
SPECIAL SECTION 

NETWORK NURSING 
SHARED GOVERNANCE 

F
ueled by a booming economy and 
explosive growth of high-tech busi­
ness, Austin and the central Texas 
region have enjoyed a growth rate 
among the highest in the nation for 

several years. The Seton Healthcare Network's 
own growth has accompanied this surge. In 1994 
the network consisted of two acute care facilities 
and a clinic for the working poor in Austin. Seton 
now encompasses a regional complex of 30 sites 
located throughout the greater Austin area and 
the surrounding rural communities. An ambula­
tory care center and another community clinic are 
scheduled to open in late 1999 and early 2000. 

The growth of the Seton network has present­
ed a new set of challenges to the nursing manage­
ment team. Nursing leaders have had to find a 
way to coordinate nursing practice among 2,600 
nurses in a complex, evolving, and geographically 
dispersed system, while giving them a profession­
al identity and a sense of being part of a team. 

COORDINATING MISSION, VALUES, AND NURSING 
PRACTICE 
To successfully align the nursing practice with the 
mission, philosophy, values, and goals of Seton, 
nursing leaders focused on the following areas: 
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• Communica t ion across the network. 
With a single chief nursing executive and one 
board of trustees for the entire network, we knew 
managing communication across a multicounty 
network would be a challenge. 

• The lack of shared values and philoso­
phies between cultures. In 1995 Seton leased 
two public facilities, Brackenridge Hospital and 
Children's Hospital of Austin, from the city of 
Austin. Merging the public hospital culture with 
the Catholic not-for-profit culture proved to be 
a challenge. At the same time, we had to address 
staff fears for job security and the maintenance 
of benefits. 

• Structural inconsistencies across sites. 
Al though Se ton ' s organiza t ional chart has 
changed several times in the past five years, its 
structure has remained relatively flat. In contrast, 
some facilities that joined the network had many 
structural layers. Nursing leaders' titles and 
responsibilities varied from site to site. 

• Ways to foster "team spirit." With multi­
ple sites in distant locations, it was important to 
establish a sense of community and identity 
among the nurses. 

• Variation in practices. Variations were an 
obstacle to flexible staffing among the 30 net­
work sites. Without consistency in nursing prac­
tice, a uniform level of care would be virtually 
impossible to attain. Rather than focusing on dif­
ferences, we wanted to build on what we had in 
common. 

Early on, we began developing a shared nurs­
ing philosophy and a framework for what has 
become Seton's network nursing shared gover­
nance model. We knew that shared values, a con­
sistent nursing philosophy and practices, and a 
uniform clinical ladder for the four Austin hospi­
tals would be the keys to successfully integrating 
new sites. We believed that enhancing profession-
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al identity was the key to integrating care deliv­
ery. Professionals tend to align with the values, 
practices, and culture of their group rather than 
with the overall organization. 

THE NURSING EXECUTIVE COMMITTEE 
We ultimately built a four-component governance 
model, consisting of a Nursing Executive Com­
mittee, the Nursing Congress, eight specialty 
councils, and support councils (see Figure). 

At the helm of our nursing governance is the 
Nursing Executive Committee (NEC) , which 
provides strategic and operational direction for 
nursing and integrates processes for improved 
alignment and empowerment into the practice 

environment. Chaired by the chief nursing execu­
t ive, the N E C works t h r o u g h the Nurs ing 
Congress and the specialty councils. The NEC 
also works collaboratively with network medical 
executive committees and the Clinical Quality 
Committee of the board, which oversees quality 
improvement activities. 

THE NURSING CONGRESS 
In May 1996 the Nursing Congress was formed to 
define, promote, and evaluate nursing practice and 
ensure consistent nursing practice and standardiza­
tion across the network. We began by focusing on 
what we had in common across facilities. 

Integral to the shared governance approach, 
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the 65-member Nursing Congress draws partici­
pants from every constituency of the nursing 
environment to ensure that clinical decisions are 
made at the point of care. Congress members 
represent a defined constituency, and every nurse 
in the network may participate in decision making 
through his or her representative. In addition, 15 
representatives from various other disciplines, as 
well as experts from infection control, materials 
management, human resources, and other areas, 
serve on the congress. The point is that we have 
all key stakeholders participating in the congress 
to make timely, collaborative, and informed deci­
sions about patient care. 

The congress meets monthly for no more than 
an hour and a half. Meetings are designed as 
executive sessions; hands-on work is carried out 
by task forces and councils. Each month at the 
congress meeting, the chief nursing executive 
gives an NEC and practice update. Meetings are 
open to staff members from the represented dis­
ciplines. Guests may par t i c ipa te , bu t only 
congress members may vote. 

STANDING COMMITTEES 
Standing committees carry out much of the 
Nursing Congress work. They are: 

• Communication Committee. This commit­
tee creates and maintains communication tools 
(such as informational no tebooks) for con­
stituents and coordinates ongoing evaluations of 
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the communication process. A congress commu­
nication team developed a process to identify and 
communicate roles and responsibilities for con­
gress specialty council representatives, their con­
stituency members, and department leaders. 

• Agenda Committee. This committee en­
sures appropriateness and readiness of agenda 
items. Requests for feedback or decisions on 
agenda items are based on the defined scope of 
the congress. 

• Nominat ing Committee. Officers serve 
one-year terms; representatives, two-year stag­
gered terms. The congress's officers and parlia­
mentarian usually come from different sites and 
specialties. The chair and vice chair of the 
congress are NEC members and attend network 
leadership retreats. 

• Bylaws Committee. The Bylaws Commit­
tee developed the initial bylaws and updates them 
as needed. 

• Ad Hoc Task Forces. These groups, limit­
ed to five task forces at a time, have been key in 
the development of new initiatives. For instance, 
one task force did a study of supply purchases; 
implementation of its recommendations resulted 
in a $500,000 savings for the network. 

SCOPE OF GOVERNANCE 
The Nursing Congress focuses its attention on 
practice issues that affect more than one specialty. 
For example, in one case the congress found that 

SUPPORTING POSITIVE OUTCOMES 
Changes implemented by Seton's nurs­
ing practice shared governance model 
enable the delivery of high-quality nurs­
ing care across the network. 

• One clinical ladder. In the past, we 
had two philosophically different clinical 
ladders. In 1996 a team of nurses devel­
oped an outcome-driven clinical ladder 
that recognizes significant accomplish­
ments. It is being evaluated for non-
acute care specialties. 

• Standardized nursing leadership. 
After the addition of new facilities over 
the past five years, there were six differ­
ent nursing leadership titles and a wide 
variation among organizational charts. 
The NEC standardized the organization­
al charts, decreased the number of lay­

ers, and made titles and job descrip­
tions consistent across the network. 

• Redesign. Through time studies, 
we identified the four top time-consum­
ing activities—documentation, commu­
nication, medication administration, 
and activities of daily living—and conse­
quently initiated several major work 
redesign initiatives. Today, redesign 
thinking is incorporated into all our 
work. 

• A staffing center. With network 
growth came distinctly different staffing 
philosophies, making staffing the net­
work's 30 sites inefficient and expen­
sive. We created Seton Premier Staffing 
Center, an internal employment agency 
that currently employs 180 RNs, LPNs, 

assistive personnel, and RRTs. The cen­
ter enables us to offer higher salaries, 
since we bypass the fees normally paid 
to recruitment firms and pass those 
savings on to the employees. At the 
same time, we maintain better quality 
control and ensure consistency of care 
across our sites. 

• Reduced documentation time. 
Coordinating documentation was a chal­
lenge, as each site had its own forms. A 
steering committee led the process to 
reduce and standardize nursing docu­
mentation, which resulted in substantial 
cost savings to the network. In medical-
surgery areas, for instance, documenta­
tion time fell by almost half, saving $33 
per shift per nurse. 
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we had a policy and procedure that required two 
people to check insulin injections. Investigation 
showed it to be a long-standing, national nursing 
practice that had not been updated since the 
1950s. We have now adopted new procedures for 
insulin administration in acute care, home care, 
and primary care settings that save staff time 
while not diminishing the quality of care. 

Congress also provides feedback on other issues 
outside the scope of its decision making, such as 
human resources or administrative concerns. For 
instance, representatives have been asked to give 
feedback on the cross-campus floating guidelines. 

Caucuses are another valuable avenue for input 
from the congress. Topics addressed at the cau­
cus level include how to improve patient, staff, 
and physician satisfaction; issues the NEC and 
congress should focus on when developing annu­
al goals; representatives' educational needs; and 
clinical ladder processes. Caucuses also provide a 
forum for feedback on priorities. 

FROM CONGRESS TO SPECIALTY COUNCILS 
By summer 1996, the Seton Nursing Congress 
was well under way. The next step was establishing 
seven specialty councils, whose scope includes 
issues that affect more than one department within 
that specialty across the network. Councils repre­
sent surgical services, ambulatory services, acute 
care/postacute care, perinatal care, critical care, 
pediatrics, and home care. When a behavioral 
health facility joined the network, a specialty coun­
cil on behavioral health became the eighth council 
in March 1999. Functioning essentially like the 
congress, the councils are composed of representa­
tives with regulatory and practice similarities. 

Like the congress, the specialty councils have a 
voice up the chain of command within the Seton 
network. The liaison director is the councils' 
spokesperson on the NEC. The chairs of the 
councils also report quarterly to the NEC. Their 
reporting schedule aligns with that of Seton's 
board of trustees, so quarterly reports can be 
incorporated into the chief nursing executive's 
report to the board. 

SUPPORT COUNCILS 
Six support councils form the fourth spoke in the 
shared governance wheel. They provide a process 
for alignment within the network, support to the 
staff, mentorship, and organizational navigation. 
Support councils represent each major process 
and play a valuable role in eliminating barriers to 
projects' completion. 
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one of our key 
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Four support councils—practice, operations, 
organizational deve lopment /educa t ion , and 
quality management—have representation on the 
NEC, Nursing Congress, and specialty councils. 
Representatives from information systems and 
research are members of the Executive Com­
mittee and serve as ad hoc consultants to the 
congress and specialty councils. 

EVALUATING SUCCESS 
From the outset, we focused on outcomes to 
demonstrate value, particularly since we expected 
the model could be perceived as a costly under­
taking (see Box, p. 54). Among our evaluation 
tools, we rely on staff measurements, clinical 
indicators, and customer satisfaction surveys of 
both patients and medical staff. In light of the 
growth and cultural differences throughout the 
network, we were pleased with the results of our 
1999 communication survey, in which we asked 
the nursing leaders and staff to rate the effect 
shared governance has had on the nursing prac­
tice environment at Seton. Their responses indi­
cated a distinct preference for the shared gover­
nance model over previous models of leadership. 
They also rated it highly for providing a consis­
tent vision among nursing leaders, increasing 
their sense of connec t ion to the ne twork , 
increasing the consistency of nursing practice, 
and making decision making collaborative. 

Another of our key measures—patient satisfac­
tion—has improved since implementation of the 
shared governance model. Measured weekly, 
quality of care and service inpatient ratings 
climbed slowly but steadily in all four of the 
Austin hospital sites from July 1997 through 
December 1998. 

Physicians also perceive an improvement in the 
hospital environment with regard to nursing. 
This year almost three out of five physicians rated 
nurses' efficiency and accuracy in carrying out 
physician orders excellent or very good, a 31 per­
cent improvement over the baseline period. A let­
ter to the medical staff from the president of the 
network's medical executive committee directly 
credited the Nursing Congress in identifying bar­
riers to improvement in this area. 

LESSONS WE'VE LEARNED 
As Seton's nursing leaders, we have learned to 
involve the people whose work will be affected in 
decision-making processes. We have learned the 
value of visibility and recognition. Photographs 

Continued on page 58 
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Continued from page 57 

seek counsel with personal spiritual 
directors to nurture and replenish 
their spirits. 

WHERE WILL WE BE LED? 
The question that we face is, Where 
will Avera Health be led in this min­
istry in the months ahead? On many 
days the future seems insecure, with 
limited resources in healthcare facili­
ties and competing priorities in 
churches and parish communities. 
Churches need resources for schools, 
youth ministries, transportation pro­
grams, programs for the elderly, and 
education. One of the strengths of 
parish nursing is that it can affect all 
those areas, for the ministry of a 
parish nurse crosses generations and 
socioeconomic boundaries and can 
respond to a variety of needs. 

In addition, churches gain im­
mensely from having a parish nurse on 
the ministry team. A parish nurse's 
communication and education skills 
raise the awareness of church staff, 
giving them a redefined sense of call­
ing and ministry to the whole person 
and the church community. 

Can congregations afford parish 
nursing? After seeing the roles the 
Avera-supported nurses have played in 
the health of church communities (see 
Box, p. 57), I ask, Can the church 
afford not to have parish nurses? I 
realize that it is a rare church that has 
so much discretionary money available 
it does not need to weigh the merits 
of this program against other needs of 
the congregation. But I believe that a 
church that decides to develop a 
parish nurse program will find it to be 
an investment with huge payoffs. The 
church is one of the few institutions in 
society that can and does advocate for 
the marginalized, those who need care 
and, for a variety of reasons, are un­
able to access that care. The parish 
nurse brings individuals, families, and 
the larger parish community to great­
er wholeness and health. • 

•=ST4T For more information, contact Carol 
DeSchepper at 605-322-7306. Also see "Talk 
Ministry to Me," p . 14, for information on 
the Parish Nurse Forum on CHA's Web 
site. 

NETWORK NURSING 
SHARED GOVERNANCE 

Continued from page 55 

of the nurses who chair the Nursing 
Congress and specialty councils now 
hang on the wall next to photos of 
the medical executive committee 
chiefs. Positive comments on this 
change have come as much from the 
physicians as from other nurses and 
visitors. We give frequent awards and 
use special opportunities like Nurses' 
Week to highlight our staff. The chief 
executive officer and chief operating 
officer make regular appearances at 
congress meetings, an expression of 
the value the management team 
places on this group. 

We have learned to let others 
know what we're doing. Immediately 
following each congress meeting, 
minutes are e-mailed across the net­
work. Our monthly newsletter on 
nursing issues, Network Nursing 
News, recognizes contributions of 
teams and individuals and reports on 
best practices and congress/specialty 
council activities. A Web page on 
Seton's intranet, now under con­
struction, will serve as another source 
of information. We hold orientation 
sessions for new Seton directors, vice 
presidents, new congress representa­
tives, and clinical managers, and 
encourage involvement from all dis­
ciplines. Perhaps most important, we 
have learned that if you start with the 
best and brightest, the possibilities 
are limitless. Each leader who com­
pletes a term in office has a vested 
interest in recruiting other bright, 
creative leaders to carry on the work 
and make even greater contributions 
in the future. 

The saying goes that the whole is 
only as strong as its parts. Through 
three years of shared governance in 
our nursing program at Seton, we can 
say from experience that we have not 
only strengthened the whole network, 
but that each part is better for having 
gone through the process. a 

« = ^ 5 r For more information, contact Joyce 
Batcheller at 512-324-1943. 

Extends Our Mission. 
At Via Christ! Health System, we create a unique 
difference as the state's largest healthcare provider. It 
begins with talented healthcare professionals who 
share our core values...values which have driven us 
since 1889 and continue to inspire excellence. 
Located in Wichita, KS, Via Christi Health System is 
a state-of-the-art, 1,513-bed, multi-campus facility. 
Now you have the opportunity to join us in the 
following important role and help us extend our 
mission and high level of care. 

DIRECTOR OF CHAPLAINCY 
SERVICES 

We are currendy seeking a Director of Chaplaincy 
Services to plan and develop programs, assist in 
providing pastoral care to patients, families and 
employees and assess spiritual care services provid­
ed by staff chaplains. Requires 4 units of Clinical 
Pastoral Education and/or Theological Master's 
degree (MA) with 2+ years of management experi­
ence within a healthcare institution. Must have 
certification by the National Association of Catholic 
Chaplains. Prefer director experience. 

Please mail/Fax resume to: Via Christi 
Employment Center, 1122 N. Topeka, Wichita, 
KS 67214. FAX (316) 291-4570. For more 
information, call (316) 268-5860 or visit our 
website at www.via-christi.org. EOE. 

t ViaChristl. 
Health System 
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Mission and Ethics Leader 
North Iowa Mercy Health Center (NIMHC), a member of 
Mercy Health Network, jointly sponsored by Catholic 
Health Initiatives and Mercy Health Services, seeks a mis­
sion and ethics leader. NIMHC, Mason City, IA, is licensed 
for 350 beds and provides secondary and tertiary level ser­
vices to a 14-county area throughout North Central Iowa. 
In addition, NIMHC provides management services to 11 
healthcare organizations and operates 43 physician clin­
ics with 150 employed providers. 

The mission and ethics leader will play a critical role 
in providing support and guidance to senior management 
in the integration of the organization's mission and val­
ues in all of Its significant work processes and decisions. It 
will serve in a facilitative and consultative role with medi­
cal staff and other clinicians in making appropriate ethi­
cal decisions regarding patient care. Also, this position has 
overall responsibility for the health center's spiritual care 
department 

Qualified candidates will possess a master's degree or 
equivalent in ethics, theology, or a related field. Candidates 
must be Roman Catholic with strong preference given to 
qualified religious Sister of Mercy or other religious order. 
A healthcare background or management experience is 
desirable. 

This is an excellent opportunity with a competitive 
salary and comprehensive benefits program. Interested 
applicants should send resumes to: 

L. Brandt Lippert, Vies President, Human Resources 

North Iowa Mercy Health Center 

1000 4th Street SW 

Mason City, IA 50401 

EOE 

http://www.via-christi.org

