursing, including all functional areas of clinical practice in the
general categories of practice, education, and quality assurance, Subcommittees
are formed to provide direction in all areas of practice, and these subcommitiees
present reports and recommendations to the council for action,

If issues require further consideration or intervention after review by the coun-
cil, they may be referred by this council to the cabinet. The nurse executive and
the chairpersons or a representative of cach subcommittee form the nursing care
council,

A unigue characteristic of this model is that a council dealing with human re-
sources s created. [t is composed of representatives from all clinical areas and an
administrative human resources representative. The council advises hospital ad-
ministration on issues of concern to the nursing department such as stafling, re-
cruitment and retention, and other employment-related activities. Participation in
institutional planning and development around human resources activities may be
offered.
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In a general sense. a parallel organization is formed by nursing within the in-
stitution at large, This is a constraint that needs to be considered before implemen-
tation of a congressional model. The ability for the format to be replicated in other
parts of the organization should be assessed. In addition, opportunities to create
linkages with other hospital departments such as establishing a professional rela-
tionship committee to enhance collaboration between nursing staff and other per-
sonnel who work with patients can help to decrease the isolation of nursing from
its support arcas,

ADMINISTRATIVE MODEL

The administrative model follows more traditional lines ol separation between
management and practice. A practice structure and 4 management structure are ¢s-
tablished. Management and staff have separate groups that focus on their specific
functions and accountabilitics. The areas of accountability for staff may be defined
in various ways but should address the categories defined earlier— practice, qual-
ity, education and development, peer relations, and governance. Figure 4-4 de-
picts the structure of the administrative model.

In this structure, the clinical group work is done by staff committees. All prac-
lice issue recommendations from the various staff committees are referred to an
umbrella group or council composed of both managers and staff. This group
makes decisions on the recommendations it receives, In some models a separate
integrating forum for all clinical issues and all management issues may exist be-
tween the committees and the executive group because many concerns may relate
to more than one committes. This format can streamline the work of the executive
committee to some extent since it may prevent the need to refer the work to an-
other committee that will need input. The group composition may vary but will be
most tepresentative if a majority are staff nurses. The nurse executive role,
whether through the vice president or dircctor level, is represented in the clini-
cal forum to provide a departmental and institutional view of the issues brought
belfore it It is also a source of important information for administrative nurses o
learn staff concerns. When there is a management component, the issue will be
referred 1o the appropriate management structure. In all shared governance modd-
els. there will be many instances when decisions between management and the
climical staff will overlap. This will not change as the model matures, but the com-
fort level of those invelved should increase. Each committee should have a spe-
cific purpose with developed goals and objectives, and the bylaws should reflect
the membership, responsibilities, and roles of all groups established as part of the
gystem,

A key characteristic of the administrative model is the structural familiarity in
discussing, recommending, and moving decisions upward. The decision-making
body, however, will be composed of both staff and management. This group
should be composed of at least 50% staff or a representative proportion in the -
stitution of staff to management. It can be assumed that the decision on composi-
tion will reflect the degree of commitment to staff nurse participation within the
nursing organization.
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FIGURE d-4. Administrutive maodel. (From Porter-CFGrady, T: Shansd povernance and
new organizational models, Nursing Eeonomics 3]6]:286, 1987.)

As noted earlier, this model is familiar in format and may be the model of
choice in organizations that are more traditional. It may also be practical in the wse

of existing committees, because less reorganization may be necessary.
However, the polential exists in this traditional format to revert to old
management-centered processes. This is especially true when the staff is not

proportionately represented on stafl and management committess. When there
is equal representation between the two groups. it may be expeditions for the
nurse executive to assume the role of tichreaker, To prevent this situation, staff
representation should be greater than 30%. Clear mechanisms for resolution of
conflicts involving staft decisions and nursing administration should be devel-
oped. Most organizations now use the councilor, congressional, or unit-based
structure. Pinkerton and Schroeder {1989) provide in-depth information of the ad-
ministrative model,
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UNIT-BASED MODELS

Several institutions have cstablished models that are unigue to cach nursing unit.
Unit-hased models, as depicted in Figure 4-5, ditfer from the more traditional for-
mat because there is no central integrating function with staff input at the execu-
tive and coordinating levels. Each unit is authorized to establish its own gover-
nance system. There 15 considerable latitude so that each unit can establish a for-
mat that seems to best meet its needs. The functional areas of accountability are
addressed on a unit-by-unit level. Some institutions have one or more units that
have chosen to climinate estahlished managers, dividing the mapagement function
among the group’s members.

In providing control, each unit submits its plan to the nurse execulive [0 ensure
there is no conflict with ather policies and standards in the department. Generally,
the members of the administrative team with overall responsibility for the unit will
have advised unit staff of possible conflicts while developing their model. Regard-
less of the flexibility of the nurse executive and administrative stafl, administra-
tion still approves decisions related to practice in this format. This rermaing a cen-
iral issue even if alf plans are approved as submitted.

Perceived benefits of this approach are that the process is faster than waiting for
the entire department to organize itself, and unils can form groups at their own

Unit-shared
governance

Budgeting and
management

Mursing adminisiration

Recruiment
and retention

FIGURE 4-5. Unit-hased model.
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pace. Innovation can be encouraged and groups learn from each other. Con-
versely, no unit would be required to form a shared governance model. A high
value in this format is given to recognizing the individuality of groups.

Omne ol the constraints of unit-based models are that the coordinating function
and a role at the executive level for stall nurses are not part of the design.
Therefore, there must be executive approval for the format that defines lhe
practice of nursing on any particular unit. Rather than staff nurses making
decisions with the nurse executive on departmentwide decisions and integral-
ing issucs relating to accountability, nursing administration fulfills this func-
tion.

Some orgamzations have started with the unit-based model and later developed
a departmental integrating and control function that gives stall full decision-
making authority over practice issues. Until central integration and control are
present, shared governance cannot be said to be fully implemented.

COLLECTIVE BARGAINING

Establishing effective shared governance models in unionized hospitals has begun.
Several unionized hospitals are currently in that process of adopting shared gover-
nance models. The challenge of integrating the contract and the governance struc-
ture in a {ashion that continues (o promote decision making at the staff level is a
major undertaking, Obviously this can be accomplished only in an environment
where change benclicial to all involved can oceur.

Unfortunately, there is a dearth of literature on implementation of shared gov-
ernance within a union environment. [n general, those issues that exist when trust
is lacking will exist in this setting. Active effort to keep communication open will
be critical because relationships, especially in the beginning, are likely to be ten-
LIRS,

A suggested approach is to begin exploratory meetings jointly with union and
management negotiating teams so that all members feel invested in the process.
During the early phase the participants must agree to be open to all conditions of
change that may need o be explored. This presents a major commitment for both
union and management and is likely 1o cause some anxiety. Because it is uncertain
which issues will arise, concerns are apt to surface surrounding long-standing is-
sues or areas of current stress. The union wants to protect the contract, and the
process may be scen as “caving in” to management, undermining union authority,
or trying to eliminate the union. Management may expect the union to not be fully
cooperative to maintain their control or to place bargaining conditions in the con-
tract that interfere with the full implementation of shared governance. Some man-
agement members of the group might also be concerned about giving staff, who
are union members, so much decision-making authority, In addition, there may be
concern about giving management information to the union or appearing to be
supportive of the union. The concerns of both parties are quite similar. Acknowl-
edging these concerns can be helpiul if it is understood these issues will only be
resolved over time as the working relationship develops. If it is possible to involve
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a consultant, it will generally be easier to be more objective and to defuse difficult
situalions.

If both parties agree to proceed with the project, specific mechanisms musl be
in place to ensure ongoing involvement of the negotialing teams, staff, and corpo-
rate officers of both the union and the hospital. Although the corporate officers are
Jess directly involved, lack of their support at critical junctures can make the task
more arduous. If they are regularly informed of issues and progress, difficulties
are less likely to arise. To bring them to the table to resolve an impasse or inform
them of a major change they did not anticipate disadvantages the process.

A sugeested format will provide support at several levels. In addition to meet-
ings with the negoliating teams, the union negotiator and sclected officers of
the bargaining unit should meet with nursing administration, preferably the nurse
exccutive and one or two other nurse directors. Meetings should oceur at least
monthly to review progress, discuss changes, and begin 1o study contract con-
tent and language once the process is underway. ltems of conflict or concern that
have surfaced between meetings should be discussed so they can be referred Tor
resolution o the appropriate individuals or put on the agenda for further discus-
sion. The work of this group is excellent preparation for negotiations because
members will have discovered that even the most difficult issues can be discussed
without animosity. Successes develop trust and a willingness to continue the com-
mitment,

An additional informal meeting with union officers and nursing administration
should also include a manager and two or three staff members from the sume unit.
If there is tension regarding an issue on a particular unit, it is good to invite the
manager and staff from that area. These meetings allow discussion and clarifica-
tion of information related to the concern. A monthly luncheon or other regularly
scheduled meeting in a relaxed setting works well. This provides an opporiunity
for members of the nursing stafT to observe union and management leaders solving
problems together and to be comfortable participating in that activity, This is an
important factor in the overall process, since trust issues will surface often. This is
especially true during times ol stress,

The number of meetings may scem complicated and cumbersome. but the var-
ious groups provide a solid foundation for problem solving and enhance the pos-
sibility of success in this sometimes arduous undertaking.

The need for a steering committee is not eliminated by the work of the groups
described above, These groups support the work of the steering committee. Staff
nurses on the steering committee are union members. They should be given the
opportunity o choose whether they are to be elected by bargaining unit members
or appointed by union officers. Satisfaction of the membership with the choice of
their representatives may become an issue, and it is important that members feel
comfortable with how their representatives were selected. The steering committee
will be more focused on how practice should be structured to accomplish the goals
of shared governance, and the negotiating team will need (o discuss broader issues
related to collective bargaining and how the contract may be affected. There is an
opportunity for the negotiating team to deal with current health care issues and the
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concept of shared governance in the early phases while the steering commitles un-
dergoes its own educational process. Once the program is underway. quarterly
meetings of the negotiating teams are probably adequate, whereas the steering
committee should meet at least monthly.

The question of whether shared governance should be included in the contract
will arise. Because most contracts are of shorter duration than the implementation
of shared governance, the concern is almost certain to occur. Two factors are of
particular importance: Professional practice cannot be negotiated and contract fan-
guage, by intent, tends o be restrictive. Contracts are usually negotiated for 1- o
F-year periods, and it is important that items not preclude activity of the councils
that are forming, Cuareful review will be necessary so these activities are not de-
fined by the contract rather than by council members. Sensitivity should be exer-
cised so that the language of the contract and the engoing shared governance pro-
cess are not in conflict, The effort is not to unduly restrict the work of the stalf in
developing their model.

It is helpful to acknowledge in the contract the work being undertaken and lan-
guage indicating the mechanism to be used when changes are needed in the con
tract. A single article in one major hospital contract recognizes that shared gover-
miance is heing implemented and indicates how contract changes will oceur, the
role of the contract during the interim phase, and what mechanism intervenes
should the process cease (o exist. No [urther mention of shared governance ap-
pears in the contract, The article was written by the sleering committee and sub-
mitled to the negotiating eams before the starl of negotiations.

Development of an article in the contract is an inilial process. Meetings be-
tween umon and management leadership should help to prepare for negoliaiions in
which contract language will be changed. Meeting and identilying specific areas
for conperative change present a challenge. Conversely, the opportunity to Juantly
work out language without the added pressure to complete negotiations is benefi-
cial. Some of the concerns surrounding traditional areas of confrontation such as
ericvance and disciplinary action can be defused if a trusting relationship was de-
veloped during the implementation phase. Nevertheless, language that is mutually
satisfactory will be needed. It should be as nonrestrictive as possible so the need
ol staff w develop formats and structures that promote professional practice is not

impaired. For cxample. by limiting language to phrascology such as . . . “mech-
anisms shall exist for seltlement of disagreements”™ . . . rather than a detailed pro-

cedure 10 be followed for specitic grievances allows the appropriate councils to de-
termine how these issues will be handled. In this manner an activity such as peer re-
view is not precluded. It is also important o acknowledge that under this format man-
agement will also relinquish its traditional role in the grievance procedure.

Just as using the bureaucratic structure to begin implementation ol shared gov-
ernance scems incongruent, so does the resistance of the union in giving their
members decision-making authority in the workplace, However, the historical per-
spective of cach must be considered, with sensitivity shown as concern s ex-
pressed and resistance encountered. Because neither party will be experienced in
addressing contract issues in the context of shared governance, a sense of perspec-
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tive in working through the difficulties of doing what has not been done before can
add some excitement and perhaps a sense of humor to the challenge.

Steering committee members will be important leaders in establishing shared
governance. Because of the work in which they have been involved, they will be
more knowledgeable and informed than their peers. Major changes in established
relationships between management and staff are needed, and committee members
will require support to deal with reactions of their peers to these changes, Reac-
tions will be related to both staff nurse accountability and a lack of understanding
of the need for controls and a defined management role. As previously noted. staff
may resist accepting accountability because an activity has always “belonged” to
management. Conversely, they may feel they no longer need any management in-
put and can make rules as the need arises. This can be resolved effectively in the
steering commiltee because the knowledge base has been expanded during the
preparation phase. A staff nurse and manager from the steering committee are an
excellent team to work with groups experiencing difficulty in adjusting to the
changes.

TRENDS IN SHARED GOVERNANCE MODELS

It is difficult to describe shared governance models because many modifications
have been made. It is unclear how to categorize some models. As a result, the
concept remains somewhat hazy. Because no single model exists, it is difficult to
envision it precisely. The principles on which it should be based are much casier
o state.

Some institutions have developed models in which other members of the orga-
nization join with nursing in an integrated or collaborative model. In some cases,
this emerged as an accommodation to particular circumstances in the institution.
For example, some unions have claimed the model represented a collective bar-
gaining unit for nursing so other staff were integrated. Finding ways to integrate
others into shared governance is of interest because of nursing’s tendency to be-
come isolated from the rest of the organization. In Mershon’s interview with Boe-
chino (1990) the tendency of nurses to isolate themselves from the larger health
care system is discussed. Pinkerton and others (1989) also address this issue in
relation to the difficulty of having a progressive group working with personnel in
ather departments who have not developed as fully. As noted carlier, the literature
of other disciplines indicates employee needs of more responsive and humanistic
work environments. Finding organizationwide models that help members work
more effectively together may be the next step in shared governance.

SUMMARY

The selection of a professional practice model that meets institutional and depart-
mental needs requires careful analysis. In addition, knowledge that adequate sup-
port within the institution exists is a prerequisite o begin the process.

There are as many models for shared governance as there are hospitals where 1t
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has been implemented. The models described in this chapter should serve only as
guides in the development of structures most appropriate to the culture and work
of an organization,

Because uncertainty is a normal part of change, anxiety and even some chaos
are to be expected in a project of this magnitude. Providing adequate information
ahout the project and fully involving both staff and management are critical to suc-
cess, This is especially true as traditional roles change and old identities are chal-
lensed.

A formal group of staff and management should be established to oversee the
project and help the nurse executive lead the department through the necessary
changes. Establishing clear goals and timetables will prevent a loss of momentum,
especially when broader issues such as philosophy, purpose, and mission are be-
ing defined.

The steering committee plays an important role in integrating the work of var-
ious forums and councils. Throughout the process communication is a key factor
in decreasing resistance to change. There will be a knowledge gap between coun-
cil members, who are formally involved, and other unit staff. When unit gover-
nance committees are established the staff members who are not involved with
council work will have an opportunity to apply the principles of shared gover-
nance to their day-to-day activities, The need for new skills in leamning expected
roles should be anticipated because conflicts can be expected. particularly in the
arca of interface belween statf and management,

Union and management are beginning to find ways to integrate professional
practice models with collective bargaining agreements. Although the issues are
complex, full participation between the two groups and an openness of all parties
involved will be necessary 1o succeed.

Mew management structures that challenge the traditional bureaucratic or-
ganization have evolved throughout the work force. This has been the result of
employee dissatisfaction with models that fail to recognize basic human needs
and an increasingly complex and changing work environment. Nowhere has this
been more true than in health care. New models of shared governance will con-
tinue to evolve, such as organizationwide models that facilitate cooperation,
Shared governance is the process that moves nursing (o the future and should not
serve as an end point or constraint o resolving new challenges that will inevitably
develop.
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