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KEYNOTE: ThePioneer Years...Building for the Future
Jane Llewellyn, RN, PhD, NEA-BC
Vice-President, Chief Nursing Officer
Rush University Medical Center

The Pioneer Years - -
Blazing the Trail
For The Future

Rush Professional Nursing Staff
25" Anniversary Celebration

Jane Llewellyn, PhD, RN, NEA-BC

2007 RUSH Uiy Mt Crer

1983 — MICHAEL WHO?

4

1983 - THE WAY WE WERE

207 USH Uty M Gt

Luther P. Christman, RN, PhD, FAAN

1983 RUSH CULTURE

Primary nursing model with emphasis on
accountability

Flat administrative structure
Decentralized decision-making

No house supervisors

No staffing office

Cannot have shared decision-making in
one realm and be highly bureaucratic in
another




BACKGROUND FOR RUSH SG MODEL

* 1963 Dr. Christman speech at Sigma
conference

* 1976 LPC article “Autonomous Nurse”*
« 1976 Exploratory committee formed

« 1980 Staff voted to approve concept

« 1982"ish” Staff vote on bylaws failed

« 1983 Staff voted to approve bylaws

* 1984 First officers elected

*L. Christman. (1976) “The Autonomous Nursing Staff in the Hospital”
Nursing Administration Quarterly 1(1): 37-44.

1984 PNS OFFICERS

T ————

ORIGINAL PNS STRUCTURE

DAC = Department Advisory Commitiee  UAC = Unit Advisory Committee
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10

11

12

BYLAWS — INITIAL CONCERNS
* Who should be included?

* What is the scope?
« Will it lead to collective bargaining?

SELF GOVERNANCE?

7 South experiment with no manager

207 USH Uty M Gt

Current PNS Structure

Board of Trustees
Quality of Care
Committee

President of
Professional Vice President
Nursing Staff Nursing Affairs

Executive Nursing
Committee Operations Counci
Standing Deparment Department
Committees Advisory Directors
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STANDING COMMITTEES

Nurse

Education

Magnet
Documentation
Standards of Care

Advanced Practice

Recruitment & Retention
Research

Nursing Quality
Improvement

Standards of Practice
Recognition

Changes over the years

ORIGINAL

+ 10 standing committees

+ Dues assessment

+ Granting privileges

+ Annual staff meeting

+ Focus on inpatient nursing

+ An organizational structure

CURRENT

+ 11 standing committees with

different focus

+ PNS cost center

+ Only for APNs

+ Quarterly open forums
* Inclusive of all nurses

+ A embedded philosophy that

drives the way we function

T ————

EARLY SG MODELS

* Rose Medical Center — Denver, CO

« Strong Memorial — Rochester, NY

« St. Joseph’s Hospital — Atlanta, GA

« St. Michael Hospital — Milwaukee, WI

* Rush-Presbyterian-St. Luke's — Chicago

207 RUSH Uity Mo Corer
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THEORETICAL LENSES

Human Resource Era (Herzberg,
McGregor)

Business and Management (Deming,
Kanter)

Self-managed work teams
Leadership theory (Kennerly)
Sociology of Professions (Merton)

207 USH Uty M Gt

SG RESEARCH

» Case study exemplars
« Scant research-based evidence
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SG RESEARCH TOOLS

Index of Professional Nursing Governance (Hess)

— http://www.sharedgovernance.org/sgmeasurement.htm
Decisional Involvement Scale (Havens)

— Journal of Nursing Administration, June 2003

Nursing Work Index — Practice Environment Scale
(Lake)

— Research in Nursing & Health, 2002,25, 176-188

Conditions of Work Effectiveness Questionnaire-I1
(Laschinger)

Essentials of Magnetism — Control over nursing
practice subscale (Kramer & Schmalenberg)

LIMITATIONS OF SG RESEARCH

Usually single setting

Design and sampling limitations
Lack baseline data

Do not measure the extent that
governance exists (dose)

Usually implemented with other
changes so independent influence
cannot be established

T ————

SG EVIDENCE (Limited)

Improvements in autonomy,
communication and decision-making
Improved work team dynamics
(cohesion, commitment, decreased
conflict)

Turnover — improved, declined or
remained unchanged

Job satisfaction - inconsistent

207 RUSH Uity Mo Corer
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WHY DO WE DO IT?

« As nurses, it fits with our values

* Makes intuitive sense

* Magnet

« It's the right and respectful way to work
with professionals

SHARED GOVERNANCE MYTHS

» Empowering nurses decreases the need for
leadership positions

Sharing of power and decision making will
lead to more satisfied nurses

Nurses want to share in decision making
A shared governance model costs more
SG minimizes turnover, improves retention

A specific shared governance structure is a
requirement for magnet

207 USH Uty M Gt

WHAT DOES MAGNET REQUIRE?

“Describe and demonstrate:

— The structures and processes that enable
nurses from all settings and roles to
actively participate in organizational
decision-making groups such as
committees, councils, and task forces.

— Two improvements in different practice
settings because of nurse involvement in
organizational decision-making groups
such as committees, councils, and task
forces.”

2008 Application Manual, Magnet Recognition Program®

207 USH Uty M Gt
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FUTURE

Increase scientific rigor of SG research
Expansion internationally

Transition into new relationships
between employees and managers
Socialization of students regarding
professional accountability

Develop the capacity of nurses to guide
changes in the work environment

“Hand over the nuts and nobody gets hurt!”

T ———r—

QUESTIONS AT THE END
OF THIS SESSION

T ———r—




KEYNOTE: A Profession of My Own: The Casefor Self Governancein Nursing
Melanie C. Dreher, PhD, RN, FAAN
Dean of the College of Nursing at Rush University

* The Rush Unified Matrix Model
was grounded in the
transformation of a medical cente

hospital to a health university

Christman




IThe full use of knowledge is an
bligation each profession owes
the clients it serves
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Education + Service =
Professional Power

Sustaining Self/Shared
Governance

» Well educated nursing staff

« Enlightened Chief Nurse
Executive

* Nurse manager

10
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Foundations of Shared Gover nance
Marcia Murphy, RN, DNP; Rachel Start, RN, BSN

Foundations of
Shared Governance:
Why and How

Marcia Murphy, DnP, RN, ANP,

First President Professional Nursing Staff
Rachel Start, RN, BSN

President Elect, Professional Nursing Staff
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Foundations of Shared Governance

* Objectives:
1. Identify the purpose and scope of
shared governance
2. Describe structures that support the
mission and purpose

3. Describe the relationship between
shared governance and Magnet
Recognition

Foundations of Shared Governance

« “Is it possible for an occupation
whose members are primarily
employees to practice
autonomously within the
framework of an institutional
setting?”

»Ingeborg Mauksch, 1971

4

Foundations of Shared Governance

“Responsibility and
accountability for establishing
standards, controlling negative
sanctions where professional
shortfalls occur, are signs of full
maturity in a profession.”

»Luther Christman, 1976

T ———r—

Foundations of Shared Governance

What is shared governance?

Shared governance is a philosophy and
structure, providing the nursing staff
with ultimate accountability for all
matters related to their nursing practice
and quality of care. It gives nurses a
voice and an opportunity to participate
in decision making.

Foundations of Shared Governance

Essential criteria of a profession:

1. Providing services vital to society

2. Possessing a specialized body of knowledge and
skills

3. Formulating and controlling practice autonomously

4. Possessing a code of ethics

12



Foundations of Shared Governance

Early Models:

Rush University Medical Center,
Chicago, lllinois

Strong Memorial Hospital, New York,
New York

St. Joseph’s Hospital, Atlanta,
Georgia

Foundations of Shared Governance

* Purpose of Shared Governance
defined by earliest models:
» Professional Nursing Staff (PNS) at Rush:

1. Promote excellence in professional performance
among the nursing staff.

2. Provide high quality and cost-effective nursing
care for patients

3. Establish and monitor standards of clinical
practice

4. Facilitate the quality of professional life of its
members

207 USH Uty M Gt

Foundations of Shared Governance

» Professional Nursing Organization
(PNO) at Strong Memorial

[N

. Promote quality nursing care of patients and
families

2. Participate in the development of nursing
practice standards

3. Provide an integrating structure for professional
nursing affairs

Jones & Ortiz (1989)

10

11

12

Foundations of Shared Governance

Saint Joseph’s Hospital

1. Establish standards for professional practice
2. Assure that patients receive the best possible care
3. Promote quality nursing care of patient and families

McDonagh, Thodes, Sharkey and
Goodroe (1989)

Foundations of Shared Governance
Purpose of Newer models:

Three Rivers Hospital, Michigan-

Purpose:

Provide a formalized decision making framework for
professional nursing

Provide high quality nursing care for patients
Promote a culture of professional practice

BT ———

Foundations of Shared Governance

« Common characteristics:

. Autonomy

. Independence

. Accountability

. Empowerment

. Participation

. Collaboration in decision making

o U WN R

13
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Foundations of Shared Governance

» Shared Governance History

* Many Examples outside of
Hospital/Nursing Sphere

 Long History- Academia- 1800’s

Foundations of Shared Governance

. Toyota: “...Atthe core of the company’s success is the
machine and every worker... Toyota rejects the idea that
innovation is the province of an elect few, instead its taken to be
an everyday task for which everyone is responsible.”
Surowiecki, 2008

Southwest Airlines: culture Committee- creates
engagement by giving these staff members oversight for the
health of their company, Kerfoot (2007)

ANCC Magnet Program: The energy of a Magnet-
designated facility is usually felt by everyone because they are
committed to the front- line staff, Kerfoot (2007)

207 USH Uty M Gt

Foundations of Shared Governance

Structure:

“Structure is vital to shared
governance. In fact, organizations
that implement shared governance
programs typically create new
organizational structure, such as
committees.” Hess (2004)

207 USH Uty M Gt
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Foundations of Shared Governance

 Structures:

1. Vital to shared governance

2. Officers or Governing Committee

3. Various Unit level committees or councils and
Department level committees

4. Specific Committees that usually address issues
such as practice, management, quality and
education.

5. Linked either via communication or some
combining committee to Executive Management

Foundations of Shared Governance

* Models:

“To establish a setting that supports the nurse as a
professional, the unilateral bureaucratic model must
be replaced with the shared power models that
promote interdependence and cooperation” Shidler,
Pencak, McFolling, 1989

Councilor Model
Administrative Model
Congressional Model
The Rush Model

BT ———

Foundations of Shared Governance

e Councilor model- coordinating
council integrates decisions made
by managers and staff in
subcommittees. Hess, 2004

T ————
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Foundations of Shared Governance

Foundations of Shared Governance

e Administrative Model- more
traditional bureaucratic structure that
splits the organizational chart into two
tracks with either a management or
clinical focus, although membership in
both tracks often encompass both
managers and staff as implementation
progresses. Hess, 2004

207 USH Uty M Gt

Foundations of Shared Governance

207 USH Uty M Gt
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Foundations of Shared Governance

» Congressional Model- relies on
a democratic component to empower
nurses to vote on issues as a group.
Hess, 2004

Foundations of Shared Governance

T ———r—

Foundations of Shared Governance

« Current Examples from Literature

- Seton Healthcare Network, Central
Texas

- Overlake Hospital Medical Center,
Bellevue, Washington

- Vanderbilt University, Nashville,
Tennessee

T ———r—
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Foundations of Shared Governance

*The Rush Model

» “Founded on the premise that nurses
throughout all levels of the
institution are recognized as
professionals and, as such, are
accountable for the quality of
nursing care within the medical
center” Shidler, Pencak, McFolling (1989)

207 U Uty M

Foundations of Shared Governance

Rush Model

- “Medical Staff organization model
chosen as a prototype because the
existing management system supported
the philosophy that nurses’
responsibility and accountability for

patient care paralleled that of the
medical staff”

Shidler, Pencak, McFolling (1989)

207 USH Uty Mo

Foundations of Shared Governance

 Professional Nursing Staff Bylaws-
Legal and Binding Document- approved
in 1983 by:
* Nursing Staff
* Nursing Administration
* President of Medical Center
 Board of Trustees

207 USH Uty Mo
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Foundations of Shared Governance

* Bylaws

« Outline responsibilities of all standing
committees, officers as well as relationship of
Professional Nursing Staff to the Medical
Center as a whole

« Can be updated and revised through a
rigorous legal process

Foundations of Shared Governance

07 U Uty Moded G

Foundations of Shared Governance

* Membership:

< All nurses at Rush University Medical
Center, including all Faculty that are
Nurses in the College of Nursing at
Rush University.

* No dues

07 U Uity M G
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Foundations of Shared Governance

“Advisory committees at the unit,
department and division levels comprise
the heart of Rush’s self governance
model...reflecting a cross sections of
practitioners- experience nurses, new
graduates, managers, and faculty-
elected staff representatives participate
in decision making at the various levels
at which their practice is affected”

« Shidler, Pencak, McFolling, 1989

Foundations of Shared Governance

PNS Structure
EXECUTIVE COMMITTEE

STANDING
COMMITTEES

DAC/UAC

207 USH Uty M Gt

Foundations of Shared Governance

Unit Advisory Committee (UAC)

Each Unit has a UAC

Chaired by Unit Director

Consists of Representatives from each constituent
group on the unit

Representatives elected by unit staff members
Serves to review the unit scope of care

Develop, Monitor and Evaluate Nursing Practices and
Interdisciplinary performance activities

Meets monthly

207 USH Uty M Gt
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Foundations of Shared Governance

Department Advisory Committee

(DAQ):

Elected Representatives from each UAC in the
Department, ie: Medical Surgical DAC, Critical Care DAC
Chaired by Department Head

Responsible for monitoring and evaluative nursing
care within the department for the purpose of
improving the quality of patient care

Includes reps from Quality Improvement and
occasional guests from other areas

Meets monthly

Foundations of Shared Governance

Executive Committee:

Consists of elected representatives from each department
advisory committee, Chief Nursing Officer, President, Past
President, Secretary and Treasurer

In charge of affairs of staff, with the authority to take necessary
and appropriate action on any PNS business

Oversees all PNS business

Monitors standards and promotes clinical nursing excellence
Reviews, evaluates and acts upon reports of standing
committees

Coordinates the activities of the standing and ad hoc
committees

Consults with PNS president for input into hospital-wide
committees

BT ———

Foundations of Shared Governance

Officers: Charged per the bylaws
to actively contribute to the
leadership of the nursing staff and
shall perform other activities as
identified by the president and
executive committee

T ————
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Foundations of Shared Governance

* President:

Presiding officer of the staff

Acts as liaison between the nursing staff, nursing
administration, medical staff as well as other
disciplines and hospital administration

Presides at and is responsible for the agenda of all
general meetings of the staff

Chairperson of the Executive Committee

Addresses in a timely manner and encourages
appropriate dissemination of information to all nurses

Foundations of Shared Governance

» President Elect:

« Assists the president and assumes the duties
and authority of the president upon expiration
of the president’s term.

 Performs additional duties as assigned by
president or executive committee

207 USH Uty M Gt

Foundations of Shared Governance

* Secretary:

» Prepares, preserves and makes available,
accurate and complete minutes of all staff
meetings and the Executive Committee

» Coordinates communications including
newsletters and the Web site.

207 USH Uty M Gt
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Foundations of Shared Governance

* Treasurer:

« Responsible for accounting and disbursement
of funds to the staff as stipulated by the
Executive Committee

Foundations of Shared Governance

Committee Membership:

Staff nurses can join any committee except
the UAC, DAC or Executive Committee which
require election.

Typically a two-year term

Consent to serve form must be submitted to
the secretary prior to membership

BT ———

Foundations of Shared Governance

PNS Committees:

Nursing Standards of Care Committee
Nursing Standards of Practice Committee
Nursing Documentation Committee
Nursing Recognition Committee

Nursing Nominating Committee
Recruitment and Retention Commitiee
Magnet Recognition Committee
Advanced Practice Nurse Committee
Education Committee

Research Committee

Staffing By Acuity Committee

Past Presidents’ Council

Nursing Quality Improvement Committee

T ————
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Foundations of Shared Governance

Nursing Quality Improvement
Committee:

Monthly meeting that convenes chairs of all
committees, Chief Nursing Officer, Executive
Committee and Department Heads

Includes Peer Review by reviewing cases that
involve opportunities for quality improvement
Votes made on how to improve processes

At times includes multidisciplinary guests to
assist in various case reviews.

Foundations of Shared Governance

*Magnet and Shared
Governance:

“Like a Glove”

207 USH Uty M Gt

Foundations of Shared Governance

» Shared governance and Magnet
Recognition have the same ultimate
purpose:

-Provide quality patient care by
engaging staff in decision- making
pertaining to nursing practice,
standards, and quality of care resulting
in nurse satisfaction

46
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Foundations of Shared Governance

< Five components of Magnet:
— Transformational Leadership
— Structural Empowerment
— Exemplary Professional Practice

— New Knowledge, Innovations and
Improvements

— Empirical Outcomes

» Shared Governance is an element of each
component.

Foundations of Shared Governance

Shared Governance can Facilitate:
- Leadership development
- Providing a link between direct care nurses
and the CNO

-Nurse leaders obtain input from direct
care nurses to improve the work
environment and patient care
-Changes are based on input from direct
care nurses
Nurse Leaders can advocate for resources
based on feedback from staff

T ———r—

Foundations of Shared Governance

* The structure of PNS is an empowering
vehicle for nurses, enabling them to:
- Actively participate in
organizational decision-making
groups
- Improve care due to that
involvement

19
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Foundations of Shared Governance

Exemplary Professional Practice

» Shared Governance facilitates
excellence in practice and nursing
autonomy as nurses use the structures
to:

« Develop and evaluate standards of practice
and standards of care

 Improve quality of care by monitoring and
responding to nurse sensitive indicators

* Provide for peer review

Foundations of Shared Governance

* New Knowledge, Innovations and
Improvements

— Shared governance committees support
improvement in care through:

— Participation in research supported by Research
Committee

— Evaluation of current practice
— Development of innovations in nursing practice

207 USH Uty M Gt

Foundations of Shared Governance

« Purpose of PNS
Transformational Leadership

Support collaboration between the nursing, medical and
administrative staffs

Exemplary Professional Practice
Establish and monitor professional nursing practice
Promote excellence in professional performance among the nursing
staff
Establish and maintain regulations of nursing practice consistent with
the corporate bylaws of the Medical center, its policies and
procedures and rules for governance

New Knowledge, Innovations and Improvements
Promote clinical competence and research essential to the
advancement of professional knowledge and skill in nursing care
Provide high-quality and cost-effective nursing care for patients

Empirical Outcomes

Shared Governance = Structural Empowerment

207 USH Uty M Gt

52

Foundations of Shared Governance
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Growing a Shared Gover nance Organization
Cathy Catrambone, PhD, RN; Betsy Durso, RN-BC, BSN

Growing a Shared
Governance Organization

Cathy Catrambone, PhD, RN
PNS President 1990-91

Betsy Durso, BSN, RN
PNS President 2005-07

Rush University Medical Center
Chicago, lllinois

2003 RUSH Uiy Mt Crer

Objectives

« Discuss the key factors for success of a

sustained shared governance
organization.

« Identify barriers to growth.

« Identify ways of expanding the
organization.

Hess (2004):

Shared governance is a journey, not a destination. . .
Organizations that implement shared governance are
in a constant process of revitalization and renewal.

The journey can be long and steep. Expect a sharp
learning curve. . . When the learning curve is past,
maintenance will be necessary to keep everyone’s
expertise current.

Hess R. (2004). From bedside to boardroom — Nursing shared governance. Online
Journal of Issues in Nursing, (9)1.

4

Church, Baker, & Berry (2008):
“Shared governance isn’t transactional
(recommending) but transformational
(empowering: responsibility and
accountability for decisions); and a such
nurse leaders must be engaged in facilitation
and mentoring staff regarding and
responsibilities as council members”.

Church J, Baker P, Berry D (2008). Shared governance: A joumey with continual
mile markers. Nursing Management, 39(4): 34-40.

LT m——

Current Shared Governance Structure

Changes over the years
ORIGINAL CURRENT

10 standing committees

11 standing committees with
different focus

Dues assessment PNS cost center

Granting privileges Only for APNs

Annual staff meeting and Quarterly open forums

Senate

Focus on inpatient nursing Inclusive of all nurses

An organizational structure An embedded philosophy that

drives the way we function
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Rush Shared Governance Structure

Professional Nursing Staff (PNS)
« Unit Advisory Committees (UAC)

« Departmental Advisory Committees
(DAC)

« Executive Committee

< Standing Committees

PNS Unit Advisory Committees

« Each unit has a UAC
< Grass roots of shared governance

« Meetings are held monthly or more
often if necessary

« Most UAC'’s have non-RNs who attend

« Elected position for two year term. Half
the committee turns over each year.

T m——

PNS Departmental Advisory Committees

Departmental forum to discuss activities
and issues pertinent to the department
Meets monthly

Membership is 2 year term with half of
the committee turning over each year
Chaired by the Department Director with
support from Education/Quality
Coordinator

T m——
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PNS Executive Committee

The duties of the Executive Committee include:

« Monitor standards and promote clinical nursing
excellence

Review, evaluate and act upon reports of the standing
committees

Coordinate the activities of the Standing Committees
and ad hoc committees

Consult with PNS President for input into hospital wide
committees

Quarterly Open Forums

PNS Pulse online newsletter

PNS Standing Committees

Standards of Care » Recruitment and
Standards of Practice Retention
Documentation * Research

Recognition * Education

Nominating » APN (With Credentialing
Magnet Subcommittee)

Nursing Quality
Improvement

T m———

Current Shared Governance Structure

22
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PNS Key Factors for Success

« Bylaws and structure

« Strong sense of identity and purpose

« Time and support

« Active participation and representation
¢ Outcomes

« Leadership development and
mentoring

« Recognition

Key Factors for Success

Bylaws and Structure

« Organizational commitment

« Protected by bylaws

« Organizational culture

« Responsibility and privilege for
professional practice

« Accountability

P ——r—

Key Factors for Success

Strong Identity and Purpose

« Rush nursing national reputation
< Engrained in culture/practice

* Autonomy

« Bylaws maintain identity and integrity of
organization

2008 s vty Mo o
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Key Factors for Success

Time and Support

Staff nurse

— Chair and committee participation
— Volunteer and paid time

Nursing leadership support

— Unit level

— Department level

— Division of Nursing

Key Factors for Success

Active participation and representation

PNS Advisory Committees

-UAC

-DAC

-Executive Committee

PNS Standing Committees

Nursing Operations Council

Nursing Quality Improvement Committee
Board of Trustees

200 s vty Mo o

Key Factors for Success

Outcomes
< Nursing drives their own practice

— Nursing Standards of Care

— Nursing Standards of Practice
— Documentation

— Research

200 s vty Mo o
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Key Factors for Success

Leadership Development and Mentoring
Commitment to developing and
sustaining culture

— Chief Nursing Officer

— President Elect year

-HR

— Past Presidents Council

Key Factors for Success

Recognition

PNS Recognition Committee

« Luther Christman Clinical Nursing Excellence Award
« Mary Beth O’Holleran Nurse Mentorship Award

« Jane High Barton Award

PNS Magnet Committee
= Course for Excellence Award
+ Magnet Recognition Fair

PNS Executive Committee
« PNS Community Service Award
* Women'’s Board Nurse Scholar Award

« Gamma Phi Chapter of Sigma Theta Tau and PNS Clinical Nursing
Research Award

T m——

Examples of Staff Input

Documentation Committee: Diabetic record, Epic
Executive Committee: Dress code survey

Dept Advisory Committee: Rounding project
Unit Advisory Committee: Self scheduling

Standards of Practice: Removal of central venous
catheters — adopted by Medical Staff

Standards of Care: Seizure precautions

Recruitment & Retention: Acuity staffing
legislation, Rest up room

T m——
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“The price of greatness is
responsibility”.

Winston Churchill

Barriers to Growth

« ldentity engrained in culture
« Competing demands for time
« Leadership transition

« Succession planning

T m———

Barriers to Growth

Identity Engrained in Culture

« Staff not always aware of impact of
shared governance

« Overview of PNS structure presented at
new staff orientation

« Opportunities to heighten awareness of
evolving impact of shared governance
in practice

T m——

24



25

26

27

Barriers to Growth

Competing Demands for Time

« Not always protected time to participate
< Unit coverage challenging

« Requires staff to be self driven

Barriers to Growth

Leadership Transition

< Opportunity for improved transition
planning for UAC/DAC leadership

« Transitions managed by the individual
units and departments

« Create standardized process that
adaptable to address individual needs

P ——r—

Barriers to Growth

Succession Planning
< Currently no formal succession plan
« Officer recruitment challenging

— “Officer” position intimidating

— Staff nurse to staff leader transition

— Impact as leader of shared governance not
fully understood early in the role

« Model for succession planning in
development phase

2008 s vty Mo o
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Expanding the Organization

« Non-clinical units incorporated into PNS
« Establishing APN committee

« Collaboration between College of
Nursing (CON) and PNS

* PNS Representation within RUMC

Expanding the Organization

Membership beyond inpatient units

« PNS membership expanded to include
nurses within medical center

« Incorporated into bylaws

200 s vty Mo o

Expanding the Organization

APN Committee

« APN committee created to address
credentialing and legislative updates

« Established credentialing process and
documentation

« Communicate regularly with APN
through information forums

200 s vty Mo o
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Expanding the Organization

CON and PNS Collaboration

« Centers for Clinical Research and
Scholarship

Members and chairs of standing
committees

Mentoring

— Research

— Scholarship

— Leadership

Questions/Discussion.
Thank You.

Cathy Catrambone, PhD, RN

Cathy_Catrambone@rush.edu

Betsy Durso, BSN, RN

Elizabeth_Durso@Rush.edu
Rush University Medical Center
Chicago, lllinois

Expanding the Organization
Representation within Medical Center

* RUMC Capital Campaign
< EPIC and integration of EHR

T m——

In summary . . .

Important for assuring the continued
growth of Shared Governance:

* Vision---stick with it

« Flexibility to changing times
Incorporation into levels of practice
< Executive leadership support

< A meaningful role

« Mentorship and succession planning

T m——
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I mpact of Shared Governance: 25 Yearsof History
Sandy McFolling, RN, MS; Beverly Hancock, RN-BC, MS; Jessica Walker, RN

Impact of Shared
Governance: 25 Years of
History

Rush University Medical Center
i Nursing Staff

Sandy McFolling, RN, MS, ACM
Beverly Hancock, MS, RN-BC
Jessica Walker, RN

2007 U Urivrsty M e

The First Decade: 1983-1993

Sandy McFolling, RN, MS, ACM
PNS Past President, President-
Elect

Currently: Director of Case
Management, Rush University
Medical Center

First Decade — Start Up Challenges

Uncharted waters

Challenges included:

— Creating the structure (Bylaws, committees)

— Obtaining buy-in (administration, staff,
physicians)

— Defining benefits and purpose

— Developing leaders

4

Our Story — Building Momentum

« Decide to implement

— Open forums

— Vote on concept
« Create bylaws

— Provide a blueprint and are a legal document

— Adopted ideas from Medical Staff Bylaws
« Collaborate with Medical Staff President
 Support from CNO and Senior administration
» Mentorship

207 USH Uty M Gt

First Decade: Key Components

« Clearly defined structure and focus
— Goals and purpose

« Valued by staff nurses

« Impact on the nursing profession

« Active support by senior leadership

» Mentorship of developing leaders

Key Component: Structure and Focus

Structure

» Senate and Executive Committee
« Other Committees

Focus

« Communication, collaboration and
decision making

« Performance review and standards
* Membership

27



Key Component: Mentorship and Support

* New organization — need to develop
leaders

» Opportunity to tap staff nurse potential

Mentorship by nursing administrators
and hospital leadership

» Budget time for committee involvement

10

Sandy’s Story

Staff Nurse

Elected Bylaws Committee Member
Elected 1% President Elect

— Co-led with PNS President

— Weekly mentorship with Dr. Christman

— Participant with vote on Nursing Administrative
Council

— Meetings with President Medical Staff

— Presiding member of PNS Executive Committee
and Senate

207 USH Uty M Gt

The Second Decade:
1993 - 2003

Beverly Hancock, MS, RN-BC

Chairperson, Magnet Recognition
Committee

Education/Quality Coordinator
Rush University Medical Center

T —r—
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12

Beverly’s Story

* UAC/DAC

* Documentation Committee Chairperson
« Patient Education Chairperson: multi-
disciplinary

* Magnet Project Director and Committee
Chairperson

The Second Decade: Transitions

Transition years 1993-1999
» Change in structure at Rush
* Role of PNS in transition

— Connected nurses from all departments across the
medical center

— Continued to establish practice standards through
strong committees

* What sustained PNS?
— Structure
— Bylaws
— Commitment to philosophy

207 USH Uty M Gt

The Second Decade: Changes

Structural transitions in PNS

— Change in VP of Nursing role

— Length of term of President

— Participation in meetings difficult
* Senate

« Change in quality structure

— Merge unit/department QI committees with
UAC/DAC

— Create Nursing Quality Improvement Committee
— Continued focus on quality of care

28
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The Second Decade: Challenges

* Next generation of leaders
— PNS Leadership from outside of “core”
— Impact
+ Loss of history and continuity
« Concept not fully understood by staff
— Assumed knowledge
* PNS philosophy became integrated into Rush
structure and culture
— What is PNS versus Rush nursing
— What is membership?
— Decreased interest in participation: not valuing the structure
« Transition in PNS
— Change in focus: holding nursing together

The Second Decade: Emerging

1999: Magnet process begins
Recogpnition of role of PNS in obtaining
Magnet
Changes in PNS
— “Dust off” structures
— Re-focus committees on charge
— Engage staff
* More emphasis on PNS structures
 Electronic connections

Focus on PNS as voice

207 USH Uty M Gt

The Third Decade:
2003- present

Jessica Walker, RN

PNS President

Staff Nurse, Endoscopy

Rush University Medical Center

T —r—
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Jessica’'s Story

« UAC

* Magnet Unit Representative
* DAC

» Executive Committee

* PNS President

The Third Decade: PNS today

Mentorship: developing leaders

— Staff nurses as leaders beyond the charge
nurse role

— President-elect
— Regular meetings with the CNO

207 USH Uty M Gt

The Third Decade: PNS today

* Voice of the Nurse
— Improved Communication through
technology
* E-mail
* PNS Pulse on-line
* On-line surveys
— Using voice for purpose of taking
accountability and responsibility for nursing
practice

207 USH Uty M Gt
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The Third Decade: Quality

» Role of PNS in professional practice

— Emphasis on quality improvement, evidence
based practice, research

— Increased level engagement of staff in quality
+ Staff led unit based quality initiatives based on quality

indicators

* Monitoring outcomes of care

— Staff voice in quality issues

+ Staff voice at all levels of quality structure
— UACIDAC

— Executive Committee Members are members of Nursing
Quality Improvement Committee

+ Case reviews are component of our peer review process

The Third Decade: Purpose

« Clarifying role of PNS
—Who are we?
—What is our purpose?
 Bylaws update
* New committees
* New ways to recognize staff

— Renewed focus on accountability and
responsibility

207 USH Uty M Gt

The Third Decade: Challenges
Challenges continue after 25 years
— Time off the unit

— The Rush culture of nursing is influenced
by PNS

— Keep nurses connected

207 USH Uty M Gt
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Looking Back after 25 Years

 Luther Christman said it best
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TheHeart of Shared Governance
Moderator: Angela Moody-Parker, RN, BSN
Panel: PaulaRedding, RN, BSN; Lisa Oslovich, RN, BSN; Joel Imel, RN, BSN;
Kathleen Fischer, RN, BSN

4 Executive Committee

Membership:

— Chaired by the PNS President

— Elected officers to PNS, representatives from each
constituent DAC elected by the unit staff members, Chief

The Heart of Shared Nursing Officer.
Governance * Purpose: ) )
— In charge of the affairs of the staff, with the authority to take
Angela Moody-Parker, RN, BSN, CNRN, necessary and appropriate action on any PNS business.
Unit Director, Neuroscience ICU, Moderator — Oversees all PNS business
Panelists: — Monitors standards and promotes clinical nursing
Paula Redding, BSN, RN excellence.
Staif nurse, New Life Family Center

. — Reviews, evaluates and acts upon reports of the standin
S oS comitees pon e ?
Joel Imel, BSN, RN, — Coordinates the activities of the standing and ad hoc

Staff nurse, Geropsychialry committees.

Kathleen Fischer, BSN, RN
Ambulatory Clinic:

2007 RUSH Uiy Mded Crer
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RUMC Shared Governance 5
Structure

Practice Committees

~ Nursing Quality Committee

— Nursing Standards of Care Committee
~ Nursing Standards of Practice Committee
~ Nursing Documentation Committee

— Magnet Recognition Committee

— Advanced Practice Nurse Committee
— Education Committee

— Research Committee

Nursing Recognition Committee
Nursing Nominating Committee
Recruitment & Retention Committee
Staffing Committee

Past Presidents@ouncil

T ———— 207 USH Uty M Gt

Unit/Department Shared Governance Committees 6 Role of Manager

+  Unit Advisory Committee (UAC)

— Membership: * Managers can facilitate
« Chaired by the Unit Director — Positive environment conducive to open and honest dialogue
+ Representatives from each constituent group on the unit — Staff attendance at meetings

— Purpose: — Reasonable time for staff to work efficiently on assigned
* Review the unit scope of care projects
* Develop, monitor and evaluate nursing practices and « Personally develop positive relationships with

. DDt e A activities. departments throughout the medical center

epartment Advisory Committee ( ) — Facilitate effective communication and positive relationships

— Membership between the multidisciplinary team and various departments
* Chaired by Department Director throughout the medical center
. from each group of the .

Role model change process and serve as a guide

. for and nursing care within the Keep the team on track toward Corporate, Division
department for the purpose of improving the quality of patient care. and Unit Goals

+ Both committees meet monthly. Nurses must be elected to serve. Maintain team accountability for outcomes

— Purpose:

T ———— 207 USH Uty M Gt
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Thank You

*Questions????
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Engaging Staff in Shared Governance
MarshaMulbarger, RN, MS; Rachel Start, RN, BSN; Alexis Ortenza, RN-BC, BSN

2007 RUSH Uiy Mded Crer
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Making the Case

1eies (¢
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Impact of Generation X and Y
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The Story of a 37-bed Med-Surg Unit
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Transactional Leadership-
Bureaucratic Culture
Hierarchical Relationships
Position and Power Driven
Boss/ Manager/ Subordinate
Urgency/Crisis

Transactional Relationships-
Task Driven (Time Oriented)
Competition/Turt

Efficiency

Compliance

Ramification: Blame and Guilt

Transformational Leadership-
Empowered Culture

Partnering Relationship
Principle, Mission/Vision Driven
Partnership

What Matters Most
TransformationalRelationships-
Mission Driven(ValueOriented)
Collaboration

Effectiveness

Ownership

Ramification: Accountability

Source: Partnership CouncilField Book- Strategies and Tools for Co- Creating a Healthy Work Place

Partnership ( Wesorick, Shiparski, Torseth, Wyngarden, 199

4
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Accountability for Practice
PaulaDillon, RN, MS; Philip Vick, RN, BSN; Kydie Grosshuesch, RN, BSN

Accountability for Practice:
The Role of the Staff Nurse

Paula Dillon, MS, RN
Kydie Grosshuesch, BSN, RN
Philip Vick, BSN, RN

2007 RUSH Uiy Mded Crer

Searching for Accountability

* Nurses desire more authority and
accountability for patient related
decisions but not for unit based
decisions. sigenetaiions

* Nurse tendency to rely on management
for ultimate responsibility remains
prevalent  spooereta oo

< Create environments which provide
access to empower nurses

Work Environment

RN Satisfaction and Environment

« Workplace Health Safety

« Professional Practice

« Work Relationship

* Respect Support and Recognition urich, Buerhaus, bonelan 2005)

ANCC's Magnet Recognition Model

« Structural Empowerment

« Exemplary Professional Practice

« Transformational Leadership

« New Knowledge, Innovation & Improvements

T ———r—

4

Professional Practice

« Influencing decisions

—Only 19% reported influence in workplace
organization
—40% reported “fair or poor” opportunities to
influence patient care
 Quality of opportunities for professional
development —  direct care givers
reported opportunity

Ulrich et al 2005

Control over Nursing
Practice

T Status
T Respect

T Recognition

Kramer & Schmalenberg 2003

v Catr

Shared Governance

Nurse need to be empowered with the
authority to make autonomous
decisions based on their expertise and
professional judgment.

— Decentralized structures
— Participative management practices

e Accountability-willingness to be
answerable for ones own actions

207 USH Uty M Gt
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PNS Structure

PNS Committees*

Nursing Quality Improvement
prm—

Errroi wee
3 DAC

Tasrg | AdiCreca Cae [ioner & Guaee =
DAC oac oac Dac

*A representative of each committee/department is a member of NQIC

207 RUSH Uity Mo Corer

Theory of Structural Power kaner 1003

Empowerment
Power is getting things done kanerisss

« Formal Power
Position descriptions

« Informal Power
Alliances

10

11

12

Empowerment and the Work Environment

4 Avenues of structural empowerment:
— Access to information

— Access to resources
— Support for the work

— Opportunity for growth and learning

Kanter 1003

207 USH Uty M Gt

Is the DAC a Team or Work Group?

* Work Group

— Learn from one an other

— Share ideas

— Not working toward a shared goal

Team - a group of people who are
interdependent with respect to
information, resources and skills who
seek to combine their efforts to achieve
a common goal.

Five Key Characteristics of Teams

*Teams exist to achieve a shared goal.

*Team members are interdependent
regarding some common goal.

*Teams are bounded and stable over
time.

*Team members have the authority to
manage their own work and internal
processes.

*Teams operate in a social system
CONtext. waman, 159
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Four Types of High-Performance Teams Hakman 1987

Designof the.

organizational

context

;:g’;”a"‘ ‘Area of Mahagement
Respongibility

Monitoring and

Areaof Team
Responsibility

Executing the task

sel-governing

work teams.

07 U Uty Moded G

8 Necessary Conditions for Success Larson & LaFasto 1989

A clear and elevating goal
Results-driven structure
« Clear roles & accountabilities
«  Aneffective communication system
« Monitoring individual performance and providing feedback
+ Fact-based judgments
Competent team members
+ Technical competency
«  Personal competency (EQ)
Unified commitment
Collaborative climate
Standards of excellence
External support & recognition
Principled leadership

Department Quality Improvement Committee

Committee Purpose

Responsible for monitoring and evaluating nursing
care for the purpose of improving the quality of
patient care.

Committee Charges

Facilitate and support the delivery of quality patient
care and the continuous activities for improvement in
nursing service.

Utilize quality improvement methodologies to identify
opportunities and development of action plans.
Conduct peer review of nursing practice.

Participate in root cause analysis to determine
broader areas of improvement.

16

17

18

Case Review of Practice

* What is case review?
* Why is it important?
— Integral to taking responsibility for practice
— Provide mechanism for peer review
— Staff are experts
— Learn to discuss practice
* What happened?
+ Did they follow acceptable standards of care?
* What follow up action is needed?
— e.g. Therapy beds and side rails

207 USH Uty Mo

Department Advisory Committee

Committee Purpose

Staff Nurses representing the Department of Medical
Surgical Nursing advise the Director on process
improvement issue pertinent to care delivery

Committee Charges’

Explore common barriers to practice and seek
solutions

Evaluate practice as it relates to standards of care,
policies and research.

Discuss issues and trends that impact practice.
Share best practice solutions

2007 U Uty M

The Voice of the Staff

« Staff are clinical experts who are aware of
issues that impact excellent patient care
Brings issues from the bedside to the
forefront

— Difficult to solve issue if they are only discussed in
the conference room

Nurses work together to take accountable
and responsibility for practice

— Individuals provide excellent patient care at
bedside

— Group can change practice

2007 U Uty M
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Networking

« Creates a comfortable environment to
discuss issues

« “Realize you are part of something
bigger than yourself”

« e.g. Throughput

207 RUSH Uity Mo Corer

Using your Voice

What does it mean to use your voice

in shared governance?

In Meetings

« Attend meetings diligently

— actively listening and contribute

Remember you are speaking for your unit and fellow
staff members throughout the hospital.

Bring up issues you deem important

— Don't worry about appearing foolish

On Your Unit

« “Bridge the shifts" on your unit to learn issues from all

shifts . . .
Relay meeting information to your unit

« Be an example of professional practice

Autonomy vs. Independence

Accountability-willingness to be answerable

for ones own actions

By taking accountability for practice, nurses

have more professional autonomy

- InFut into practice standards, policies, issues
related to professional practice

— Identifying issues that relate to professional
practice and patient care

Autonomy does not mean staff nurses have

input into every decision

— When is it appropriate to use administrative
channels?

22
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Problem Solving

* Represent constituents
— Not just your opinion
— Know what is happening on other
shifts/units

* Be engaged in practice
—What are the issues going on
» Be proactive

— Be willing to speak up, not just sit in
meeting

207 USH Uty M Gt

Frustrations Regarding Teams

» Developing & Sustaining High Motivation
« Managing Conflict

 Providing Leadership & Direction

« Fostering Creativity and Leadership

* Minimizing Confusion

Leadership

AONE Nurse Manager Competencies:
The Art: Leading People s

— Relationship Management & Influencing Behaviors

* C skills, 1Q, team
conflict management

— Coaching and guiding skills
— Mentoring
— Shared Decision Making
+ Knowledge of the structures and process of shared
governance
* Implementation of shared decision-making processes on
the unit

42
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Leading

« Objectively see self and other

« What interferes with leading?

— Fear
— Unhealthy pride
— Control

Arrien 1993

207 RUSH Uity Mo Corer

Mistakes

Strategy: Hurdles Too High, Scope Too
Narrow

Process: Controls Too Tight

Structure: Connections Too Loose,
Separations Too Sharp

Skills: Leadership Too Weak,
Communication Too Poor

Kanter 2006

Lessons

Strategy: Not every idea has to be a
blockbuster

Process: Tight controls strangle innovation,
expect deviations — do not stifle effort

Structure: Loosen formal controls while
tightening interpersonal connections

Skills: Strong leaders with great
communication skills, need partners and
connectors. Kanter 2006

28
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Transition to Shared Governance

Challenges

— Where will practice decisions be made?
— What is the contribution of the staff ?

— How are staff released for clinical duties?

207 USH Uty M Gt

Accountability

Rush University Medical Center’s Expectations
« | know al my stakeholders” expectations of me.
| meet al deadlines al thetime.

« | am responsible for the success of the Medical
Center.

* | am 100% responsible for al communication that
involves me.

« | give and receive feedback enthusiastically and
skillfully.

Features of a Supportive Environment Staff

Managers can create an environment that

facilitates discussion when they:

« Ask staff nurses their opinion on a topic

« Validate the information being talked about
— “Tell me more”

* Manager: Need to hear old issues with fresh ears
+ Be open to hearing new solutions

« Give opportunity for equal voice

— Pose questions to allow other committee members
to speak up rather than hearing one dominant
voice

43
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Features of a Supportive Environment

Managers can create an environment that
facilitates discussion by providing structure

Provide time in meeting for each staff
member to report on unit issues

Keep discussion focused on issues that staff
have a part in

Look for creative ways to involve staff:
— If they can’t come to monthly meetings,
can they be involved quarterly instead?

Create a balance of managers and staff in the
meeting

207 RUSH Uity Mo Corer

Active Involvement: Staff Nurse Perspective

How can manager help staff be active?
— Support involvement
* Time to be involved

* Opportunities to solicit input from other staff on the
unit, e.g. staff meetings

— Facilitate knowing what to do with information
 “Take this back to your unit”
* “Ask your colleagues for their input”
— Create a supportive environment that
encourages staff feedback

Making it work: Manager Perspective

- Create meeting structure

— Consistent meeting time

* Hold unit manager accountable for getting staff to
meeting

— Specific time on agenda for staff input

« Encourage discussion on broad range of
issues

— Solicit information on practice issues beyond
census and turnover

— Demonstrate that unit issues are not isolated
problems

34
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When there is disagreement

Manager: when should you challenge

practice

— Discuss practice habits versus safe
practice

Staff:

—When and how can you to speak up if
outnumbered in meeting

— How to respectfully disagree with ideas
from managers

207 USH Uty M Gt

Nurturing Shared Governance

Ongoing support

Newly formed cultures — need for
assessment and reevaluation
Education and Reeducation

Implementation of structure without
authority = cynicism

Discussion

What is the role of the staff in
relationship to PNS?

What does it mean to use your voice to
affect practice?

What types of things can staff nurses
do to be “heard” by the manager?

What are the barriers to speaking up?
— How do the staff overcome those barriers?




Poster Abstracts

We would like to thank the Illinois Magnet Facilities that contributed to
the symposium poster session.

L eading the way to a successful shared gover nance through restructuring
Advocate Christ Hospital
Jennifer Connor, RNC, BSN

In alarge medical center, the lead council for shared governance, Professional Clinical
Practice Council (PCPC) was started in 2003 and is comprised of nursing and allied
health associates who lead individual unit practice councils. In 2005 the chairs of PCPC
completed an examination of its effectiveness. Attendance at the 60 minute monthly
PCPC meetings had fallen, resulting in inconsistent council activity, ineffective
partnerships with leaders and marginal decisional participation. The PCPC chairs
partnered with nursing leadership and created a bold restructuring plan. By restructuring,
the unit council chairs were enabled to attend afull day bimonthly meeting. The plan was
introduced at aretreat in September 2006 that was attended by the CNO, directors,
managers, advanced practice nurses (APNSs), and the members of the PCPC. Presenting to
all stakeholders aided in the “buy-in” to the new structure. Regular meetings with
representatives from research, performance improvement, organizational development,
patient safety, clinical education and regulatory compliance ensured that PCPC meeting
agendas were aligned with the hospital mission and strategic priorities. To develop
effective unit council chairs and co-chairs, the bimonthly meeting agendas included
explicit leadership development tools as well as interactive feedback sessions and
networking. As aresult of the revised structure, attendance increased from 35 to 86% in
two months and has held. Outcomes for 2007 included patient safety and policy changes
for oxygen transport and bedside report. PCPC chairs reported progress to leadership
throughout the year and invited key leaders to meetings when dictated by the agenda

Charged by the success of restructuring, a PCPC subcommittee engaged in aformal
process to evaluate shared governance using research, in October 2007. The
subcommittee initiated a study to examine the perception, knowledge, commitment and
decision-making of shared governance. Three groups completed surveys: clinical
leadership, unit council chairs/co-chairsand al clinical staff.

Examination and evaluation of shared governance is an ongoing and continuous process.

L eadership support has been the key to the evolution of shared governance. Our structure
has allowed usto create a successful shared governance model so Magnet nurses’ voices

can be heard.

Contact information:
Jennifer.connor@advocatehea th.com
Phone 708-684-2175
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The A.D.V.A.N.C.E. Program:
A Clinical Progression Model for Professional Nursing
Childrens Memorial Hospital
Janice Nuuhiwa, RN, MSN, APN/CNS, CPON®
Staff Development Specialist
Hematol ogy/Oncology/Stem Cell Transplant

In 2001, senior nursing leadership at Childrens Memorial Hospital decided to re-evaluate
the clinical ladder program which had been in place since 1988. Utilizing Patricia
Benner’s Novice to Expert model, the newly formed task force created the current model
of clinical advancement for the registered nurses that had its debut in 2003. The
A.D.V.A.N.C.E. Program (Advancement, Development and Validation of Nursing
Clinical Excellence) isfocused on recognizing excellence at the level of direct patient
care and is managed by the Clinical Progression and Peer Review Council. The council
has representation from the various practice areas, including the ambulatory and satellite
sites.

The voluntary promotion to Advanced Nurse and Expert Nurse is based upon two
foundational structures of the program: the five behaviors, which include clinician,
teacher, clinical inquiry, leader and professional development and the menu items,
otherwise known as the work of the unit. The nurse seeking promotion constructs afile
for peer review consisting of arecent representative experience that demonstrates the
defined behaviors accompanied by the appropriate validations and a summary of the
menu items. Promotions occur twice a year and quality monitoring is performed on a
percentage of files submitted for promotion. Once a nurse has achieved promotion to
Advanced, gheis eligibleto participate in an annual supplemental program known as the
Menu Item Bonus Option Program. Completed the appropriate combination of menu
items within the year earns the participant a monetary bonus at the end of the fiscal year.
Menu items must be a collaborative effort between the nurse seeking to bonus and his/her
management team in order to balance the needed work of the unit and the work the
participant desires to complete.

The Clinical Progression and Peer Review Council isresponsible for educating the
nursing staff, management and |eadership within Childrens Memoria Hospital regarding
all aspects of the ADVANCE Program.

Contact information:
jnuuhiwa@childrensmemorial .org
O# 773.975.8737
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Nursing Scor ecards are Making the Grade
Edward Hospital
Teri Kaneski, BSN, RN

Our organization recognized the critical role nurses play in the delivery of care to our
patients and the ideal position the nurses were in to identify opportunities for
improvement as well as methods to improve this care. Nursing sensitive data was being
measured and reported through many sources. These data were being reviewed by
nursing administration and nurse managers; however, there was no consistent vehicle for
communication with staff regarding the measures. Based on this, and the organization’s
desire to include bedside nurses in the performance improvement process, the Chief
Nursing Officer tasked the Performance Improvement Department with the development
of a scorecard which would be unit specific and nursing sensitive. The Pl team met with
the management team for each nursing unit and identified nursing sensitive measures for
their specific department. From these discussions, the Nursing Scorecard evolved and
was first distributed with the 3rd quarter 2004 outcome data. The scorecards continue to
evolve and are very unit specific. However, patient and employee satisfaction and
employee turnover are found on all scorecards, with the inpatient unitsincluding
measures such as nursing hours/skill mix, pressure ulcer prevalence, patient fals, length
of stay, restraint use, pneumococcal vaccination, infection control and cardiac arrest data.
Improvement efforts that have been driven by or monitored through the nursing
scorecards include OB patient satisfaction, hospital acquired pressure ulcers, patient falls,
reduction in codes outside the ICU, and reduction in average length of stay. Today, the
nursing scorecard has become avital tool for the nurse manager, the unit quality council
and unit staff. The scorecards are shared with all staff and are used as a means of
communication as well as a performance improvement tool. The poster presentation will
include examples of nursing scorecards, several performance improvement projects
identified through the use of the scorecard, and the project outcomes.

Implications for practice:

Development of a Nursing Scorecard provides a vehicle to disseminate unit level nursing
sensitive outcome data. The scorecard provides one document for reporting outcome
data from multiple sources, which can be easily understood and referenced by all unit
level staff giving them concise information about nursing practice on their unit.

Contact information:

Teri Kaneski, BSN, RN
Edward Hospital

801 South Washington Street
Naperville, IL 60540
630-527-3055

tkaneski @edward.org
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Shared Leadership: Structure, Processes, Relationships at
Memorial Medical Center
Laurie Allen, RN, BS; Teresa Foster, RN, BSN; Donna Redding, RN-BC, PhD;
and, M. CeciliaWendler, RN, PhD, CCRN

Memorial Medical Center, a Magnet®-designated, 525-bed, Level | trauma designating
teaching hospital, has had a shared governance model in place for more than 15 years.
Recent experiences highlighted the need for us to re-define participative management,
especialy inilluminating relationships, exploring the dynamics of current shared
governance activities, and describing the work of councils, committees, work groups and
advisory groups. We wanted amodel that standardized the language of al the varying
groups of contributors to shared governance, highlighted the context of our environment
and depicting the nursing team members as the heart, the focus, of all activities. The
purpose of this poster isto celebrate and illustrate the model that emerged after multiple
discussions with many stakeholders and is seen as an accurate and vibrant expression of
how shared governance — re-termed Shar ed L eader ship —works at Memorial Medical
Center.

Guiding Excellent Motivated Staff - A Successful Nursing Advisory Council
Northwest Community Health Care
Gina Szwed, RN, BSN

The development of a staff advisory body allows nursing leadership to utilize exemplary
staff asa communication link to nursing staff throughout the organization. At Northwest
Community Hospital the nursing unit champion group - GEMS (Guiding Excellent
Motivated Staff) - wereinitially akey for successful Magnet designation. The GEMS are
astrong staff advisory group. They interact with nursing leadership bringing the staff
nurse perspective from their respective nursing units and share information with their
staffs. They continue to promote Magnet awareness throughout the organization. The
GEMS reflect pridein their staff advisory role and enhance staff pride in our Magnet
organization.
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Nursing Best People and Professional Excellence Committee Strategiesthat
Promote a Healthy Work Environment
Northwestern Memoria Hospital
Deb Livingston, RN, MS, NE-BC; Thomas J. Vaughn, RN, CNS, CARN, CADC;
and, Jason Mindeman, RN BSN

The Nursing Best People and Professional Excellence Committee is focused on initiatives
the foster a better work environment for nurses across the organization. Three specific
initiatives are highlighted. First, using a variety of data collection methods and studying
best practices across the country, the committee implemented a Take a Break program to
improve the success of meal breaks. In addition, the committee identified policy,
scheduling and educational opportunities to reduce health care worker fatigue and foster
associated safety improvements. Lastly, a program to acculturate new RN hiresin the 22
— 30 age range is being planned with an expected roll out date of February, 2009. These
initiatives demonstrate the success of Northwestern Memorial Hospital’ s shared
leadership processin fostering an environment of excellence for all of its nurses.

Return on Shared Governance I nvestment:
Evaluation of a Shared Governance M od€l
Anne Hammes, RN, MS, NEA-BC; Carin Richter, RN, MS, APRN, BC;
and, Donna Miller-Hyacinth, RN, BSN

In the last decades, shared governance has attracted the attention of nurse administrators.
Nursing leaders seek to create a culture of nurse retention and satisfaction by
implementing models of nursing practice that foster professional autonomy and
collaboration. This culture of excellence needsto exist in afiscally responsible
environment that promotes safe quality patient care. Shared governanceis one of the
methods that can enhance nurse autonomy, collaboration, and quality of care.

The specific aim of this project was to evaluate the effectiveness of arobust shared
governance model at a 254 bed Midwest hospital. Effectiveness was defined as the
presence of a supported and sustained organizational model that offers an opportunity for
staff nurses to have an increased profile in decision making.

Focus groups were used to provide rich and representative insights into participants
opinions and knowledge regarding shared governance. Five focus groups of 8-10
registered nurses were selected by purposive sampling from the nursing staff. Group
participants included past and present members and non-members of shared governance.
Participants were assured of confidentiality and aggregate reporting of results. The
researchers used an interview guide with open ended questions to promote discussion.

Presence of a supported and sustained organizational model that offers an opportunity for
staff nurses to have an increased profile in decision making.

Focus groups were used to provide rich and representative insights into participants
opinions and knowledge regarding shared governance. Five focus groups of 8-10
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registered nurses were selected by purposive sampling from the nursing staff. Group
participants included past and present members and non-members of shared governance.
Participants were assured of confidentiality and aggregate reporting of results. The
researchers used an interview guide with open ended questions to promote discussion.

Qualitative data analysis will uncover emerging themes such as knowledge of shared
governance; recommendations for changing structure and processes; and the influence of
shared governance on motivation, sense of worth, collaboration, nurse autonomy,
professionalism and accountability. The results of this evaluation research will provide
information regarding the effectiveness of and methods to improve shared governancein
our institution.

Contact information:

Carin Richter, MS, APRN, BC Anne M. Hammes, MS, RN, CNAA
Materna/Child Clinical Nurse Specialist Director of Nursing Operations
OSF Saint Anthony Medical Center OSF Saint Anthony Medical Center
Rockford, 11l 61108 Rockford, 11l 61108
Telephone: 1-815-395-5226 Telephone: 1-815-226-2000

Ext. 5021
Fax: 1-815-395-5145 Fax: 1-815-395-5381
carin.richter@osfhealthcare.org anne.m.hammes@osfhealthcare.org

Journey to Person-centered Care
Rush University Medical Center
Ben Remor Inventor, RN, MSN, CNP

Enthusiasm for the nursing profession can occur as nurses take initiative to improve their
work environment, care delivery system or professional practice. Since the inception of
RUSH s geriatric psychiatry unit, the model of total patient care has been the foundation
of its nursing practice. In recent years, however, an increasing level of care and a growing
diversity of needs among patients with dementia compelled nursing staff to modify this
model to provide the best personalized care in away that promotes individual autonomy
and recognizes the inherent worth of each human being no matter how far they have
progressed along the dementia continuum.

The staff adopted the philosophy of “Person-centered Dementia Care”, arelationship-
based culture of care, to meet patients' needs as individuals and with more compassion.
A team of nurses and a mental health care worker led the intentional shift from being task
oriented to a more person-centered care model.

This presentation includes:

—The framework of Person-centered Dementia Care and how it was successfully adopted
as the new model of nursing care
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—The interdisciplinary approach to implement evidence-based changes and initiatives to

markedly improve patient care delivery

—The dramatic results including:

o

ahigh level of enthusiasm and accountability among personnel

(@)

up to 88% reduction in the usage of physical restraints.
0 creation of aunique dining experience
0 excellent patient satisfaction survey
—How staff recognized and surmounted barriers encountered during implementation

—The development of a hospital-wide person-centered care workshop.

Contact information: Ben Inventor@rush.edu
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Assessing Patient Fall Risk in Older Adult Rehabilitation and
Geropsychiatry Populations
Rush University Medical Center
Barbara Martin, RN, PhD
Director of Nursing
Gerontology and Psychiatry

Patient falls and subsequent injuries are an important safety issue within healthcare today
that lead to discomfort, fear of falling, increased mortality, and prohibitive financial
costs. Thisissueis especially pertinent within functionally impaired and older adult
popul ations across multiple organizational and community settings. Rehabilitation and
geropsychiatric inpatients are particularly at high risk for multiple falls due to diagnoses
related risk factors and may require specific fall risk assessment and protection
interventions above and beyond those used with standard medical/surgical populations.

In response to a high number of persistent patient falls within these two patient
populations at the Johnston R. Bowman Health Center (JRB), anursing falls task force
designed a prospective study to assess the predictive value associated with afocused, 13
item self-created fall risk assessment tool. The risk factors were grouped into five
categories: fall history, mental status, gait and mobility, elimination, and sensory deficit.
During athree month data collection period, the tool was used to document fall risk
assessment factors upon admission and at the time of afirst fal. Type of injury, if
present, was also recorded.

Of the 13 assessment risk factors, only two were significant predictors for fals. history
of fallsin the last six months (p<.01) and impaired mental status which was defined as
diminished memory, poor judgment, or confusion (p<.001). Incontinence ranked third
but was not statistically significant (p<.13). Those with history of falls were twice as
likely to fall and those with impaired mental status were threetimesaslikely to fal. The
presence of thesetwo risk factorsincreased the chance of a patient falling by 525%
with the effect being strongest in therehabilitation population. The addition of
incontinence to this model did not improve the ability to predict falls.

A second study proposal is currently under IRB review to test the two factor assessment
method based on the above results and specific JRB fall risk interventions.

Contact Information:
Barbara Martin, RN, PhD
Director of Nursing
Gerontology and Psychiatry
312-942-3185

52



Reducing Nursing Staff Injuries by Creating a Minimal Lift Unit
Rush University Medical Center
Margaret Waszkiewicz, RN, MS, CRRN, CNA

The prevalence of obesity in the United Statesisincreasing. Obesity coupled with acute
and chronic disabilities are impacting the patients' mobility status. Nursing personnel
involved with patient handling are at higher risk of injury. Our rehabilitation units saw
an increased number of staff injuries, which led us to explore lifting assistive
technologies to create aminimal lift unit. Together, managers and staff assessed injuries
and patient factors, followed by product trials, environmenta considerations and staff
education. Staff involvement throughout the process was vital in our decision-making.
Their participation with product evaluation and the change process was crucial to
implementation. Since we have instituted the minimal lift program in fall 2006, staff
injuries have declined and staff morale has risen. The units are continuing to monitor
staff injuries.

Contact Information:
Margaret A WaszKiewicz@rush.edu

9S Orthopedic Unit Skin Integrity Quality Project
Rush University Medical Center
Kydie Grosshuesch, RN, BSN; Jennifer Mendenhall, RN, BSN;
and, Frederick Brown Jr., RN, DNP, ONC

This project was implemented based on arising concern of skin integrity issues for post
surgical orthopedic patients. The problem identified documented heel ulcers after
discharge from the hospital, skin breakdown for spine patientsin lengthy surgical
procedures and inconsistent documentation of skin integrity treatment plans.

A skin care team was formed out of the Unit Advisory Committee to re-educate the staff,
focusing on documentation and treatment plans for orthopedic surgical patients with skin
breakdown.

Contact Person:

Kydie Grosshuesch, RN, BSN
Phone: 312-942-5037
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The Department Advisory Committee: An Avenuefor Quality | mprovement
Rush University Medical Center
Beverly Hancock, RN-BC, MS; Paula Dillon, RN, MS

The Professional Nursing Staff bylaws at Rush University Medical Center provide the
structure for staff nurses to interact with all levels of nursing leadership. All units have
one elected staff nurse to their department’ s advisory committee (DAC). The Director
for Medical/Surgical Nursing meets monthly with the DAC representatives to hear their
perspectives on the work environment and system issues. The agendaincludes time for
the representatives to raise concerns, which range from support services to staffing. Each
representative gives a unit report highlighting what his or her unit is most proud of during
the past month. The DAC representatives are joined by their nursing leaders for the
second half of the meeting, which is devoted to nursing quality issues. Serious errors are
presented as root cause analyses for the DAC to examine. Staff practice diagnostic
reasoning and reflect on how they might have responded in asimilar situation. Safe
practice topics have dicited dynamic discussions. Findings from the DAC have been
forwarded to committees such as the Nursing Quality Improvement, Pharmacy &
Therapeutics, and Operations, which at times have provided a catalyst for modifications
or changes in practice both within nursing and throughout the medical center. The DAC
provides a healthy forum for staff nurses to discuss and eval uate system issues and use
the quality structure to effect change within the medical center.

Contact information:
Beverly Hancock@rush.edu
Paula Dillon@rush.edu




Shared Voicein Clinical Documentation
Rush University Medical Center
Kay (Catherine) Schneider, RN, MS
Current Chairperson of the PNS Documentation Committee

As policies, standards, and regulations change over time, our documentation must be
updated to help nurses reflect these changes. This standing PNS Committee has been
responsible for auditing and reporting current compliance, adapting forms and Epic
formats to facilitate better compliance over the years. The committee is comprised of
nursing representatives from each clinical department.

We will take a step back in time to look at some of the older forms and the new formats
and compare how they have transitioned to promote patient safety, facilitate
communication, and improve compliance with standards.

Contact Information:
Kay_Schneider@rush.edu

PNS Education Committee
Rush University Medical Center
Betsy Parrino, RN, BSN, CMSRN

The PNS Education Committee is a newly revised committee of the PNS. This past year
it initiated educational forums based on staff requests for information. All offering
provided contact hours. Learn what the committee has planned for the upcoming year and
suggest topics that may interest you or your area.

Contact Information:
Betsy Parrino, RN, BSN, CMSRN
email: Elizabeth Durso@rush.edu

Recognizing Excellence....the Professional Nursing Staff's Recognition Committee
Rush University Medical Center
Jill Swinning, RN, BSN
Chairperson, PNS Recognition Committee

This poster will the duties of the PNS Recognition Committee, including preceptor
recognition, Annual Nurses Week celebration dinner, and publication communication.
The poster will also introduce the DAISY Foundation Award, a new nursing award to
begin at Rush in 2009.

Contact Information:
Jill Swinning@rush.edu
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PREAMBLE

As members of the Professional Nursing Staff, we recognize and accept
our responsibility for the quality of nursing care, nursing education and clinical
nursing research at Rush University Medical Center. In assuming this
responsibility, we are subject to the ultimate authority of the Medical Center’s
Board of Trustees. We recognize further that the best interests of patients, and
patient care, as well as students and nursing education, are protected by a
collaborative and cooperative effort.

We pledge ourselves to the continuing pursuit of excellence in care,
education and research, and to the articulated goals of Rush University and Rush
University Medical Center. Our commitment is to ensure attainment of these
goals through time and effort, with particular involvement in nursing education
beyond the expectations required for usual employment. Thus, as professional
nurses who have responsibility for nursing care to patients, the clinical
environment, the instruction of students, and for maintaining personal
interdependence with other health care professionals, we hereby accept
membership in the Professional Nursing Staff of Rush University Medical Center
and the obligation set forth in these bylaws.

The Nursing Staff Bylaws shall at all times and in all respects be subject to
the laws of the United States of lllinois, and all valid rules and regulations
prescribed by governmental regulatory and administrative agencies having
jurisdiction in the premises. These bylaws shall be interpreted and applied so as
not to discriminate against any person on the basis of race, sex, color, religion,
national origin, age, or handicap unrelated to ability.
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ARTICLE |

NAME

The name of the organization shall be the Professional Nursing Staff of Rush University Medical

Center.

2.1

2.2

2.3

2.4

2.5

2.6

2.7

2.8

2.9

2.10

2.11

2.12

2.13

ARTICLE Il
DEFINITIONS

Board means the Board of Trustees of Rush University Medical Center or a Committee of
the Board of Trustees empowered to act.

Constituent Group shall refer to the group of all registered, professional nurses employed
by Rush University Medical Center.

Executive Committee means the executive committee of the Professional Nursing Staff.

Ex-officio means any employee appointed to a committee of the Professional Nursing
Staff by virtue of their position with responsibility to attend and function at meetings,
without vote, unless otherwise specified in these Bylaws.

Faculty means faculty of the College of Nursing, Rush University.
Management Committee means the President of the Medical Center, the Senior Vice

Presidents and Vice Presidents of the Medical Center and those Rush University Medical
Center officers so designated by the President of the Medical Center.

Medical Center shall refer to Rush University Medical Center, an lllinois not-for-profit
corporation, including all of its patient care, educational and research components and
any pavilion, offsite faculty or addition which may from time to time become part of the
Medical Center.

Active Nursing Staff or Staff unless otherwise modified, shall refer to the Professional
Nursing Staff of the Medical Center, and shall be interpreted to include all registered

professional nurses who are employed in accordance with these Bylaws, and hold a

current lllinois nursing license.

Nursing Staff Year means the period from January 1 to December 31.

Office of Clinical Nursing Affairs shall refer to and is composed of the Vice President for
Clinical Nursing Affairs and the Nursing Department Directors.

Practitioner means any registered professional nurse who is employed by Rush
University Medical Center.

President means the President of the Professional Nursing Staff.

Advance Practice Nurse shall refer to all licensed Nurse Practitioners, Clinical Nurse
Specialists, Nurse Midwives and Certified Registered Nurse Anesthetists.

ARTICLE Il



PURPOSES

The purposes of the Professional Nursing Staff are:

3.1

3.2

3.3

3.4

3.5

3.6

3.7

3.8

3.9

3.10

3.11

4.1

4.2

To provide quality nursing care for patients admitted to or treated in any of the facilities,
departments, or services of the Medical Center;

To promote a high level of professional performance among registered professional
nurses;

To define and review professional nursing practice;

To engage in programs that promote excellence in patient care, education, and scientific
investigations;

To provide a mechanism for effective communication among Professional Nursing Staff
members;

To support collaboration between the Nursing Staff, the Medical Staff, and the
Administrative Staff;

To foster the professional growth of registered professional nurses;

To promote clinical competence and basic research essential to the advancement of
professional knowledge and skill in nursing care;

To provide a stimulating clinical environment for students of Rush University and support
the education mission;

To support cooperative arrangements with nursing staff of other health care, research,
and educational institutions within the Rush System for Health;

To establish and maintain regulations of nursing practice consistent with the corporate
bylaws of the Medical Center, its Policies and Procedures, and Rules of Governance.

ARTICLE IV
PROFESSIONAL NURSING STAFF MEMBERSHIP
Nature of Professional Nursing Staff Membership. Membership on the Professional

Nursing Staff is extended only to registered professional nurses who are employed by
RUMC.

Categories of Staff. The Professional Nursing Staff shall be divided into (1) the Active
Nursing Staff and (2) the Associate Nursing Staff.

4.2-1 Active Nursing Staff shall consist of all registered professional nurses employed
and paid by the Medical Center, who perform research, education, clinical
practice and/or nursing administration. Except those listed below under 4.2-2
and 4.2-3. Active Nursing Staff members shall be eligible to:

a. attend patients in the Medical Center designated in job description;

b. attend all programs and open meetings sponsored by the Professional
Nursing Staff;

C. vote for officers of the Staff, constituent representatives to the Executive

Committee and representatives to the constituent advisory committees;



4.3.

4.4

4.2-2

d. have the privileges and obligations of Nursing Staff membership as
provided for in these Bylaws;

e. have faculty status as allowed by regulation when appointed by the Dean
or Chairperson of the respective nursing departments.

Associate Nursing Staff shall consist of registered professional nurses affiliated
with but not employed by Rush University Medical Center. A practitioner
affiliated with but not employed by the Medical Center may apply for associate
staff membership by submitting an application. Such nurses may apply for
associate staff membership by submitting a written request directly to the
Executive Committee for consideration. The written request must comply with
and in all respects is subject to Article IV, Section 4.3-1/4.3-2 of these Bylaws.

a. The Associate PNS members shall be eligible to:
a.l Attend all programs and open meetings sponsored by
the Professional Nursing Staff;
a.2 Serve as consultants on Standing and Program
Committees.
b. The Associate PNS members shall NOT be eligible to:
b.1 Vote in elections of the Professional Nursing Staff
b.2 Hold elected positions within the Professional Nursing
Staff.

Qualifications for Active Nursing Staff Membership. In order to qualify as an active staff

member of the Professional Nursing Staff, an applicant

4.3-1

4.3-2

4.3-3

4.3-4
4.3-5

Must be a nurse who holds a valid, current license to practice as a registered
professional nurse in the State of lllinois;

Must be able to document his/her background, experience, education,
demonstrated competence, and adherence to the Code of Nurses of the
American Nurse Association;

Must be employed full-time, part-time or in a per diem capacity;

Must be designated to fulfill a specific need of the Medical center

May hold a faculty appointment, if eligible

Procedures for Appointment to the Active Staff

4.4-1

a. Completion of an employment application for RN position through
Human Resources shall constitute application for membership in PNS.

Selection and Appointment Process to Clinical Nursing Departments

a. For Employment/Appointment in Clinical Nursing Department

a.l The application gathering function shall be performed by the
Department of Human Resources.

b. Human Resources will forward the complete application(s) to the
department who may involve PNS members from the clinical area for
their review and recommendation.

C. The new employee will not be eligible for appointment to the Professional
Nursing Staff, until after satisfactory completion of the Medical Center’s
probationary period of employment.



4.5

4.6
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4.4-2

Annual Review Process

This section shall apply to nurses employed by the Medical Center who provide
nursing care. All Registered Professional Nurses in clinical care areas will be
reviewed by another RN. RN review of clinical care is an expectation for all staff
and may take the form of clinical care conferences, chart and care-plan reviews,
sentinel event analysis, peer review with annual evaluation and other venues as
deemed appropriate.

a. Each recommendation and/or decision regarding continued employment
and the scope of privileges is to be based upon: (1) the individual's
professional competence and clinical judgement in the treatment of
patients, (2) professional ethics and, (3) compliance with these Bylaws.

b. Unless appealed by the registered professional nurse within 14 calendar
days, the Unit Director, Supervisor, Department or delegate’s action shall
be final. An appeal may be made and will be processed in accordance
with the following procedures:

1. The appeal must be submitted in writing to the President of
the Staff within 14 calendar days of the evaluation. The
president will then distribute copies of the appeal to the
Executive Committee members for consideration.

2. The Executive Committee will review the appeal and may
appoint an ad hoc subcommittee to review and provide advice
on the matter. The Executive Committee will then transmit
its own recommendation to the highest ranking nurse
leader/manager within a department.

3. Finally, the highest ranking nurse leader/manager within a
department will review the evaluation, the appeal, the
Executive Committee’s recommendation, and render a final
non-reviewable decision.

Resignation from the Staff. A resignation letter must be submitted to the Unit

Director, Supervisor, department or delegate of the department in which the member
is employed.

Annual Voluntary Contributions to PNS Fund.

4.6-1

4.6-2

Voluntary contributions from members and others are used to enhance PNS
Programs and projects. Contributions are directed to the PNS Executive
Committee where they shall be deposited to the PNS fund.

Joint accountability for oversight of the fund is shared by the PNS President and
the Vice President for Clinical Nursing Affairs.

ARTICLE V

NURSING PRACTICE PRIVILEGES

Nature of Nursing Practice Privileges. A Nursing privilege refers to the specific nursing

practice that an individual nurse is authorized to perform. The scope of a practitioner’s
privileges will be based upon the specific job description, current clinical competencies
and the collaborative agreement, if applicable.



5.2

5.3

6.1

Criteria for Nursing Practice Privileges

5.2-1  Nursing Staff members shall be entitled to exercise only those nursing practice
privileges specifically granted to him/her in accordance with these Bylaws.

5.2-2  The scope of an applicant’s privileges shall be based upon an evaluation of the
applicant’s education, training, experience, demonstrated competence and
judgement, references and other relevant information.

5.2-3  Annual re-evaluation of each practitioner’s nursing practice privileges, and the
increase or reduction of the same, shall be part of the review process and be
based upon direct observation of the care provided, review of patient care
records which documented the care, and the criteria specified above. If the
scope of nursing practice privileges are reduced, the professional, registered
nurse may appeal through the mechanism of the section 4.4-2b 1-3 of the
Bylaws.

5.2-4 The Advanced Practice Nurse will review the Collaborative Agreement with the
collaborating physician on an annual basis and will submit evidence of such
review to the Chief Nursing Officer. The Advance Practice Nurses will request
special clinical privileges (as delegated in the Collaborative Agreement) within
the scope of the collaborating physician. The request for privileges will be
reviewed by the Credentialing and Privileging Subcommittee of PNS, the
Associate Vice President of Medical Affairs, President of the Medical Staff and
Medical Staff Executive Committee. These will then be submitted to the Board
for final approval. Practitioners who do not provide direct nursing care will not be
annually reviewed under the provisions of these bylaws.

5.2-5 Collaborative Agreements are not required for Certified Registered Nurses
Anesthetists.

Applicants for Temporary Nursing Practice Privileges ONLY. Temporary privileges may
be granted through the Office of Supplemental Staffing to the registered professional
nurse who wishes to provide nursing care for a specific and limited period of time. Said
privileges will be based upon a job description under the general supervision of the Office
of Supplemental Staffing.

5.3-1 Temporary Professional Nursing Practice Privileges. Temporary privileges may
be granted upon proof of current licensure in lllinois, along with evidence of the
applicant’s clinical competence and ethical standing.

5.3-2 Summary Suspension of Temporary Privileges. Temporary privileges may be
suspended by the immediate supervisor where it is determined that the life of a
patient under the practitioner’s care would be endangered by the continued care
of the practitioners. The Office of Supplemental Staffing shall review the
summary suspension with the immediate supervisor in accordance with Medical
Center Policy.

ARTICLE VI

CORRECTIVE ACTION

Routine Corrective Action — This section shall apply to active staff who report to a nurse.
Active staff who report to non-nurses will apply policies and procedures and the code of
conduct set forth in the Medical Center’s Personnel Policies and Procedures, with the
option of consultation regarding nursing standards of care with the PNS President
throughout the process.




6.1-1

6.1-2

Criteria for Initiation. Whenever the professional nursing practice of any Active

Staff members is, or is reasonably likely to be, detrimental to patient

safety or to the delivery of good patient care, corrective action against such
practitioner may be requested by any member of the Active Staff.

Procedures for Initiation and Processing of Requests for Corrective Action

6.1-2a Active staff may request routine correction action against another Active

6.1-2b

6.1-2c

staff in writing and explain the basis for the request. The request must be
transmitted to the Unit Director, Unit Director Delegate, Nurse
Supervisor, or Non-Nurse Supervisor. If the involved practitioner’s
immediate supervisor is not an Active Staff member, the practitioner’s
nurse evaluator must be contacted. A copy of the request for corrective
action must also be transmitted to the practitioner against whom the
request is made.

The Unit Director, Unit Director Delegate, or Nurse Supervisor
will determine whether the request for corrective action
involves clinical practice or falls within the purview of Human Resources.

In the event that the issue is within the purview of Human
Resources, the Unit Director, Unit Director Delegate, or
nurse supervisor will initiate the proper Human Resources
protocols. Inthe event the issue is of a clinical nature, the
PNS corrective action procedure as state in article VI of these
bylaws will apply.

The Unit Director, Unit Director delegate, Nurse supervisor, or non-nurse
supervisor, will review the corrective action and take any of the following
actions:

1. Reject the request for lack of merit

2. Confer with the practitioner and appropriate others in
an effort to resolve the matter;

3. If the practitioner reports to a nurse manager, that

nurse manager may request that the Unit Advisory
Committee review the matter and submit a written
recommendation to the Unit Director, Unit Director
Delegate or Nurse Supervisor. If the practitioner
reports to a non-nurse manager, that manager may
consult with Human Resources and may request
consultation with the PNS President regarding nursing
practice issues if needed.
4, Render a written determination based upon the
information and recommendation of the Unit Advisory
Committee.

The written determination of the Unit Director, Unit Director
delegate, or nurse supervisor may include:

Rejection of the request for corrective action

Issuance of a verbal or written warning:

Terms of probation or individual requirements of consultation;
Modification or suspension of privileges;

Revocation of privileges and discharge from staff

arONE
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6.1-3 Appeals of Corrective Action

This section shall apply to practitioners who report to nurse managers. The

appeal process in the Medical Center Personnel Policies and Procedures and

Code of Conduct will apply to practitioners who report to non-nurse managers.

1. The practitioner may appeal a corrective action by submitting a written
statement of appeal within 14 calendar days to the highest ranking nurse
supervisor in the department;

2. The highest ranking nurse supervisor confers with the practitioner and the
nurse manager who rendered the initial decision to gather data to formulate a
response to the appeal;

3. The highest ranking nurse supervisor renders a written decision within 14
calendar days. If the decision rejects the basis for the corrective action, then
the action of the nurse manager is reversed;

a. Unless appealed within 14 calendar days, the action of the nurse
manager shall be considered final. An appeal may be made and will
be processed in the following manner:

4. If the decision of the highest ranking nurse supervisor is in agreement with
the corrective action, the practitioner may initiate a final appeal. The appeal
must be submitted in writing to the Vice President for Clinical Nursing Affairs
within 14 calendar days.

5. The Vice President for Clinical Nursing Affairs will confer with the PNS
President, review the appeal, and render a decision within 21 calendar days.
That decision can either affirm, modify or reject the corrective action.

6. The Vice President for Clinical Nursing Affairs’ written decision is forwarded
to the practitioner and the nurse manager involved in the corrective action
process.

7. The Vice President for Clinical Nursing Affairs’ decision is final.

6.2 Immediate Suspension

This section shall apply to Active Staff members

6.2-1

6.2-2

Criteria for Initiation. Whenever, in the view of the practitioner’s Unit Director,
delegate, nurse supervisor and/or non-nurse supervisor, an Active Staff
member’s clinical practice requires that immediate action be taken to protect the
life of any patient or to reduce the substantial likelihood of immediate injury or
damage to the health or safety of any patient, employee, or other person present
at the Medical Center, any of the aforementioned individuals shall have the
authority to immediately suspend the practitioner’s nursing practice privileges.
Such suspension shall become effective immediately upon imposition and the
practitioner shall be notified in writing of the suspension

Review of Suspension. Within 5 calendar days of the immediate suspension, or
as soon as practical, the Unit Director, highest level nurse supervisor, or non-
nurse manager shall review the suspension. A copy of the written notification will
be transmitted to the practitioner and the highest ranking nurse leader in the
department. In the absence of a highest ranking nurse leader, the written
notification is transmitted to the Vice President for Clinical Nursing Affairs. The
written determination may include: (1) modification or continuation of the
suspension; (2) revocation of privileges and discharge from staff; (3) terms of
probation or individual requirements of consultation; (4) reinstatement with
written warning and no back pay; (5) reinstatement with back pay and
expungement of recorded suspension.

11



6.3

6.4

7.1

7.2

6.2-3  The practitioner may, within 14 calendar days of receipt of the highest ranking
nurse leader’s decision, appeal to the Vice President for Clinical Nursing Affairs.
The Vice President for Clinical Nursing Affairs will confer with the PNS President
and review the appeal. The Vice President for Clinical Nursing Affairs shall
render a final decision within 21 calendar days. The decision can affirm, modify
or reject the summary suspension.

Automatic Suspension. A Staff member whose license, certificate or other legal
credential authorizing him or her to practice in lllinois is revoked or suspended shall
immediately and automatically be suspended from practicing in the Medical Center.
Any Staff member whose license or other legal credential is revoked shall notify their
manager immediately of such revocation.

Other actions. Corrective action may be initiated for either professional nursing practice
issues or violations of the personal code of conduct. Nursing practice issues are
addressed by the Professional Nursing Staff. Violations of the Personnel Code of
Conduct are addressed by Human Resources. In the case of ambiguity or
disagreement, the Vice President for Clinical Nursing Affairs and the Associate/
Assistant Vice President of Human Resources shall confer. The Vice President for
Clinical Nursing Affairs shall determine which procedure is applicable.

ARTICLE VI

LEADERSHIP, DEPARTMENTS AND CLINICAL UNITS

Nursing Operations Council shall be the policy-making body for nursing. Members
shall include directors of all nursing departments, the supplemental staffing office,
the PNS President and President elect. All RN members of the Nursing Council shall
have a vote.

Departments. Departments may be established or dissolved by the Vice President of
Clinical Nursing Affairs. Each department shall develop and implement activities that
contribute to quality patient care through the integration of nursing practice,

education and research. To carry out this responsibility, each department will perform

the following activities:

7.3

7.2-1 Participate in the establishment of nursing practice standards.

7.2-2 Review and evaluate quality of nursing care and services within the department.

7.2-3  Communicate pertinent information to the appropriate committees.

7.2-4  Conduct, participate, or make recommendations regarding the need for
continuing education programs.

7.2-5 Provide a learning environment for students that is clinically stimulating and
promotes entry in the professional role.

7.2-6  Conduct research and/or implement evidence-based practice that will improve
the quality of nursing practice.

7.2-7 Coordinate patient care and other services provided by the department’s member
with other disciplines and administration.

7.2-8  Submit written reports to the Executive Committee on a regular basis, regarding
the conduct of assigned functions and other such matters as may be requested
by the Executive Committee.

7.2-9  Support PNS committees and PNS communication mechanisms.

7.2-10 Perform such other functions as may be requested by the Vice President of
Clinical Nursing Affairs.

Departmental Leadership
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7.4

7.5

8.1

7.3-1

Duties. Each clinical nursing area shall have a designated nurse who shall be
responsible for the management of all of the professional components
(practice, research, education and consultation of the department).

Department Advisory Committee

7.4-1

7.4-2

7.4-3

7.4-4

7.4-5

Membership. Each department shall have an Advisory Committee, the members
of which will include: 1) Representatives of each constituent group within the
department who are selected by vote of the Active Staff of the department; 2)
Highest ranking nurse manager who shall also serve as chairperson of the
committee. 3) Executive Committee members elected from each department.
Term of Office. Representatives to the Department Advisory Committee shall
take office on January 1* and shall serve term of two years. Elections for half of
the Department Advisory Committee shall occur annually. Interim appointment to
fill any vacancies occurring in the Department Advisory Committee shall be made
by the highest ranking nurse manager in consultation with the Unit Advisory
Committee from the unit in which the vacancy occurred.

Duties. Duties of the Department Advisory Committee shall include: 1) Assisting
in the development in implementation of nursing policies and regulations
pertinent to the functions of the department, 2) Participate in the development,
monitoring and evaluation of nursing practice, 3) Performing the activities set
forth in these Bylaws, 4) Serving as the nominating committee for the following
Department Advisory Committee election year.

Meetings. Department Advisory Committees shall have regularly scheduled
meetings. The minutes will be available to department Active Staff. A majority of
the elected committee members shall constitute a quorum at any meeting.
Decision shall be the majority vote of the members present at a meeting at which
a quorum is present.

Purpose of a Clinical Area. Each clinical area shall develop and implement
activities that integrate patient care, education, and research with the goals of the
department and with promoting the professional development of the staff as
providers of high quality nursing care. Specific responsibilities may include, but
are not limited to, continuous monitoring of patient care practices, ongoing
professional development, and integration of students into a clinically stimulating
environment.

Unit Advisory Committee

7.5-1

7.5-2

7.5-3

Membership. Each clinical nursing area shall have a Unit Advisory

Committee chaired by the highest ranking nurse manager. This committee

shall be elected by the staff of that unit and represent all constituent groups

in the area.

Duties. The Committee will provide advice to the highest ranking nurse leader or
nurse manager with respect to the activities and functions of the area, and
perform such other activities as indicated in the Bylaws.

Meetings. Unit Advisory Committees shall have regularly scheduled meetings.
Decision shall be by a majority vote of the members. Minutes of all meetings
shall be recorded and made available.

ARTICLE VIl

OFFICERS

Nursing Staff Officials
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8.2

8.3

8.1-1

8.1-2

Officers of the Nursing Staff. The Officers of the Staff shall be a President,
President-elect, Secretary, and Treasurer.

Qualifications. Officers of the Staff must be members of the Active Staff at the
time of nomination and election and must remain members during their term of
office. The Officers must be able to devote the time and have the flexibility
needed to carry out the duties of the offices. A president may serve no more
than two consecutive terms.

Duties of Officers. All officers actively contribute to the leadership of the nursing staff

and shall perform other activities as identified by the President and Executive
Committee.

8.2-1

8.2-2

8.2-3

8.2-4

President. The president will be the presiding Officer of the Staff, and in such
capacity will:

a. Aid in coordinating the activities and concerns of the Medical Center
Administration and of the Medical Staff with those of the Nursing Staff;

b. Act as a liaison between the Nursing Staff, nursing administration and
hospital administration;

C. Be responsible to assure compliance with these Bylaws for instances in
which Staff are involved in corrective action proceedings;

d. Call, preside at, and be responsible for the agenda of all general
meetings of the staff;

e. Serve as Chairperson of the Executive Committee;

f. Appoint the Chairperson and membership of the standing committees
and the special committees with consultation of Executive Committee;

g. Will address issues in a timely manner and encourage appropriate
dissemination of information throughout the membership;

h. Perform such other function as may from time to time be assigned by the

Executive Committee consistent with these Bylaws.

President Elect. The president-elect shall assist the President and shall assume
the duties and authority of the President in the event of the latter’s inability or
failure to serve. The president-elect shall assume the office of the President
upon expiration of the term President, and shall perform such additional duties as
may be assigned by the President of the Executive Committee.

Secretary. The Secretary shall prepare, preserve and make available, accurate
and complete minutes of all meetings of the Staff, and the Executive Committee;
call meetings on order of the President; attend to correspondence; coordinate
communications including newsletter; preside at officially called meetings in the
absence of both the President and the president-elect; and perform such other
duties as ordinarily pertain to the office of Secretary.

Treasurer. The Treasurer shall be responsible for accounting and disbursement
of funds to the Staff as stipulated by the Executive Committee. The audit of PNS
funds shall be conducted annually by the Director of Nursing Finance and two
staff members appointed by the President. The treasurer shall perform such
other duties as ordinarily pertain to the office of Treasurer.

Nominations

8.3-1

By nominating Committee Selection. The nominating Committee shall recruit
and select the candidates for president-elect, Secretary and Treasurer and
shall notify each member of the Staff of these selections by posting the slate
of officers prior to the voting date according to timetable approved by the
Executive Committee.
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8.4

8.3-2 By Petition. Additional nominations may be made upon written petition signed by
at least fifty active members of the staff. This petition should be delivered to the
PNS Secretary who will notify the Nominating Committee that the petitioner’s
name will be added to the ballot at least two weeks prior to the voting dates.

Election. Officers shall be elected annually by secret ballot. Only such candidates

as have been selected by the Nominating Committee, or nominated by petition as
provided in Section 8.3-2 will be listed on the ballot and may be voted upon. Only

staff members accorded the prerogative to vote for Staff Officers under Article IV shall be

eligible to vote. Voting by proxy shall not be permitted. A candidate will be elected upon
receiving a plurality of the valid votes cast. Section 8.3 and 8.4 will not apply to the Office
of the President. The elected Officers will be installed at the Fall Staff Meeting. The
president elect will, upon the completion of his/her term of office, immediately succeed to
the Office of the President.

8.5

8.6

8.7

9.1

Term of Office. The President shall assume a four-year commitment. The first year
as president-elect, the second and third year as President and fourth years as Past
President. The Secretary and Treasurer shall serve a two year term. Each term shall
begin on the first day of January of the following year in which the officer is elected

or succeeds to office. Each officer shall serve until the end of the term and until a
successor is elected, unless he/she resigns or is removed from office. The president-
elect shall immediately succeed to the Office of President upon completion of his/her
term as president-elect. Newly elected officers shall be invited to attend and
participate, without vote, in all meetings of the Executive Committee following their
election and prior to the commencement of their terms.

Removal of Elected Officers. A staff officer will be considered for removal by the
following: petition signed by at least 100 members of the Active Staff and
recommendation of the Executive Committee. If such a recommendation is made a
special meeting of the staff shall be called. A recommendation will be accepted upon

affirmative vote of the simple majority of those in attendance.

Vacancies.

8.7-1 Inthe event of a vacancy occurring in the Office of President, the President-
Elect shall become President, serving out the remainder of the term.

8.7-2 A vacancy occurring in the office of the president-elect shall be filled by a special
election. The election shall be as soon as possible after the vacancy occurs.
The election procedure shall be the same as that provided in Section 8.3 and 8.4.

8.7-3 Vacancies in the offices of Secretary and Treasurer shall be filled by the
Executive Committee appointment.

ARTICLE IX

THE EXECUTIVE COMMITTEE AND THE COMMITTEES OF THE STAFFE

The Executive Committee of the Staff. The Executive Committee shall have charge
of the affairs of the staff, with the authority to take necessary and appropriate action

on any business of the Professional Nursing Staff.

9.1-1 Membership. The Executive Committee shall consist of the following members:

a. the President, president-elect, Past-President, Secretary, Treasurer, Vice
President for Nursing Affairs;
b. one representative from each clinical section/department/category, to be

nominated and elected by majority vote of the active staff from the
clinical section/department/category annually prior to the first of January.
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9.2

9.1-2

9.1-3

9.1-4

9.1-5

9.1-6

9.1-7

9.1-8

C. The President, the Senior Vice President(s), the President of the Medical
Staff and the nursing leaders of the Medical Center to be ex-officio
members, without vote.

Election of Executive Committee Members

a. Each clinical section/department/category shall elect by majority vote of
the active staff of the clinical section/department/category one
representative to serve on the Executive Committee. Elections to be
held annually prior to the first of January.

b. In the event of a vacancy, the clinical section/department/category
advisory committee shall then elect a new representative.
C. Elections for half of the Executive Committee shall occur annually. Any

representative shall be eligible for re-election.
Terms of Office. Representatives to the Executive Committee shall take office
January 1* and shall serve a term of two years.
Duties. The duties of the Executive Committee include the following:

Monitor standards and promote clinical nursing excellence;
Review, evaluate and act upon reports of the standing committees;
Coordinate the activities of the standing and ad hoc committee;
Consult with PNS president for input into hospital and system wide
committees.

coop

Presiding Officers. The President shall be chairperson and the presiding officer
of the Executive Committee. In the President’s absence, the president-elect or
Past President or Secretary will preside in accordance with Section 8.2.
Meetings. Meetings of the Executive Committee will be held at least monthly at
the time designed by the President. Special meetings may be called upon
notification of the Committee members by the President, or upon petition by the
majority of the Committee. The agenda of all meetings shall be prepared by the
President and sent to the members of the Executive Committee at least five (5)
days prior to the scheduled meeting.

Quorum. Fifty percent of the Executive Committee members shall constitute a
guorum at any regular or special meeting. Decision shall be by majority vote for
the quorum. In the absence of a quorum, the voting members present will
adjourn the meeting to a future time.

Minutes. The Secretary will keep minutes of the meetings of the Executive
Committee and shall forward approved minutes to the Executive Committee
members. The minutes shall be on the file on the PNS office and be available to
members on request.

The Standing and Ad Hoc Committees. The Committees of the Staff shall be

Standing and Ad Hoc.

9.2-1

Standing Committees.

a. The Standing Committees of the Staff shall be:

1. Nominating Committee. This committee shall prepare a slate of
candidates for the annual election of officers. The committee
shall consult with members of the staff and Medical Center
management concerning the qualifications and acceptability of
prospective nominees and to nominate candidates for President-
elect, Secretary and Treasurer of the Staff.

2. PNS Nursing Quality Improvement Committee. This committee
is responsible for the monitoring and evaluation of nursing care
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for the purpose of improving the quality of care. The committee
shall review and/or identify quality of care issues within nursing
and develop appropriate action plans.

Nursing Documentation Committee. This Committee shall be
responsible for responding to trends, regulations, policies, and
data to develop and revise forms and evaluate the nursing
documentation system. The Committee shall be responsible for
ensuring continuity of documentation between nursing
departments and other disciplines. This Committee shall
coordinate communication between nursing departments, and
other disciplines. This committee shall also assume responsible
for evaluating and developing policies related to documentation.
Duties of the Committee shall include overseeing the
development and revision of forms to ensure they are consistent
with quality documentation. For purposes of this section, the
term “quality of nursing documentation” shall mean
completeness, clarity, legibility, efficiency and suitability for
patient care. Duties shall also include providing a
communication link between the committee and the nursing staff,
and working with the Medical Records Committee and Clinical
Information and Technology Committee to assure coordination in
preparation and maintenance of the total patient care record.
Nursing Standards of Practice Committee. This Committee shall
assist in the development, implementation, and monitoring
standards of evidence-based nursing practice. It also assumes
responsibility for periodic review of all nursing policies and
procedures for standards of evidence-based practice, and
recommends revisions as indicated to the Nursing Quality
Improvement Committee. Other functions of the Committee
include providing lines of communication between the clinical
areas with respect to appropriate standards of evidence-based
practice; and, the exploration of the need for orientation and
inservice programs for nursing personnel regarding new and
revised standards.

Nursing Standards of Care Committee. The Committee shall
assist in the development, implementation, and evaluation of the
nursing evidence-based standards of care. It assumes
responsibility for periodic review of all nursing standards of care
and recommends revision as indicated. In addition, the
Committee shall communicate with the clinical areas regarding
the nursing standards of care.

Nursing Recognition Committee. This Committee shall include
staff nurses from all clinical areas who establish processes for
recognition of exemplary nursing practices and events
celebrating nursing achievements.

Education Committee. This Committee shall assess the staff's
educational needs and provide educational programs that are
timely and trend responsive. This Committee works
collaboratively with Nursing Systems.

Research Committee. Oversees proactive approaches for
assurance of evidence-based practice and facilitates the pursuit
of research and scholarly activities. Provides support for the
Nursing Standards of Care and Nursing Standards of Practice
Committees.

Recruitment and Retention Committee. Addresses issues that
impact the quality of the PNS members’ professional life,
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10.

11.

collaborating with Nursing administration and Human Resources.
This committee proposes strategies to attract and develop future
nursing workforce. The committee is comprised of nurses, the
Vice President of Clinical Nursing Affairs, Nursing Department
Directors and Human Resource representative.

Advanced Practice Nurse Committee. Facilitates communication
on issues related to advanced practice nursing and the
advanced practice nurses’ extended roles. This committee will
also function as a credentialing and privileging review committee
for those nurses requesting advanced practice privileges. This
group will make recommendations to the Vice President of
Clinical Nursing Affairs who will seek approval from the
respective Associate Vice President of Medical Affairs with final
approval by the Medical Executive Committee and the Board.
Magnet Committee. This Committee oversees maintenance of
the Magnet environment. Prepares documentation for Magnet
approval submission and oversees the “Charting the Course for
Excellence Award.” Members include clinical nurses, ambulatory
staff, and a Departmental Nursing Director.

b. Membership on Standing Committees.

1.

The President of the Staff shall solicit nominations from
members of the Staff for membership on each committee.
Membership shall include representation from various
constituent groups.

The Chairperson and members of the committees shall be
appointed for two year terms by the President and approved by
the Executive Committee. Appointments shall be made so that
half the committee membership is appointed annually.

The President will make ex-officio appointments to Committees if
approved by the Executive Committee.

No member of a standing committee will serve more than three
consecutive terms on any one committee without Executive
Committee approval.

Committee Chairperson may serve consecutive terms with
approval of the Executive Committee.

C. Duties of the Standing Committees: Each Committee shall:

1.

Maintain a written record of its goals, objectives, committee
reports, minutes, and recommendations; all reports and
recommendations shall be transmitted to the Executive
Committee for review and consideration;

Integrate their activities with corresponding Committees within
the Medical Center; and,

Be accountable to the Executive Committee. Reports on
minutes from all Committees except the Nominating Committee
shall be submitted in writing to the Executive Committee
following every meeting.

d. Meetings. Meetings of each Committee shall be called by the
Chairperson as indicated by need or at the request of the President.

9.2-2 Ad Hoc. Ad Hoc Committees may be appointed by the President as
necessity requires.
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10.1

10.2

10.3

10.4

111

11.2

ARTICLE X
MEETINGS

Meetings of the Staff

10.1-1 Quarterly meetings of the entire staff will be held unless otherwise directed by the
Executive Committee.

10.1-2 At the Winter Quarterly Meeting, Officers for the ensuing year shall be
announced and take office as specified by these Bylaws.

10.1-3 At the Quarterly Meetings, the staff shall consider and vote upon matters
specifically required of it by these bylaws, upon specific matters submitted by the
Executive Committee and upon such other business as shall be considered
appropriate by the President. The agenda is to be posted at least 7 days before
the meeting. Agendas which include information on items requiring a vote, will
be sent to each Executive Committee member and clinical
section/department/category advisory committee.

Special Meetings. Special meetings of the entire Nursing Staff will be called upon
written petition that is signed by 50 members of the Active Nursing Staff.

Quorum. For all regular and special meetings, Active Members present shall
constitute a quorum. The action of a majority of the Active Members present and
voting shall be the action of the group in regard to only those items on the agenda

for that meeting posted in accordance with Section 10.1-3.

Minutes. Minutes of all meetings, shall be prepared by the Secretary and shall include
a record of attendance and the vote taken on each matter. Copies of such minutes
shall be signed by the presiding officer, forwarded to the Executive Committee and
made available to the Staff. A permanent file of the minutes of each meeting shall

be maintained.

ARTICLE XI

GENERAL PROVSIONS

Adoption, Amendment, or Repeal of Bylaws.

11.1-1 Method. These Bylaws may be adopted, amended or repealed by the combined
action as follows: (1) the affirmative vote of at least 2/3 of the Active Staff
Members actually voting; (2) said vote to be by written ballot or by action at a
meeting of the Staff at which a quorum is present, provided at least 10 days
written notice, accompanied by the proposed Bylaws or alterations, has been
given of the intention to take such action by ballot or meeting; and, (3) followed
by the successive approval of the Vice President for Clinical Nursing Affairs, and
the President of the Medical Center.

Regulations

11.2-1 Staff Requlations. Subject to the successive approval of the Executive
Committee, the Vice President for Clinical Nursing Affairs, and the President of
the Medical Center, the Executive Committee shall adopt such regulations as
may be necessary to implement more specifically the general principles found in
these Bylaws. These shall relate to the proper conduct of Nursing Staff activities
as well as embody the level of practice that is to be required of each practitioner.
The Regulations may be amended or repealed by majority vote of voting
members at any regular Staff meeting or at any special meeting at which a
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11.2-2

11.2-3

guorum is present, provided that there had been notice of the intent to revise the
Regulation. Such changes shall become effective when approved by the Vice
President for Clinical Nursing Affairs and the President of the Professional
Nursing Staff.

Departmental Reqgulations. Subject to the successive approval of the
Department Nursing Leader, the Executive Committee, and Vice President for
Clinical Nursing Affairs, each department may formulate its own regulations to
effectuate the functions of the department as established by and consistent with
these Bylaws.

Other Medical Center Rules and Reqgulations. Both the Staff regulations and the
department regulations must be consistent with the Medical Center Bylaws, the
Medical Staff Bylaws, the Personnel Policies and Procedures of the Medical
Center, and the Rules for Governance of Rush University.
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