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time to complete and disseminate agendas and meetings. On this question, 67% (n = 16) of those 

surveyed “strongly agreed” that they had sufficient time to complete minutes and agendas, while 

17% (n=4) “somewhat agreed”. The final question on the survey explored whether the subjects 

agreed that the NS was a part of the decision-making process for nursing practice issues at the 

project site. On this query, 83% of those who took the survey either “strongly agreed” (n = 16, 

67%) or “somewhat agreed” (n = 4, 17%).  

 

Figure 1. Post-implementation nursing senate survey. 

Results of the post-implementation survey are encouraging. This survey sought to gather 

information regarding the success of the implementation strategies of the DNP project. However, 

for SG to truly be impactful, communication of the work of the SG framework must reach the 

nurses who are not intimately involved with SG at the project site. Data gleaned from the 
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repetition of the NDNQI and IPNG surveys will provide a more in-depth assessment of the 

impact of the DNP project as it relates to the SG framework at the project site. 

Intervention Summary 

 After careful review of the assessment data, two arenas for improvement were identified. 

The Cardiac Medical Unit was chosen as the interventional unit for development of a UPC with 

the assistance and mentoring of a DNP student.  Work on this unit, it was hoped, could provide a 

model for growing and nurturing UPCs on other units. In addition, work through the NS on 

various projects such as the redesign of the Nursing Intranet website, the UPC Summit, and use 

of remote access to meetings were undertaken to provide support and improve processes for the 

UPCs and the NS thereby supporting the SG framework at the project site.  

Cardiac Medical Unit Practice Council 

SG Models in general and UPCs, in particular, require robust support from both nursing 

leadership and rank and file staff members (Wessel, 2012). The UPC must have their finger on 

the pulse of the staff and patients on their unit in order to identify nursing practice challenges 

that warrant discussion and action within the UPC (Bogue, Joseph, & Sieloff, 2009). Similarly, 

without commitment and visible support from nursing leadership and the greater councils of SG, 

implementing change can be frustrating and slow to progress (Clavelle, O’Grady, & Drenkard, 

2013). To this end, key stakeholders on the CMU were identified and engaged early in the 

development process. Their input helped to shape the vision of the UPC and drive the 

discussions to identify goals and objectives.  
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The UPC interventions began with embedding the DNP student within the unit to 

establish relationships with staff and begin to create urgency around the development of the UPC 

(Kotter, 1995). The director of the unit along with the managers from each shift expressed 

genuine interest and commitment early in the process. They were engaged in re-creating the UPC 

hoping it would drive improved staff satisfaction. Both planned and impromptu discussions with 

the DNP student helped to identify the scope of the role of those involved in the beginning 

stages. Assistance in scheduling staff for administrative time off the unit for meetings and 

accomplishing the work of the UPC was integral to recruitment of UPC members; many previous 

members had expressed the frustration in the past of trying to break away from the unit during a 

shift to attend the UPC meetings. During the initial stages of development, leadership was 

purposefully asked to refrain from providing recommendations to the DNP student for either 

inclusion or exclusion from the UPC. Rather, the DNP student worked to create new 

relationships with the staff on the unit that was unbiased, allowing for a free exchange of ideas. 

A series of informal gatherings between the DNP student and each shift allowed staff to 

self-identify an interest in beginning a new UPC. These gatherings facilitated by the DNP 

student allowed individuals in all roles on the unit to develop a greater understanding of the 

successes and challenges the unit faced as they embarked on the advancement of the UPC. 

Because most staff nurses at the project site worked alternate weekends, these meetings were 

held on sequential weekends to allow the greatest opportunity for contacting all staff members. 

Of equal importance, these informal conversations helped to disseminate news of the upcoming 

creation of the UPC to the staff on the unit.  
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During these gatherings, a core group of nurses expressed interest in launching the UPC 

on the CMU. Beginning in August, the first UPC meeting was held with eight members in 

attendance representing multiple shifts and levels of experience. Initial discussion centered on 

the creation of a vision for the UPC and the use of the logic model template and Kotter’s theory 

for change (Appendix A). The members collaborated to create the vision: “to create a dynamic 

UPC that represents the interest of patients and staff of the CMU. Work of the CMU UPC will be 

dedicated to assisting the unit to provide patient-centric care, translating evidence to the bedside, 

and ensuring best practice”. 

Several topics of interest were discussed as initial proposals for improvement projects. 

Several nurses on CMU had been a part of a national STAR2 (Small Troubles Adaptive 

Responses) research study early in the year. In this study, nurses were tasked with identifying 

small troubles during their shift that requiring workarounds.  Drawing on this exposure to data 

collection and hoping to further the impact of the study to CMU nursing practice, the results 

from the study were re-introduced to the members of the group by the DNP student for further 

discussion. Results of the STAR2 study revealed that the nurses on CMU who participated 

identified three categories as contributing causes of these workarounds, equipment/supplies 

(21.9% of failures), physical unit layout (8.72% of failures), and information/communication 

(12.1% of failures). A large poster for each category was placed in the conference room, and the 

UPC members were invited give specific examples of failures in these categories. Subsequently, 

the UPC developed a plan to encourage staff members, whether or not they participated in the 
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study to add their thoughts to the posters. Through this exercise, the UPC began to connect their 

work with the needs of the unit, asking for input to guide the direction of the UPC. 

Problems with vital sign machines surfaced as a source of frustration for staff. Staff 

complained that there were not enough vital sign machines and that often they were not in 

working order. Acquisition of additional vital sign machines quickly became a unifying goal for 

the fledgling UPC. This became an opportunity to address items on the IPNG survey that scored 

poorly on the survey such as the process for recommending and formulating annual unit budgets 

for personnel, supplies, major equipment, and education. Additional opportunities included 

formulating annual unit budgets for personnel, supplies, equipment, and education. With the 

DNP student guidance, the group began with the creation of a Logic Model Program 

Development sheet to outline the parameters of their project (Appendix G).  

The members of the UPC initiated a time study with the staff on CMU; asking 

individuals to keep track of the time expended locating vital sign machines to complete tasks on 

the unit. Additionally, participants tracked their steps during these shifts to provide context to the 

time study. Word quickly spread throughout the unit and 22 (43%) clinical staff from all three 

shifts volunteered to participate in the time study. A total of 102 shifts were logged. The mean 

time spent searching for vitals machines was 13.7 (SD 11.4) minutes per eight-hour shift. The 

UPC with DNP student guidance used the data to develop a business case for the purchase of 

vital sign machines ($3,500 each). The UPC chair met personally with the Executive Director of 

Nursing to present the case for purchasing additional machines. Funds were approved to 

purchase an additional three vitals machines for a total expenditure of $10,500.  
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With this success under their belt, the Cardiac Medical UPC has continued to gain 

momentum. Meetings are well attended and productive. Additional initiatives include the 

utilization of a Licensed Nursing Assistant handoff tool with a detailed implementation plan to 

ensure the standardized use of the tool. UPC meetings have been held each month since its 

inaugural meeting. As of this writing, the UPC has met for eight months (July-March) with 

attendance ranging from 72%-89% of membership (mean 79.2%). The chair and/or co-chair have 

attended each Nursing Senate meeting since September 2014. A highlight of this work was the 

CMU UPC chair presentation of the results of the vital sign machine initiative to the members of 

the NS. This presentation peaked interest and generated robust conversation around nurse’s input 

into the acquisition of equipment and provided an opportunity to link this work back to items on 

the IPNG survey dealing with budgets and equipment allocation. Nurses were able to observe the 

impact of SG on their daily practice.  

During the initial meetings of the Cardiac Medical UPC, one of the co-chairs expressed 

trepidation around the use of formal tools such as the L\logic model. The DNP student gave 

purposeful attention to providing assistance in using the template with the UPC members. With 

this attention, members were able to understand both their ease of completion and importance. 

Although originally opposed to their use, the co-chair became a driving force behind this 

initiative and was integral in the writing and presentation of the business case.  

Guidance and mentorship with the DNP student provided valuable assistance to the UPC 

as they began their successful journey. Members were able to come to appreciate the need to 

formalize their approach through the use of standardized templates for meeting minutes and 
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agendas and tools used in project planning. The logic model helped keep the group on track 

between meetings. Agenda planning was facilitated with the assistance of the DNP student 

during the first several months. Providing direction for connecting with CMU staff, incorporating 

data, and utilizing standardized processes for agenda building and minute taking helped to give 

the group confidence and credibility.  

Feedback from the Director and Clinical Nurse Managers regarding the effectiveness of 

utilizing the skill set of a DNP student was also very positive. Barbara Barton, Director of the 

CMU, reflected on the need to provide mentorship exclusive of the Director and Managers, “In 

order to truly be an autonomous, members must feel they have resources outside of the 

traditional hierarchy of the organization. They need to forge their own way, but must have tools 

and resources to find their way to success” (B. Barton, personal communication, Sept. 2, 2014). 

With access to the knowledge needed to create successful meetings, communicate their work, 

and plan and execute an initiative, the group quickly gained much needed skills. The CMU UPC 

has disseminated both agendas and minutes one to two weeks prior to each monthly meeting. 

Additionally, they have scheduled their meetings through the hospital’s email and scheduling 

system for 12 months. 

Nursing Senate Interventions  

Direct care nurses represented by UPC Chairpersons comprise the voting membership of 

the NS Council. Additional members include the Chairpersons from SG Nursing Councils 

(Education and Professional Development, Nursing Leadership Council, Nursing Recruitment 

Recognition and Retention, EBP Research and Quality, Electronic Practice Advisory 
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Committee), the Chief Nursing Officer (CNO), the Executive Director of Nursing, a Nursing 

Director, a Clinical Nurse Manager, a Performance Improvement RN, the Education Council 

Chair, a Clinical Education Specialists, the Director of EBP and Research, and the Manger of 

Systems and Support. The Nursing Senate is meant to provide the scaffolding to implement 

interventions aimed at strengthening the cohesiveness and effectiveness of the UPCs through an 

organizational lens. It was through the NS that interventions aimed at improving both 

organizational UPC and SG processes were launched. 

Review of the minutes of the NS meetings revealed challenges individuals faced as they 

attempted to ensure UPC meetings took place and units were represented at NS monthly 

meetings. Generally, the units relied on obtaining coverage from the unit to allow nurses with 

patient assignments time off the floor to attend SG meetings. Through discussions with UPC and 

NS members, it was revealed that this system was untenable. Often, the business of the unit 

made coverage by a colleague impossible. Frequently nurses would be interrupted during 

meetings to return to the floor to attend to a patient need or provider phone call. Even more 

troubling, this meeting plan often dissolved if the census was high or the unit was struggling with 

admissions and/or discharges.  

Through the DNP student, a plan was put in place to attempt to alleviate these pressures. 

Current NS meetings are held on the second Tuesday of the month from 1530-1700. UPC chairs 

were encouraged to consider moving their monthly meeting to the same Tuesday from 1330-

1530 and to schedule these meetings for a full 12 months. As part of this plan, chairs would take 

this Tuesday as a full paid administrative day to accomplish the work of the UPC and NS. This 
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administrative day would replace a day that the chair worked on the floor. Previously, UPC 

chairs often came in on a day off to run the UPC meetings and complete council work. UPC 

members working on the day shift (0700-1500) were asked to find an individual working on the 

evening shift who was not a current member of the UPC to commit to come in two hours early 

on meeting day each month. Unit directors were asked to agree to this extra time even if it meant 

overtime pay for the individual coming in early. The goal was to work with clinical nurse 

managers to arrange the schedule in such a way that these individuals were always paired on the 

second Tuesday of each month. UPC members that worked the day shift would complete handoff 

report before the start of the meeting thereby ensuring an uninterrupted meeting. UPC members 

working the evening shift were asked to come in early for the meeting and paid overtime if 

necessary.  

Engaging nurses from the night shift had its own set of challenges. To encourage 

participation, a request was made to Nursing Administration to subscribe to GoToMeeting. This 

program allowed members to attend the meeting remotely while still getting paid for their time. 

Approval for the subscription to GoToMeeting provided a needed addition to the toolbox for SG 

and has been met with great enthusiasm. It has been frequently used by those on the night shift 

currently involved in SG and has directly led to the recruitment of one night shift UPC member 

on a medical/surgical floor. Previous to these changes, many nurses sacrificed sufficient sleep to 

come into the hospital to attend SG meetings. Three of seven units have successfully adopted this 

change. UPC meetings on Mom’s Place and Special Care Nursery were previously held on the 

same days the NS meetings. Improvements in attendance can be seen in Figure 1.  
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Figure 2: Units with UPC and NS meetings held the same day. 

In an effort to standardize SG procedures at the unit/department level, a UPC Summit 

was held for all UPC chairs and co-chairs. The Summit provided an opportunity for the 

introduction of tools and templates to assist the UPC in identifying goals, standardize processes, 

discuss unit quality data, and introduce the Plan Do Study Act process along with Kotter’s 

change theory and the logic model. During this summit the group discussed the creation of goals 

and planning objectives with a focus on strengthening structure and the connection of unit 

outcomes data to the clinical nurse via the Nursing Data Dashboard (further detail below). The 

focus of the UPC Summit helped solidify the understanding with UPC chairs that they were a 

part of the nursing leadership team at the project site. Catered dinner and time to interact with 

colleagues provided an opportunity to build important relationships between units and 

departments. 

Attendees of the UPC Summit received a resource binder that included information 

needed to begin the process of meeting planning, agenda setting and dissemination of the work 

Jan14-

Mar14

Apr14

-Jun14

Jul14-

Sep14

Oct14-

Dec14

Jan15-

Mar15

CMU 0 0 3 3 3

ED 0 0 3 3 3

HVIU 1 2 3 2 2

0

1

2

3

CMU

ED

HVIU

Implementation

of same day 

meeetings



76 
 

 

of the UPC to the unit/department staff and beyond. Included in the binder were step-by-step 

instructions on setting up a distribution lists and scheduling recurring meeting invitations through 

the project site’s email platform. Additionally, standardized meeting agenda templates were 

created and placed on a thumb drive for each participant. Clear expectations were set out during 

the summit that each UPC was expected to use these templates thereby creating a standard 

format throughout all UPCs.  

Though attendance at the monthly NS meetings, the DNP student fostered discussion of 

Organizational and Nursing Strategic goals. Opportunities to align the Organizational and 

Nursing Strategic Plans with that of the SG would help to ensure all worked with a shared vision. 

Nursing strategic plans assist in identifying strengths, opportunities, and gaps that must be 

overcome to achieve these common goals (Drenkard, 2012). This alignment helps to channel 

resources and energy to assist in the spread of innovation throughout the organization (Drenkard, 

2012). An offsite Nursing Retreat occurred in May 2015 to develop a Nursing Strategic Plan that 

aligns with the goals of the organization. Participants in the retreat included the CNO, the 

Executive Director of Nursing, nursing directors, clinical nurse managers, nursing educators, 

chairs of UPCs and SG Councils.  

To establish Kotter’s change theory and the logic model template throughout nursing at 

the project site, a presentation was made at the Magnet Steering Committee monthly meeting. 

Approval was given for the incorporation of Kotter’s theory and the logic model throughout 

nursing at the project site. A long-term goal for these tools will be their incorporation into the 

fabric of each plan for innovation and change throughout the project site.  
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Nursing website re-design 

Delivering quality patient outcomes has become the driving force for many health care 

system boardrooms and the executive level of many hospitals (Albanese et al., 2010). For those 

holding positions in Hospital and Nursing Administration, understanding and utilizing 

benchmarked outcomes data has become an integral requirement of their work. For many 

bedside nurses there is still a considerable disconnect between individual practice, unit practice 

and nursing sensitive outcomes data (Albanese et al., 2010). To this end, the DNP student 

embarked on the creation of a transparent and data rich Nursing Website on the hospital’s 

intranet site. The new website created individual pages for each unit/department along with the 

SG Councils. Tabs on each page were created for the monthly posting of UPC minutes and 

agendas. Through the use of this tool, schedules, agendas, and minutes are easily accessible to 

both members and non-members of SG UPCs and Councils.      

An additional webpage was created for each unit/department displaying a unit specific 

data dashboard. Nationally benchmarked unit data gleaned from NDNQI, Press Ganey, and Core 

Measures abstractions were used to develop the dashboard (Appendix H). Additionally, the 

dashboard provided information to be used to drive practice changes at the bedside. As an 

example when displaying data on Catheter Associated Urinary Tract Infections (CAUTI), both 

the rate per 1000 patient days (Magnet data reported to NDNQI) and Unit Catheter Days was 

graphed and displayed. To reduce CAUTIs, reinforcing the connection between trended catheter 
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days on the unit and preventing CAUTI is critical. However, it is also vital that nurses become 

adept at understanding and articulating outcomes as they are reported to groups such as the 

Center for Medicaid and Medicare Services (CMS) and NDNQI. Providing unit level data to 

nurses that is current, specific, and relevant to practice and easily interpreted is key to driving 

innovation from that data (Frith, Anderson, & Sewell, 2010). The data dashboard is now used at 

UPC Council and NS meetings to increase understanding of quality data and develop plans for 

quality improvement initiatives.  

The visual representation of data via the dashboard was integral to a performance 

improvement initiative carried out on the CMU. The unit experienced a sharp increase in patient 

falls over the span of few months late in 2014. The unit implemented a three-pronged approach 

to address this unsettling trend, pre-shift huddles, post fall huddles, and a pilot study of new chair 

alarms. Use of the data dashboard helped to guide and document the improved outcomes realized 

with these innovations. Additionally, the chair of the UPC brought this project forward to the 

NS, and the process of pre-shift huddles and post-fall huddles has now been disseminated to two 

additional units. This exemplifies the strategic use of standardized processes as a tool to improve 

the effectiveness of SG within the project site.  

Discussion of Findings in the Context of Literature and Frameworks 

Interventions initiated at the project site during this DNP program focused on developing 

a model for the initiation of a UPC and focused improvements in NS processes. Integral to the 

development of the UPC in this project was the direction and assistance of a mentor with the 

skill set to connect effectively with staff and guide them through the process of establishing a 
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meeting schedule, developing performance and practice improvement opportunities, and 

disseminating the results of their work to both the unit and project site. Work with the NS 

focused on the development of tools such as data dashboards and the logic model to inform the 

work of the NS as a vehicle for practice change at the project site.  

In Ballard’s review of nursing literature regarding SG, she highlights the importance of 

taking a long view of the growth of SG within an organization. Several factors were linked with 

the breakdown of the SG structure in organizations including poor support structure, lack of 

follow-through, insufficient resources, and lack of effective communication (Ballard, 2010). 

Through completion of a detailed assessment of the current state of SG, opportunities to improve 

the support structure were revealed along with a lack of transparent communication. 

Interventions implemented during the project have improved these deficiencies. Nursing 

leadership has been committed to providing the necessary resources to improve the effectiveness 

of SG as demonstrated by their willingness to allow for overtime to enable participation in SG 

meetings, purchase of the GoToMeeting subscription, and planning for off-site nursing retreat. 

Through the completion of this project, the vital importance of identifying a champion within 

nursing leadership to speak on behalf of the importance of SG among hospital administrators was 

revealed. In this project, the Executive Director of Nursing played an integral role paving the 

way for many of the project objectives to be realized.  

Many of the studies utilizing the IPNG tool also reinforce the view that SG is an ever-

evolving entity that requires vigilant scrutiny and assessment. In Anderson’s work, the 

importance of completing multiple assessments to track the progress of SG within an 
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organization is revealed (Anderson, 2011). Use of the IPNG instrument as a tool for the 

assessment of the current state of SG at the project site revealed areas that require focused 

intervention. Future use of the IPNG assessment survey will assist in the evaluation of efforts to 

mature the SG structure. The next IPNG survey is due to be repeated in December 2015. 

Several organizations deploying the IPNG instrument find the lowest scoring subscale in 

the survey is Control Over Personnel (Anderson, 2011; Clavelle et al., 2013; Hess, 2011). 

Results of the IPNG tool at the project site correlates with these findings. Mean scores for 

individual items on the survey were evaluated to identify those items with the lowest scores 

(between 1-1.5). Identifying these items reveal opportunities for targeted interventions aimed at 

improving these scores to have a maximum impact. These survey items along with the subscale 

variables in which they are included are listed in Table 3. A quick glance at this table easily 

reveals the preponderance of low scoring items that fall within the control over personnel 

variable. Of the 18 lowest scoring items all but two are a part of this variable. Hess has 

documented in his writing that queries related to the control over personnel are generally among 

the lowest scoring and are the issues that organizations struggle with the most to improve (Hess, 

2011). Never the less, these IPNG items reveal great opportunities for improvement at the project 

site.  

Table 3 

Index of Professional Nursing Governance Survey Items with Mean Scores Below 1.5 

Item  

 

Item Query Mean 

(SD) 

Subscale Inclusion 

  3 Establishing level of qualifications for 
nursing practices 

1.49 
(.734) 

Control Over Professional Practice 
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6 Conducting disciplinary action of nursing 
personnel 

1.38 
(.810) 

Control Over Personnel 

9 Promoting RNs and other personnel 1.41 
(.612) 

Control Over Personnel 

10 Appointing nursing personnel to 
management and leadership positions 

1.33 
(.638) 

Control Over Personnel 

19 Formulating annual unit budgets for 
personnel, supplies, equipment, and 

education 

1.29 
(.647) 

Control Over Personnel 

20 Recommending nursing salaries, raises, 
and benefits 

1.22 
(.617) 

Control Over Personnel 

26 Creating new clinical positions 1.24 
(.628) 

Control Over Personnel 

27 Creating new administrative or support 
positions 

1.23 
(.682) 

Control Over Personnel 

30 Mandatory RN credentialing levels 
(licensure, education, certification) for 

hiring, continued employment, promotion, 
and raises 

1.19 
(.428) 

Control Over Personnel 

32 Organizational charts that show job titles 
and who reports to whom 

1.27 
(.574) 

Control Over Personnel 

33 Written guidelines for disciplining nursing 
personnel 

1.17 
(.408) 

Control Over Personnel 

34 Annual requirements for continuing 
education and inservices 

1.33 
(.596) 

Control Over Professional Practice 

35 Procedures for hiring and transferring 
nursing personnel 

1.15 
(.363) 

Control Over Personnel 

36 Policies regulating promotion of nursing 
personnel to management and leadership 

positions 

1.21 
(.406) 

Control Over Personnel 

43 Process for recommending and 
formulating annual unit budgets for 

personnel, supplies, major equipment and 
education 

1.35 
(.641) 

Control Over Personnel 

44 Procedures for adjusting nursing salaries, 
raises, and benefits 

1.12 
(.360) 

Control Over Personnel 

59 Forming new administration committees 
for the organization 

1.35 
(.599) 

Control Over Personnel 

72 Physicians opinion of the quality of 
bedside nursing practice 

1.46 
(.678) 

Access to Information 
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 When considering the items contained in the Control Over Personnel variable, their 

strong dependence on organizational change for improvement is unmistakable. Strong and 

effective SG structure can have formidable success in improving many aspects of nursing 

practice within an organization. However, results in many of the items contained within this 

variable will remain unchanged without a strong alliance with other departments such as Human 

Resources and organization’s senior leadership. Within the project site, there is opportunity to 

improve the understanding and appreciation of SG throughout the hospital. Every opportunity to 

expose areas outside of nursing to the work and successes of SG should be maximized.  

 The results of Wilson and colleague’s survey of over 425 nurses align with the struggles 

revealed in the assessment of SG within the project site. Both direct care nurses and nurse 

managers identified four important factors supporting a strong SG, (1) feeling supported by unit 

managers, (2) working together as team, (3) having time to participate in SG activities without 

disrupting patient care, and (4) feeling they will be paid for activities beyond their scheduled 

shift (Wilson et al., 2014). Efforts to improve these identified factors were considered over the 

course of the DNP project. When considering the importance of teamwork, the Cardiac Medical 

UPC’s attention to connecting the work around vital sign machine acquisition with staff when 

completing the time study developed a sense of teamwork on the unit. When considering the 

other factors identified, support from unit managers, time for SG activities, and being 

compensated for time spent on SG activities much of the work of the DNP project reinforced 

these perceptions. Unit managers not only approved extra time but also authorized overtime pay 

to facilitate appropriate scheduling for UPC members to attend meetings without impacting 
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patient care. Nursing leadership approved the use of GoToMeeting to facilitate remote 

attendance for SG meetings. UPC chairs were given the opportunity to request an administrative 

day each month to allow for uninterrupted time to complete the work of the UPC and attend the 

NS meeting. This change allowed nurses to participate without relinquishing one of their days 

off to attend meeting at the hospital. Nursing studies aimed at identifying perceptions of direct 

care nurses informed the efforts of this DNP project. Use of this data has been an effective 

source of guidance as these changes were met with approval and the successful development of a 

UPC on CMU. 

 Discussion of the findings of the DNP project in the context of frameworks reveals the 

importance of such frameworks as Kotter’s change theory and the logic model. Not only did 

these frameworks drive the implementation of this project, they were also introduced into the SG 

structure of the organization as important elements for leading change initiatives. Details of the 

application of Kotter’s theory in the DNP project setting are shown in Table 4. Purposeful use of 

both Kotter’s theory and the logic model framework were integral components of the project and 

positively impacted its success. 

Table 4 

Application of Kotter’s Change Theory 

Kotter’s Steps for Change DNP Intervention 

Create a sense of urgency  Informal meetings on Cardiac Medical Unit to 
 discuss UPC development 

 
Form a coalition Gather individuals interested in UPC to initial meetings 

held on unit and open to new participants 
 

Create a vision To create a dynamic UPC that represents the interest of patients and 
staff of the CMU. Work of the CMU UPC will be dedicated to 

assisting the unit to provide patient centric care, translating evidence 
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to the bedside, and ensuring best practice 
 

Communicate the vision Completion of Logic model template displayed on unit and articulated 
by UPC members to CMU staff  

(Appendix A) 
 

Plan for short-term wins Vital sign machine time study and business plan creation 
  

Consolidate improvements and 
create more change 

Present business plan to Executive Director of Nursing and secure 
funding to additional machines 

 
Institutionalize new approaches Report vital sign time study activity to members  

of the Nursing Senate 
Incorporate the use of Kotter’s Change Theory and Logic model 

template throughout SG and Nursing Leadership 
 

 

Implications for Practice 

 As previously discussed, shortages of nearly 300,000 nurses loom on the horizon (Twigg 

& McCullough, 2014). For many organizations, including the project site, this shortage has 

arrived. The cost of training new graduate nurses is steep, estimated between $22,000 and 

$64,000 ("Business case," 2009). New graduates are now filling positions formerly held by 

experienced nurses (Twigg & McCullough, 2014). These circumstances existed at the project site 

where many units had five to ten new graduates needing orientation by qualified preceptors. 

Because an effective SG framework addresses many factors linked to retention such as autonomy 

and control over practice it must be considered when discussing tactics to increase nursing 

satisfaction within their work environment. For many of the nurses involved in this DNP project, 

merely exposing them to the possibility of impacting practice on their units has resulted in a new 

level of engagement with their colleagues. Exposure to the templates and tools chosen for the 

project kindled an interest almost immediately. This exposure also created an engagement in the 
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process with the DNP student that brought about a quick win on the unit helping to build a 

commitment to SG.  

 The ability to access and use current, benchmarked, unit specific outcomes data to drive 

nursing care can have great impact on patient outcomes. Understanding and articulating 

outcomes data is a necessary component of nursing care in today’s healthcare environment. It is 

incumbent on organizations to compile and disseminate this information not only to the hospital 

leadership, but also to the units and departments that can impact these outcomes. Use of the 

nursing website as a resource allows units and department to observe and react to trends seen 

with these outcomes data. Understanding and using this data has potential to improve not only 

patient outcomes, but also the level of understanding and ease with which care team members 

throughout the organization use and understand data.  

Strategies utilized in this DNP project were geared toward the development of a 

mentoring relationship between the DNP student and nurses involved in the SG framework at the 

project site. The success of these interventions was made possible through this genuine 

connection and collegial relationship. Use of a nursing leader skilled in transformational 

leadership, program management, and leading teams through change may be an effective way to 

mature and grow SG.  As organizations consider developing or re-inventing SG within their 

nursing ranks this model for improvement may have merit. The DNP is perfectly poised to 

bridge understanding between leadership and staff and align efforts to improve current processes 

within SG. This connection, when linked with the Magnet journey toward excellence in nursing 

can help increase understanding about Magnet’s impact on nursing practice. 
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The focused interventions deployed during this DNP project relied on the purposeful use 

of both a change theory and a program evaluation tool. Not only did these frameworks guide the 

planning, completion, and evaluation of the project, they also became valuable tools for use 

within the project site. Resolute use of these tools did not come easily for the nurses involved in 

SG. The value of these tools lies in the standardization of their use across the organization (W. 

K. Kellogg Foundation, 2004). Within the project site, this will require a substantial change in 

their approach to the change process. With use, however, the value of these frameworks can be 

seen as the successful implementation of innovations and sustained change in practice. 

 

 

Project strengths and limitations (strengths, limitations, recommendations) 

 This project offered an opportunity to examine the impact of using a doctoral student to 

mentor the development of clinical nurses as they developed and exploited skills needed to 

become nurse leaders at the project site. Where the interaction with the DNP student was most 

prominent, the greatest changes in SG were seen. Development of a functioning and effective 

UPC on the Cardiac Medical Unit was a successful outcome of this project. Also of note, several 

nurses involved with this process have taken on leadership roles within their units. Although 

time intensive, the work completed to successfully launch this UPC can pay hefty dividends in 

the future. This relationship building model provides the project with both it greatest strength 

and a significant limitation. Delegation of the manpower required by an individual with the skill 

sets needed to successfully mentor groups to success with SG would be challenging in many 
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healthcare environments. Successfully tying the work into the Magnet journey may be 

advantageous in securing the support needed obtain the necessary resources. 

 A thorough and detailed assessment of the current state of SG proved to be an invaluable 

learning experience for all involved at the project site. This assessment provided insight into 

areas that require consistent attention and accountability. Attendance at NS meetings is now 

tracked and trended monthly at the project site. Convening of monthly UPC meetings and 

attendance at the NS meetings is now a part of the Director’s evaluation sheet used to set goals 

for the unit during monthly meetings with the Executive Director of Nursing and CNO. Further, 

reassessment with the IPNG and NDNQI will reveal comparative data to track improvement to 

the SG processes. 

 Work accomplished within the NS framework while encouraging, will require more time 

to become truly integrated into the SG structure. Standardization of the meeting minutes and 

agenda templates along with posting on the nursing website has been a successful transition 

toward transparency. Easy access to information regarding initiatives of SG, meeting times and 

agendas is now complete. Use of the logic model template to document initiatives is not 

consistently completed. Areas expected to use this process may need more individual education 

and assistance in the use of the evaluation tool. As the NS begins to launch programs as a group 

throughout the project site, opportunities to use the logic model together may help individual 

units become more familiar with its use and advantages. 

Ideally, SG frameworks support the translation of evidence-based practice to the bedside 

(Brandt et al., 2012). To effectively accomplish this requires that involved nurses be given the 
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opportunity to provide uninterrupted efforts to SG. Despite the best intentions of nursing 

leadership and SG members, the realities of chaotic, busy units and departments seem to stand in 

the way of consistent meeting attendance. These barriers certainly existed at the project site. 

While attempts to impact this problem were implemented, the difficulties in departments such as 

the OR remain intractable. Current issues within these departments at the project site hindered a 

focus on SG in lieu of issues of more pressing importance for the project site. 

Nursing leadership along with the Magnet Steering Committee were willing to establish a 

meeting day and implement set UPC meeting times on the day of the NS meetings. However 

when this plan was presented to the NS some members met it with resistance. Several units with 

established meeting times were reticent to disrupt these meeting times and implement the 

proposed scheduling tactics despite poor attendance at both the UPC and NS meetings. Rather 

than push vehemently for this change across the SG framework, nursing leadership along with 

the DNP student opted to facilitate the change for those UPCs interested but not force the change 

for those who felt it would negatively impact their councils. With time, it is hoped this transition 

will be viewed as a valuable change and more units will opt to change their meeting times. 

Results of the IPNG survey revealed substantially lower scores for the variable assessing 

control over personnel. Although low scores on these items have proven intractable problems in 

many organizations that deploy the IPNG survey, interventions implemented in this DNP project 

have minimal impact on these issues within the project site. Implementing change that address 

these deficiencies in SG requires was not substantially addressed within the scope of this DNP 

project. The importance of this work, however, is essential to achieving dramatic changes in the 
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IPNG scores. Collaborative work between Human Resources along with Nursing and Hospital 

Administration is needed to address the issues surrounding items in the control over personnel 

variable. 

Analysis of self  (as Scholar, as Practitioner, as Project Developer, as Professional) 

 Reflection on self-growth throughout this DNP project revealed valuable opportunities to 

begin to define myself as a leader in the nursing profession. The most prominent and revealing 

transformations have resulted from those experiences that have helped me imagine the type of 

leader I wished to become. Early in the project process it became clear that my greatest impact 

resulted from the relationships developed on the units interacting on a personal level with clinical 

staff. I recall an experience that illustrates the importance of these interactions. As I endeavored 

to reach out to individual nurses on the CMU early on in the project, I had set myself up in the 

conference room on the unit. A nurse was in the conference room completing patient charting 

and asked me a few questions about what I was doing on the unit. From this encounter, an active 

member of the UPC was recruited. A per diem nurse, she admits to having had no idea her input 

could make a difference to the nursing practice on the unit. For her, this was a chance encounter. 

For me, this was the plan. As leaders in nursing, we must be diligent to leave nothing to chance. 

Rather, we must be unyielding in our commitment to provide regular opportunities to connect 

with those whose experiences must inform the direction of our work. As the time to nurture these 

connections becomes harder to schedule, I am reminded of their importance and my commitment 

to their completion. 
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 Today’s healthcare organizations are faced with great challenges necessitating the 

implementation of change. As teams grapple with these challenges, the DNP is well placed to 

step up to this challenge. Armed with the skill set I have developed throughout this program I 

feel well equipped to take on this exciting and nuanced role as a member of a leadership team. 

Donning the many hats required of the DNP, successfully managing each role as it is called 

upon. As a scholar, this role will require the assiduous commitment to ensuring practice remains 

evidenced based and aligned with best practices. The DNP stands out within the organization as 

a conduit between academia, nursing research, and current practices. Additionally, I view myself 

in this new role as a steward of the vital connection between the realities of organizational 

leadership (fiscal responsibility, long-range planning, value-based purchasing) and the impact 

these organizational decisions have on patient care (NDNQI, HCAHPS, Core Measures) and 

staff job satisfaction (high census, acuity-based assignments, overtime). As a project manager, 

my commitment to the use of frameworks to provide direction and cohesiveness to projects that 

span multiple departments and occur over multiple fiscal years assists in the measured 

implementation process that marks successful integration of change into the culture of an 

organization.  

Summary and Conclusions 

SG has the potential to be a powerful framework for redistributing authority, 

responsibility, and accountability for nursing practice between staff nurses and administration 

within an organization. This collaborative management structure requires not only empowering 

nurses with the tools to impact decision making within the organization, but also actively 
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engaging them in this rewarding work. Once implemented, continued attention and resources are 

necessary to bring forth the benefits of SG for the organization. Without a strong commitment to 

this ongoing support, SG is at risk of becoming a structure without the relevance and impact 

anticipated by nursing leadership. 

The insights offered by an in-depth, detailed baseline assessment of SG provide vital 

details on how best to launch initiatives to improve its effectiveness. Use of instruments 

validated in nursing research such as the IPNG survey are effective in the gathering of baseline 

data and provide the opportunity to evaluate the emergence of SG over time. Along with the 

insights gleaned from the NDNQI nursing survey data and review of SG minutes and agendas, a 

picture of both successes and challenges is revealed. Nursing research aligns with the need to 

complete this assessment in order to properly tailor an action plan to support the leveraging of a 

SG model. Additionally, the data compiled can then be used in conjunction with future use of 

these assessment instruments to track and document the success of programs implemented. 

This DNP project highlights the necessity of providing participants in SG with both the tools 

and the guidance to successfully participate in the SG process. Without nursing leadership’s 

commitment to effectively using the structure of SG, the risk becomes the creation of a SG that 

that exists merely as a platform without a dynamic structure to support. Embedding the DNP 

student within the SG of the hospital illustrate the effectiveness of providing transformational 

mentorship through meaningful relationship building, supporting nurses, as they become 

competent leaders within the SG framework and the organization. 
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The realities of the nurses working at the project site illustrate the complexity of developing a 

feasible plan to allow nurses to easily engage in SG activities. Across the country the demands 

levied on the nurse are ever increasing, the environment of care has become ever more complex 

and chaotic. These conditions place an additional burden on the SG framework while 

simultaneously elevating the critical importance of having a strong structure in place. Effective 

SG addresses issues within the organization that ensure autonomy, best practice, and control over 

nursing practice. These are critical components of the practice of the professional nurse in 

today’s healthcare system. 
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Section 5: Scholarly Product for Dissemination 

     When considering a vehicle for the dissemination of this work, accessibility by those who 

took part in it was of great importance. Formal presentation of these results to Hospital and 

nursing leadership along with the members of the NS is a valuable technique. My hope, however, 

was to allow for any and all individuals within the project site to have access to data, 

information, and conclusions revealed throughout the project. The same transparency we strived 

to achieve with SG throughout the project should also inform the choice of format for the 

scholarly product. To that end, a password protected website was created to allow those 

interested in reviewing this DNP project the opportunity to do so (www.cohendnp.com). Further, 

use of the website will serve as a platform for both formal and informal presentation to groups 

within the organization from the boardroom to the unit staff meeting.  

There are several advantages of the website format for dissemination. One is the ability to 

provide links to detailed documents embedded within the website. These links provide easy 

access to products such as this project paper, the IPNG survey tool, and the NDNQI website to 

those who wish a more detailed review. The website allows for individuals to easily obtain a 

high-level understanding, or conversely a very detailed accounting of the work undertaken. 

Rather than a pre-planned presentation of the results, the website format allows for easily 

navigating from one topic to another should questions arise from the group during the 

presentation. After the presentation, members of the audience have easy access to all references 

mentioned in the presentation.  
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Use of the website as the format for product dissemination connects the work undertaken 

during this project to those with whom I worked closely during the implementation period. It 

becomes a shared document, a celebration of the relationships forged and hard work expended 

by nurses throughout the project site. This DNP project is a product of their efforts to engage and 

commit to the SG framework. The results of this cooperative work should belong to each one of 

us. 
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Appendix B: 

IPNG Survey Instrument 

PROFESSIONAL GOVERNANCE 
 

Please provide the following information. The information you provide is IMPORTANT. 

Please be sure to complete ALL questions. Remember confidentiality will be maintained at all 

times.  

 

Today’s Date _________________________ 
 
1. Sex: ____Male ____Female  2.  Age: _______________  

3. Please indicate BASIC nursing education preparation: 

____Nursing Diploma ____Associate Degree in Nursing 

____Baccalaureate Degree in Nursing 

4. Please indicate the HIGHEST educational degree you have attained: 

____Associate Degree in Nursing ____Master’s Degree 

____Baccalaureate Degree in Nursing ____Doctorate, Nursing 

____Master’s Degree in Nursing, Specialty ____Doctorate, Non-nursing 

5. Employment Status: 
____Full-time, 36-40 hours per week 

 ____Part-time, less than 36 hours per week (specify number of hours/week): _____  

6. Please specify the number of years that you have been practicing _______________  

7. Please indicate the title of your present position ____________________________  

8. Please indicate your clinical specialty:  

 ____Case Management ____Maternity  ____Psychiatry 

 ____Clinic ____Medical/Surgical ____Quality Management 

 ____Critical Care ____Operating Room ____ Recovery Room 

 ____Education ____Pediatrics ____Rehabilitation 

 ____Emergency Room ____Other (specify): 

9. Please specify the number of years you have worked in this organization ________  

10. Please specify the number of years you have been in your present position _______  

11. Have you received any specialty certifications from professional organizations? 

 ____Yes ____No 

 Type of certification and year received: ____________________________________ 
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12 Please rate your overall satisfaction with your professional practice within the organization (1 
= lowest, 5 = highest): 1   2   3   4   5  

 

In your organization, please circle the group that CONTROLS the following areas: 

1 = Nursing management/administration only 
2 = Primarily nursing management/administration with some staff nurse input 
3 = Equally shared by staff nurses and nursing management/administration 
4 = Primarily staff nurses with some nursing management/administration input 
5 = Staff nurses only 

 

PART I 

 
1. Determining what nurses can do at the bedside 1 2 3 4 5  

2. Developing and evaluating policies, procedures and protocols  
related to patient care 1 2 3 4 5 

3. Establishing levels of qualifications for nursing positions. 1 2 3 4 5  

4. Evaluating nursing personnel (performance appraisals and peer review)  1 2 3 4 5 

5. Determining activities of ancillary nursing personnel  
(assistants, technicians, secretaries) 1 2 3 4 5 

6. Conducting disciplinary action of nursing personnel 1 2 3 4 5 

7. Assessing and providing for the professional/educational development  
of the nursing staff 1 2 3 4 5  

8. Making hiring decisions about RNs and other nursing personnel  1 2 3 4 5  

9. Promoting RNs and other nursing personnel 1 2 3 4 5 

10. Appointing nursing personnel to management and leadership positions  1 2 3 4 5  

11. Selecting products used in nursing care  1 2 3 4 5 

12. Incorporating evidence-based practice into nursing care  1 2 3 4 5 

13. Determining models of nursing care delivery (e.g. primary, team) 1 2 3 4 5   

 

 

In your organization, please circle the group that INFLUENCES the following activities: 

1 = Nursing management/administration only 
2 = Primarily nursing management/administration with some staff nurse input 
3 = Equally shared by staff nurses and nursing management/administration 
4 = Primarily staff nurses with some nursing management/administration input 
5 = Staff nurses only 

 

PART II  
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14. Determining how many and what level of nursing staff  
is needed for routine patient care 1 2 3 4 5 

15. Adjusting staffing levels to meet fluctuations patient census and acuity  1 2 3 4 5 

16. Making daily patient care assignments for nursing personnel  1 2 3 4 5 

17. Monitoring and procuring supplies for nursing care and support functions  1 2 3 4 5 

18. Regulating the flow of patient admissions, transfers, and discharges 1 2 3 4 5 

19. Formulating annual unit budgets for personnel, supplies, equipment  
and education  1 2 3 4 5 

20. Recommending nursing salaries, raises and benefits 1 2 3 4 5 

21. Consulting and enlisting the support of nursing services outside  
of the unit (e.g. clinical experts such as psychiatric or wound care  
specialists, diabetic educators)  1 2 3 4 5 

22. Consulting and enlisting the support of services outside of nursing (e.g. dietary, social 
service, pharmacy, human resources, finance)  1 2 3 4 5 

23. Making recommendations concerning other departments’ resources  1 2 3 4 5 

24. Determining cost-effective measures such as patient placement and  
referrals or supply management (e.g. placement of ventilator-dependent  
patients, early discharge of patients to home healthcare)  1 2 3 4 5 

25. Recommending new services or specialties  
(e.g. gerontology, mental health, birthing centers)  1 2 3 4 5 

26. Creating new clinical positions 1 2 3 4 5 

27. Creating new administrative or support positions  1 2 3 4 5 

 

According to the following indicators in your organization, please circle which group has 

OFFICIAL AUTHORITY (i.e., authority granted and recognized by the organization) over the 

following areas that control practice and influence the resources that support it:  

1 = Nursing management/administration only 
2 = Primarily nursing management/administration with some staff nurse input 
3 = Equally shared by staff nurses and nursing management/administration 
4 = Primarily staff nurses with some nursing management/administration input 
5 = Staff nurses only  

 

PART III 

 

28. Written policies and procedures that state what nurses can do related  
to direct patient care 1 2 3 4 5 
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29. Written patient care standard/protocols and quality assurance/ 
improvement processes  1 2 3 4 5 

30. Mandatory RN credentialing levels (licensure, education, certifications)  
for hiring, continued employment, promotions and raises 1 2 3 4 5 

31. Written process for evaluating nursing personnel  
(performance appraisal and peer review) 1 2 3 4 5 

32. Organizational charts that show job titles and who reports to whom  1 2 3 4 5 

33. Written guidelines for disciplining nursing personnel 1 2 3 4 5 

34. Annual requirements for continuing education and in-services  1 2 3 4 5 

35. Procedures for hiring and transferring nursing personnel  1 2 3 4 5 

36. Policies regulating promotion of nursing personnel to management  
and leadership positions  1 2 3 4 5 

37. Procedures for generating schedules for RNs and other nursing staff 1 2 3 4 5 

38. Acuity and/or patient classification systems for determining how many  
and what level of nursing staff is needed for routine patient care 1 2 3 4 5 

39. Mechanisms for determining staffing levels when there are fluctuations  
in patient census and acuity 1 2 3 4 5 

40. Procedures for determining daily patient care assignments 1 2 3 4 5 

41. Daily methods for monitoring and obtaining supplies for nursing care  
and support functions 1 2 3 4 5 

42. Procedures for controlling the flow of patient admissions, transfers  
and discharges 1 2 3 4 5 

43. Process for recommending and formulating annual unit budgets  
for personnel, supplies, major equipment and education 1 2 3 4 5 

 

44. Procedures for adjusting nursing salaries, raises and benefits 1 2 3 4 5 

45. Formal mechanisms for consulting and enlisting the support of nursing  
services outside of the unit (e.g. clinical experts such as psychiatric  
or wound care specialists, diabetic educators) 1 2 3 4 5 

46. Formal mechanisms for consulting and enlisting the support of services  
outside of nursing. (e.g. dietary, social service, pharmacy,  
human resources, finance) 1 2 3 4 5 

47. Procedure for restricting or limiting patient care (e.g. closing hospital  
beds, going on ER bypass)  1 2 3 4 5 

48. Location, design and access to office space, staff lounges  
and charting areas  1 2 3 4 5 
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49. Access to office equipment (e.g. smart phones, computers and  
copy machines) and the Internet 1 2 3 4 5 

 

In your organization, please circle the group that PARTICIPATES in the following activities:  

1 = Nursing management/administration only 
2 = Primarily nursing management/administration with some staff nurse input 
3 = Equally shared by staff nurses and nursing management/administration 
4 = Primarily staff nurses with some nursing management/administration input 
5 = Staff nurses only 

 

PART IV 

 

50. Participation in unit committees for clinical practice  1 2 3 4 5 

51. Participation in unit committees for administrative matters,  
such as staffing, scheduling and budgeting 1 2 3 4 5 

52. Participation in nursing departmental committees for clinical practice 1 2 3 4 5 

53. Participation in nursing departmental committees for administrative  
matters such as staffing, scheduling, and budgeting 1 2 3 4 5 

54. Participation in interprofessional committees (physicians, other  
healthcare professions and departments) for collaborative practice 1 2 3 4 5 

55. Participation in hospital administration committees for matters  
such as employee benefits and strategic planning 1 2 3 4 5 

56. Forming new unit committees  1 2 3 4 5 

57. Forming new nursing departmental committees 1 2 3 4 5 

58. Forming new interprofessional committees 1 2 3 4 5 

59. Forming new administration committees for the organization  1 2 3 4 5 

In your organization, please circle the group that has ACCESS TO INFORMATION about 

the following activities:  

1 = Nursing management/administration only 
2 = Primarily nursing management/administration with some staff nurse input 
3 = Equally shared by staff nurses and nursing management/administration 
4 = Primarily staff nurses with some nursing management/administration input 
5 = Staff nurses only 

 

PART V 

 

60. The quality of nursing practice in the organization 1 2 3 4 5 
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61. Compliance of nursing practice with requirements of surveying agencies  
(The Joint Commission, state and federal government, professional groups) 1 2 3 4 5 

62. Unit’s projected budget and actual expenses  1 2 3 4 5 

63. Organization’s financial status 1 2 3 4 5 

64. Unit and nursing departmental goals and objectives for this year  1 2 3 4 5 

65. Organization’s strategic plans for the next few years 1 2 3 4 5 

66. Results of patient satisfaction surveys  1 2 3 4 5 

67. Physician/nurse satisfaction with their collaborative practice 1 2 3 4 5 

68. Current status of nurse turnover and vacancies in the organization 1 2 3 4 5 

69. Nurses’ satisfaction with their general practice 1 2 3 4 5 

70. Nurses’ satisfaction with their salaries and benefits 1 2 3 4 5 

71. Management’s opinion of the quality of bedside nursing practice 1 2 3 4 5 

72. Physicians’ opinion of the quality of bedside nursing practice 1 2 3 4 5 

73. Nursing peers’ opinion of the quality of bedside nursing practice 1 2 3 4 5 

74. Access to resources supporting professional practice and development  
(e.g. online resources, CE activities, journals and books, library) 1 2 3 45In your 

organization, please circle the group that has the ABILITY to: 

1 = Nursing management/administration only 
2 = Primarily nursing management/administration with some staff nurse input 
3 = Equally shared by staff nurses and nursing management/administration 
4 = Primarily staff nurses with some nursing management/administration input 
5 = Staff nurses only 

 

PART VI 

 

75. Negotiate solutions to conflicts among professional nurses  1 2 3 4 5 

76. Negotiate solutions to conflicts between professional nurses  
and physicians 1 2 3 4 5 

77. Negotiate solutions to conflicts between professional nurses and  
other healthcare services (respiratory, dietary, etc)  1 2 3 4 5 

78. Negotiate solutions to conflicts between professional nurses and  
nursing management 1 2 3 4 5 

79. Negotiate solutions to conflicts between professional nurses and  
the organization’s administration.  1 2 3 4 5 

80. Create a formal grievance procedure or a process for resolving  
internal disputes  1 2 3 4 5 
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81. Write the goals and objectives of a nursing unit  1 2 3 4 5 

82. Write the philosophy, goals and objectives of your department.  1 2 3 4 5 

83. Formulate the mission, philosophy, goals, and objectives of  
the organization.  1 2 3 4 5 

84. Write policies and procedures  1 2 3 4 5 

85. Determine departmental policies and procedures  1 2 3 4 5 

86. Determine organization-wide policies and procedures 1 2 3 4 5 
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Appendix C: 
NDNQI Job Satisfaction Scale-Revised 

 
 NDNQI Job Satisfaction Scales-R  
Stem: Based on your experience, please indicate your agreement or disagreement with the following 
statements about your unit and the RNs with whom you work.  
Response options: strongly agree, agree, tend to agree, tend to disagree, disagree, strongly disagree.  
Task  
1. RNs are satisfied with the nursing care we provide on our unit.  
 
2. RNs on our unit have sufficient time for direct patient care.  
 
3. RNs have plenty of opportunity to discuss patient care problems with each other on our unit.  
 
Nurse-Nurse Interaction  
1. RNs I work with count on each other to pitch in and help when things get busy.  
 
2. There is a good deal of teamwork among RNs I work with.  
 
3. RNs I work with support each other.  
 
Nurse-Physician Interaction  
1. In general, physicians cooperate with RNs on our unit.  
 
2. There is a lot of teamwork between RNs and physicians on our unit.  
 
3. Physicians at this hospital generally appreciate what RNs do.  
 
Decision-Making  
1. As RNs, we feel we have ample opportunity to participate in administrative decision-making.  
 
2. As RNs, we have all the voice we want in planning policies and procedures for our unit.  
 
3. Nursing administrators generally consult RNs on our unit about daily problems.  
 
Autonomy  
1. As RNs, we have sufficient input into the program of care for each of our patients.  

 
2. RNs on our unit have a good deal of control over our own work.  
 
3. As RNs, we are free to adjust our daily practice to fit patient needs.  
 
Professional Status  
1. RNs are satisfied with the status of nursing on our unit.  
 
2. RNs recommend our unit as a good place to work.  
 
3. Work contributes to a sense of personal achievement for RNs on our unit.  
 
Pay  
1. Our present salary is satisfactory to myself and RNs I work with.  
 
2. Our pay is reasonable considering what is expected of RNs at this hospital.  
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3. Pay here is fair, compared to what we hear about RNs at other hospitals.  
 
Professional Development Opportunity  
1. RNs have career development opportunities on our unit.  
 
2. RNs on our unit have support for pursuing nursing degrees.  
 
3. RNs on our unit have opportunities for career advancement.  
 
Professional Development Access  
1. RNs on our unit have access to regional and national conferences.  
 
2. On our unit, RNs have access to regular in-service programs.  
 
3. RNs on our unit have access to continuing education.  
 
Supportive Nursing Management  
1. Our nurse manager is a good leader for our unit.  
 
2. Our nurse manager is supportive of RNs on our unit.  
 
3. Our nurse manager backs us in decision-making even in conflicts with physicians.  
 
Nursing Administration  
1. RNs on our unit are satisfied with the hospital chief nurse executive.  
 
2. RNs on our unit view the hospital chief nursing executive as equal in authority to other top-level 
hospital executives.  
 
3. Our hospital chief nurse executive is visible to myself and RNs I work with.  
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Appendix D: 
Shared Governance Survey 

 
 

Survey Questions 
1. The Nursing Senate identifies opportunities for improvement at the    
              Unit/Department level and implements hospital wide solutions. 
 
  1. Strongly agree 
  2. Somewhat agree 
  3. Neither agree nor disagree 
  4. Somewhat disagree 
  5. Strongly agree 
  
 
2.          Unit/Department specific data dashboards on the Nursing website have   
              impacted improvement initiatives. 
 
  1. Strongly agree 
  2. Somewhat agree 
  3. Neither agree nor disagree 
  4. Somewhat disagree 
  5. Strongly agree 
   
3. The Unit/Department Practice Councils and the Nursing Senate are  
              supported by Nursing Administration. 
 
  1. Strongly agree 
  2. Somewhat agree 
  3. Neither agree nor disagree 
  4. Somewhat disagree 
  5. Strongly agree 
 
4. I have the time to complete and disseminate agendas and minutes for 
              Unit/Department Practice or Hospital-wide Councils. 
 
  1. Strongly agree 
  2. Somewhat agree 
  3. Neither agree nor disagree 
  4. Somewhat disagree 
  5. Strongly agree 
  6. Not applicable 
 
5.  The Nursing Senate is a part of the decision-making process for nursing  
 practice issues. 
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1. Strongly agree 
  2. Somewhat agree 
  3. Neither agree nor disagree 
  4. Somewhat disagree 
  5. Strongly agree 
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Appendix E: 

 
Item Key To Factor Analysis-Derived Subscales (IPG/IPNG) 

 
 
Subscale #1, Personnel (22 items) - 
 
4, 6, 8, 9, 10, 19, 20, 25, 26, 27, 30, 31, 32, 33, 35,  
36, 43, 44, 47, 48, 55, 59 
 
Subscale #2, Information (15 items) -  
 
60, 61, 62, 63, 64, 65, 66, 67, 68, 69, 70, 71, 72, 73, 74 
 
Subscale #3, Resources (13 items) - 
 
16, 17, 18, 21, 22, 23, 24, 40, 41, 42, 45, 46, 49 
 
Subscale #4, Participation (12 items) - 
 
50, 51, 52, 53, 54, 56, 57, 58, 81, 84, 85, 86 
 
Subscale #5, Practice (16 items) -  
 
1, 2, 3, 5, 7, 11, 12, 13, 14, 15, 28, 29, 34, 37, 38, 39 
 
Subscale #6, Goals (8 items) - 
 
75, 76, 77, 78, 79, 80, 82, 83 
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Appendix F 

Permissions 

Cynthia Cohen, MSN, CNL 

49 Haverhill Rd. 

Windham, NH 03087 

June 17, 2014 

 

Dear Cynthia: 

 

You have permission to use my instruments, the Index of Professional Governance (IPNG), or 

the Index of Professional Governance (IPG) at Catholic Medical Center, Manchester, NH for your 

DNP program with Walden University. In return, I require that you: 

• Report summary findings to me from the use of the IPNG/IPG, including reliability 

analysis, for tracking use and evaluating and establishing the validity and reliability of 

the IPNG, and for possible research publication without identification of the institutions. 

• Credit the use and my authorship of the IPNG/IPG in any publication of the research 

involving the IPNG. 

 

A pdf of the IPNG/IPG can be downloaded for the Forum for Shared Governance’s website at 

www.sharedgovernance.org. I will email the factor analysis-derived subscales, which are 

different than the subscales apparent in the instrument itself, along with text that can be used 

to construct the six governance subscales and the overall governance score in SPSS. I can 

forward the SPSS codebook for data entry. You might want to revise the demographic section 

to reflect the organization and/or units you’re surveying, which I can have done for you. 

 

Please don’t hesitate to call upon me to discuss your process or if you need help managing the 

data. If you need me to perform data entry and analysis and to generate a formal report with 

benchmarking, there is a consultant fee. I am also available for onsite speaking or consultation. 

Thanks for thinking of the IPNG and the Forum for Shared Governance. Good luck with your 

survey. 

 

Sincerely, 

 
Robert Hess, RN, PhD, FAAN 

Founder, Forum for Shared Governance 
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Jenn Torosian, RN, MSN, NE-BC 
Executive Director of Nursing 
Catholic Medical Center 
100 McGregor Street 
Manchester, NH 03102 
603-663-7948 
 
 
January 21, 2013 
 
Dear Cynthia Cohen,  
   
Based on my review of your research proposal, I give permission for you to conduct the study 
entitled Leveraging the Power of Shared Governance within Catholic Medical Center. As part of 
this study, I authorize you to access and utilize survey results from the Index of Professional 
Nursing Governance (IPNG) survey, the National Database of Nursing Quality Indicators 
(NDNQI) Nursing Satisfaction Survey and NDNQI outcomes data. Additionally, I give my 
permission for you to access and utilize agendas, minutes, and attendance sheets for Committees 
and Councils within the Shared Governance Framework at Catholic Medical Center (January 
2013-May 2015) and attend and participate in any Shared Governance meetings. Permission is 
also granted to utilize Catholic Medical Center’s Survey Monkey account to complete a post-
project survey to members of the Nursing Senate. Individuals’ participation will be voluntary and 
at their own discretion. 
 
We understand that our organization’s responsibilities include providing access to data 
previously mentioned along with access to Shared Governance council meetings. In addition we 
will supply hospital email distribution lists for Nursing Senate members. We reserve the right to 
withdraw from the study at any time if our circumstances change.  
 
The student will be responsible for complying with our site’s research policies and requirements, 
including maintaining the anonymity of participants of the survey. 
 
I confirm that I am authorized to approve research in this setting and that this plan complies with 
the organization’s policies. 
 
I understand that the data collected will remain entirely confidential and may not be provided to 
anyone outside of the student’s supervising faculty/staff without permission from the Walden 
University IRB.   
 
Sincerely, 
Jennifer L. Torosian, RN, MSN, NEA-BC 
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Appendix G: 
CMU Logic model for Vital Sign Machine Acquisition 

 
 
 



  

 
 
 
 
 

Appendix H 

Unit Specific Data Dashboard 

 

 

 

 


