
ATLANTIC GENERAL HOSPITAL/HEALTH SYSTEM
PATIENT CARE SERVICES SHARED LEADERSHIP BYLAWS
ARTICLE I
 PREAMBLE

1.1. Purposes
Patient Care Services has instituted the following articles to:
1.1.1. Delineate the responsibility and authority of shared leadership
1.1.2. Describe professional nursing/clinical practice
1.1.3. Ensure
a high level of professional performance by all team members authorized to practice as identified in these articles at Atlantic General Hospital/Health System (AGH/HS), consistent with the mandates set forth for nurses by the American Nurses Association’s Scope and Standards of Practice and other professional organizations and  the Board of Trustees.

1.2. Vision
To be the leader in caring for people and advancing health for the residents of and visitors of our community.
1.3. Mission

To create a coordinated care delivery system that will provide access to quality care, personalized service and education to improve individual and community health.
1.4. Values
Keeping “PATIENTS” at the Center of our Values
P  -
Patient safety first

A  -
Accountability for financial resources

T  -
Trust, respect & kindness

I   -
Integrity, honesty & dignity

E  - 
Education - continued learning & improvement

N  -
Needs of our community - Participation & community commitment

T  -
Teamwork, partnership & communication

S  -
Service & personalized attention

These values are honored in all we do for our patients, visitors, medical staff, associates, partners and volunteers.

1.5. Ethical Commitment
To conduct ourselves in an ethical manner that emphasizes community service and justifies the public trust.

1.6. Quality Statement
We delivery care that is accessible, safe, appropriate, coordinated, effective and centered on the needs of individuals within a system that demonstrates continual improvement.
1.7. Philosophy

AGH/HS healthcare providers and associates recognize the vital role that patients and families play in ensuring the health and well-being of persons of all ages. They acknowledge that emotional, social, and developmental support is integral components of health care. They promote the health and well-being of individuals and families and restore dignity and control to them.
The core concepts of patient- and family-centered care are focused on respect and dignity, information sharing, participation and collaboration. (Institute for Family-Centered Care, 2010) AGH/HS healthcare providers and associates utilize these core concepts to shape strategic vision, policies, programs, facility design, and staff day-to-day interactions. It is our goal to improve the health and wellbeing of our community and our caregivers in our community, reduce acute crises associated with chronic illnesses, and help our patients, families, and caregivers achieve optimal health through expanding our participation and collaboration at the patient level into community partnerships.

The core concepts of patient- and family-centered care are exemplified within the AGH/HS “Right-Strategy”; the 2020 strategic vision:
· RIGHT CARE

· Focused on affordable patient and family care

· Error-free healthcare services

· Focused on primary care providers

· Timely delivery of healthcare services

· Driven by best practices

· RIGHT PLACE

· Community-based healthcare services

· Primary care available everywhere

· Conveniently available healthcare specialists

· Telemedicine capabilities

· RIGHT PEOPLE

· A service orientation

· A provider mix that aligns with our community’s needs

· The right healthcare specialists available locally

· Continuous learning and improvement

· RIGHT PARTNERS

· Accountable, affordable care

· Advanced, acute care referral

· Rehabilitation care

· Long-term care

· Hospice and palliative care

· Mental health care

· RIGHT HOSPITAL

· The right hospital to lead care coordination in our community

· The right place to receive care
ARTICLE II

MULTIDISCIPLINARY SYSTEMS APPROACH
TO EVIDENCED-BASED PRACTICE
1.1. Overview
While recognizing the patient/family are central to care and the nurse is integral to patient care coordination, AGH/HS also acknowledges the critical importance of a collaborative approach to incorporating not only nurses and physicians, but all clinical staff. This integration of care and service is promoted through the participation of all disciplines in the Patient Care Services Shared Leadership model. Further, the contributions of the staff from support departments (both clinical and non-clinical) contribute to an integrated, seamless provision of total patient care. Nursing practice is acknowledged as integral to the care of the patient. All clinicians recognize the patient/family is the center of care and that only through collaboration and partnerships will optimal outcomes be achieved.
1.2. Primary Principles
1.2.1. 
Patients and their families are the center of focus and are entitled to holistic care delivered with compassion, competent ethical considerations and confidentiality regardless of cultural diversity or disease process.

1.2.2. 
Professional accountability will result in practice excellence and an environment that is conducive to creativity and supportive to professional development.
1.2.3. 
Leadership is responsible for the organization of support, material and human resources necessary in the day-to-day operation of patient care services.
1.2.4. 
Leadership supports the ongoing professional staff development, critical-thinking skills, and participates in responsible decision-making.
1.2.5. 
Leadership provides a strong, strategic vision focused on our mission and vision.  Staff is educated, informed and involved in the annual strategic planning process and selected strategic initiatives.
1.2.6. 
Shared leadership provides an opportunity for a voice for every associate. This encourages and promotes staff empowerment for professional practice by giving the authority and responsibility to define practice and participate in peer review at the unit level.
1.2.7. 
Associate participation on the councils and access to evidence-based practice guidelines and ongoing education provide systematic and ongoing evaluation of programs, policies and procedures, processes and desired patient outcomes.
1.2.8. 
To improve performance a mechanism exists for monitoring and measuring results according to objective criteria, internal and external benchmarks, with initiation of immediate corrective action and long-term process changes to correct variances.
1.2.9. 
Relationships with leaders, providers and patients promote communication and accessibility, establish clear plans of care, achieve respect for each other’s expertise and ultimately attain a positive outcome for the patient.
1.2.10. Associates are our most valuable resource. Staff members have accountability for practice and professional development and assume responsibility for growth of themselves and new clinicians. This is achieved through participation in the AGH/HS formal mentoring program, the AGH/HS associate incentive compensation plan, continuing education programs, professional organizations, and community activities.

1.2.11. Leadership promotes the philosophy that the best decisions to achieve optimal healthcare are made by the patients, families and those practitioners responsible for the direct care of the patient/family/community.
1.2.12. Research is integrated into practice through active participation and financially supported partnerships of professional experts and collaboration with other professional entities involved in current research. Research is encouraged to support an environment of inquiry.
1.2.13. Support affiliation and participation with schools of health science, professional organizations and expert practitioners that have demonstrated excellence in their field.
ARTICLE III
PROVISION OF PATIENT CARE     

Refer to “Plan for the Provision of Patient Care Services” available on Policy Tech.  
ARTICLE IV

 PROFESSIONAL CLINICAL STAFF MEMBERSHIP PRIVILEGES
4.1. Clinical Staff Membership

The members of the Clinical Staff of Atlantic General Hospital (AGH) shall consist of those associates who meet the qualification, standards, and requirements as set forth by their licensing professional organizations, Human Resources and the obligations set forth in these Bylaws to provide services consistent with the needs of AGH and the communities they serve.
4.2. Ancillary and Support Staff Participation
Ancillary and support staff membership on councils shall be encouraged. An associate from any department is entitled to chair or co-chair a council but at least one of the chairs must be a registered/licensed clinician or nurse.
ARTICLE V
SHARED LEADERSHIP STRUCTURE

5.1.
Unit-Based Councils/Committees

5.1.1.
The purpose of the unit-based council is to support the department and to act as a resource for associates in the definition of their practice area with a focus on quality, continuity, safety, and efficiency of patient care. Unit-based councils can be defined as formal or informal monthly forums in which all associates are encouraged to participate and focus on specific objectives.

5.1.2.
Unit-based councils are made up of associates from each department. Representation of other disciplines may vary depending on department needs or size.
5.1.3.
Responsibilities of unit-based councils:

5.1.3.1.
Provide a setting for an open forum for associates.

5.1.3.2.
Encourage all associates to speak up and be involved in decision-making processes.

5.1.3.3.
Disseminate best practices and information from the global shared governance councils.

5.1.3.4.
Maintain the empowerment of associates through the sharing of quality and safety indicators.

5.1.3.5.
Assist in the analysis of root causes for variances in department quality reports.
5.1.3.6.
Individuals or units that have issues and suggestions that are beyond the unit level should refer via email (cwareing@atlanticgeneral.org)  to organizational based councils for discussion and potential action.  

5.1.4.
Outcomes of the unit-based councils:

5.1.4.1.
Involves and empowers all associates in decision-making process.

5.1.4.2.
Improves staff satisfaction.

5.1.4.3.
Enhances knowledge of best practices.

5.1.5.
Membership/participation of the unit-based councils and committees:
5.1.5.1.
Council participation is not limited to standing membership. All meetings are open to interested staff, including support and ancillary staff.

5.1.5.2.
Issues may be introduced via any member of the department. All unit-based councils and committees will provide a monthly report at an open staff forum.
5.1.5.3.
Council meetings are scheduled in advance through collaboration with the clinical leader and posted at least two weeks prior to the meeting. A regular meeting schedule is encouraged to increase awareness by the staff and enhance attendance.

5.1.5.4.
Unit-based committee and council members accept responsibility to attend meetings.
5.1.5.5.
Unit-based council and committee terms are established within the department. Leadership for the unit-based councils and committees is the responsibility of the chair and co-chair.

5.1.5.6.
Decisions that are unit-specific are completed at the unit level. Unresolved issues/recommendations, or multi-unit issues in any patient care area are sent to the appropriate global council for further investigation, research, definition, and recommendations.
5.2.
Practice and Innovation Council
5.2.1.
The Practice and Innovation Council is the governing body for patient care practices and provides the format for decision making in patient care delivery. They retain the responsibility and accountability for the care delivery process in accordance with evidence-based practices, the state Nurse Practice Act, related ANA documents outlining the standards of nursing practice, and other regulations governing interdisciplinary practice. Through their support they influence patient care delivery to achieve optimal patient outcomes.

5.2.2.
The Practice and Innovation Council’s structure includes a clinical representative from diverse patient care area and a medication safety representative. Leadership staff chairs the council.  Ancillary staff and ad hoc members will be added as needed. Council business is primarily conducted on-line. Ad hoc task forces are utilized for complex procedure content or policy changes. Clinical staff with subject matter expertise chairs the ad hoc councils.
5.2.3.
Responsibilities of the Practice and Innovation Council:
5.2.3.1.
Reviews, revises, and implements evidence-based policies and procedures.
5.2.3.2.
Incorporates evidence-based findings into patient care delivery and creates integration with clinical information technology/EMR.

5.2.3.3.
Processes requests for changes in practice.
5.2.3.4.
Assists with regulatory compliance (TJC, CMS, etc.).
5.2.3.5.
Ensures references in APA format are included with patient care policies.

5.2.3.6.
Promote the standards of nursing practice by increasing awareness of the state’s Nurse Practice Act, related ANA documents outlining the standards of nursing practice, and other regulations governing interdisciplinary practice.
5.2.3.7.
Ensures policy authors remain compliant with all components of policy development and review.
5.2.3.8
Serves as a clearing house of emerging new knowledge for nursing practice, innovation transfer and clinical practice guidelines and current best practices.
5.2.3.9
Fosters a spirit of inquirity by coordinating clinical researchers, promoting studies that are aligned with strategic improvement priorities, and linking nurse investigators with appropriate resources.

5.2.3.10
Provides oversight to the nursing Clinical Expert Program.

5.2.4
Outcomes of the Nurse Practice and Innovation Council: 

5.2.4.1.
Evidence-based practice embedded in every patient care policy.

5.2.4.2.
Improved patient care delivery through enculturated best practices.

5.2.5.
Membership/Participation in the Practice Council:
5.2.5.1.
Council participation is not limited to standing membership. Participation is open to interested staff. Issues may be introduced via any associate by logging a council request or by any standing member bringing directly to a council meeting.

5.2.5.2.
Council meetings are scheduled in advance through collaboration with chair and co-chair.

5.2.5.3.
Council members accept responsibility to complete Policy Tech assignment of policy review and attend meetings as requested. Inability to attend three consecutive meetings or to review three consecutive policies without a prior-approved leave of absence calls for the council member to withdraw from the council and be replaced immediately. Chairs will report inactive council members to the Executive Council. The Executive Council Chair will notify the inactive member of removal form membership.
5.2.5.4.
The leadership for the council is the responsibility of the active membership.  A secretary will be elected from the council members each year. The chair/co-chair positions are held for one year of the two-year term with the co-chair moving into the chair position during the second year of his/her term. The new co-chair is elected from the council members each year.

5.2.5.5.
The term for all council members will be two consecutive fiscal years.  Members may be selected through employee recommendations, self-referral, passionate desire to serve on the council, or through the voting process.  Member decisions are made by the staff at regular monthly staff meetings.

5.2.5.6.
Decisions that are multi-unit are discussed in the Practice Council. Unresolved issues/recommendations may be investigated, defined, or researched as needed for resolution or recommendation. Recommendations are forwarded to the Executive Council. Task forces may be utilized as necessary.

5.2.6.
Reports to the Nurse Practice and Innovation Council include:

5.2.6.1.
Product Review
5.2.6.2.
Policy and procedural approval from Medical Staff
5.2.6.3.
CTIC- Bi-directional reporting
5.3.
Performance Improvement/Patient Safety Council 
5.3.1.
The purpose of the Performance Improvement/Patient Safety (PIPS) Council is to function as the staff level coordinating body that will facilitate quality improvements and patient safety initiatives directly impacting patient care services.
5.3.2.
The PIPS Council structure shall consist of the Vice President of Quality & Medical Staff Service, Vice President of Patient Care Services, a Quality representative, Quality Director, Risk Management and Patient Safety Director, Employee Health/Infection Control Director, a Medical Staff representative, a representative from each assigned Performance Improvement (PI) task force, a clinical representative from each patient care service area, and associate representatives from multiple disciplines.

5.3.3.
Responsibilities of the Performance Improvement/Patient Safety Council:

5.3.3.1.
Actively contributes to PI and patient safety initiatives through interdisciplinary input, collaboration and review of evidence-based practices.
5.3.3.2.
Assigns global or unit-level PI task forces based on prioritized recommendations from the Organizational Quality Committee.
5.3.3.3.
Provide input into the PI task force project goals and review the PI work group charters.

5.3.3.4.
Make decisions, implement actions, and set timelines.
5.3.3.5.
Monitor and analyze data related to the performance of the assigned PI projects by utilizing DMAIC action plans, standard electronic formats, and LEAN tools.

5.3.3.6.
Chair and/or Co-Chair complete summary reports against approved goals on the task force charters and submits to the Organizational Quality Committee.
5.3.4.
Outcomes of the Performance Improvement/Patient Safety Council include:

5.3.4.1.
Improved quality of care

5.3.4.2.
Policy and recommended practice revisions based on indicator reports from PI task forces.
5.3.4.3.
Improved staff and customer satisfaction
5.3.4.4.
Integration with organizational Performance Improvement Plan (Policy A-19)
5.3.5.
Membership/Participation of the Performance Improvement/Patient Safety Council:
5.3.5.1.
Council participation is not limited to standing membership. All meetings are open to interested staff. Issues may be introduced via any associate by logging a council request or by any standing member bringing directly to a council meeting.

5.3.5.2.
Council meetings are scheduled in advance through collaboration with chair and co-chair. Members are to be notified at least two weeks prior to meeting.  A regular meeting schedule is encouraged to enhance attendance. If a meeting is unable to be held at the scheduled time, the meeting will be rescheduled within the same month to ensure continuity of quality reviews.
5.3.5.3.
Council members accept responsibility to attend meetings. Inability to attend three consecutive meetings without a prior-approved leave of absence calls for the council member to withdraw from the council and be replaced immediately. Chairs will report inactive council members to the Executive Council. The Executive Council Chair will notify the inactive member of removal form membership.
5.3.5.4.
The leadership for the council is the responsibility of the active membership.  A secretary will be elected from the council members each year. The chair/co-chair positions are held for one year of the two-year term with the co-chair moving into the chair position during the second year of his/her term. The new co-chair is elected from the council members each year.
5.3.5.5.
The council term for any member will be two consecutive fiscal years.  Members may be selected through employee recommendations, self-referral, passionate desire to serve on the council, or through the voting process. Member decisions are made by the staff at regular monthly staff meetings.

5.4.
Non-Physician Provider Council
5.4.1.
The purpose of the Non-Physician Provider (NPP) Council is to enhance the nurse practitioner practice and physician’s assistant practice to improve quality of care and mentoring of new NPPs utilizing evidence-based practice principles and the Standards of Care. Through peer collaboration, exchange of clinical information and the sharing of best practices, the council will improve patient care.
5.4.2.
The NPP Council includes all employed certified nurse practitioners and physician assistants at AGH/HS. Those NPPs who are affiliated with the hospital through a collaborative practice or not credentialed through the Medical Staff office are encouraged to participate as associate members, but do not have an attendance requirement.
5.4.3.
Responsibilities of the NPP Council include:
5.4.3.1.
Conduct case-based peer review of a clinical case with the intent to assess the action of the NPP, the outcome of patient care and how evidence-based care was provided.
5.4.3.2.
Mentor new practitioners

5.4.3.3.
Monitor practice guidelines and legislative agenda impacting AGH/HS nurse practitioners and physician assistants.
5.4.4.
Outcomes of the NPP Council include:

5.4.4.1.
Improved quality of patient care through evidence-based medicine and best practices.

5.4.4.2.
Enhanced practice of AGH/HS of NPPs through peer collaboration and the exchange of clinical knowledge.

5.4.4.3.
Identification of barriers for the provision of care by NPPs.
5.4.4.4.
Provision of support and resources to nurse practitioners and physician assistants practicing within AGH/HS.

5.4.5.
Membership/Participation of the NPP Council:
5.4.5.1.
Membership is limited to non-physician providers either employed directly by AGH/HS or credentialed through the Medical Staff office. Those who are associated with AGH/HS through their collaborative practices or not credentialed may attend the meetings, but do not have voting privileges.
5.4.5.2.
Council meetings will be held quarterly and members will be notified two weeks prior to meetings. Additional meetings may be called by the Chair and Co-Chair.
5.4.5.3.
A secretary will be elected from the council members each year. The chair/co-chair positions are held for two years with the co-chair moving into the chair position during the third year. The new co-chair is elected from the council members every two years.
5.5.
Education/Work Environment Council

5.5.1.
The purpose of the Education/Work Environment (EWE) Council is to integrate best practices in the orientation of new staff and a formalized mentor program, in continuing education and professional development programs, and in competency validation.

5.5.2.
The EWE Council includes diverse representatives from each patient care service area and associate representatives from multiple disciplines.
5.5.3.
Responsibilities of the Education/Work Environment Council:

5.5.3.1.
Champion the formalized mentor program.
5.5.3.2.
Monitor associate engagement/satisfaction survey results.

5.5.3.3.
Monitor associate vacancy and turnover rates against national benchmarks.      

5.5.3.4.
Monitors advanced education and certification of nurses and/or associates.
5.5.3.5.
Assist in the development, implementation, and evaluation of annual education needs assessment of all associates.
5.5.3.6.
Provide input and monitor participation rates in the Associate Incentive Compensation Plan.

5.5.3.7.
Identify strategies to increase certification and professional development.
5.5.3.8.
Assist in the development of patient/family education material.
5.5.3.9.
Suggest/evaluate continuing education offerings.

5.5.4.
Outcomes of the Education/Work Environment Council include:
5.5.4.1.
Enhanced competency of AGH/HS associates.
5.5.4.2.
Improved patient care outcomes and customer satisfaction.
5.5.4.3.
Increased certification of associates.
5.5.4.4.
Increased access to advanced practice nurses and healthcare professionals.
5.5.5.
Membership/Participation of Education/Work Environment Council:
5.5.5.1.
Council participation is not limited to standing membership. All meetings are open to interested staff. Issues may be introduced via any associate by logging a council request or by any standing member bringing directly to a council meeting.
5.5.5.2.
Council meetings are scheduled in advance through collaboration with chair and co-chair. Members are to be notified at least two weeks prior to meeting.  A regular meeting schedule is encouraged to enhance attendance.

5.5.5.3.
Council members accept responsibility to attend meetings. Inability to attend three consecutive meetings without a prior-approved leave of absence calls for the council member to withdraw from the council and be replaced immediately. Chairs will report inactive council members to the Executive Council. The Executive Council Chair will notify the inactive member of removal form membership.
5.5.5.4.
The leadership for the council is the responsibility of the active membership.  A secretary will be elected from the council members each year. The chair/co-chair positions are held for one year of the two-year term with the co-chair moving into the chair position during the second year of his/her term. The new co-chair is elected from the council members each year.
5.5.5.5.
The council term for any member will be two consecutive fiscal years. Members may be selected through employee recommendations, self-referral, passionate desire to serve on the council, or through the voting process.  Member decisions are made by the staff at regular monthly staff meetings.

5.7.
Nursing Peer Review Council
5.7.1.
The purpose of the Nursing Peer Review (NPR) Council is to evaluate and enhance nursing performance, improved patient outcomes in the areas of clinical quality, safety, nursing responsiveness, prevention of avoidable utilization review  and documentation issues. 

5.7.2.
The NPR Council structure includes a clinical representative from each patient care service area and ad-hoc nursing experts when needed.
5.7.3.
Responsibilities of the Nursing Peer Review Council:

5.7.3.1.
Initial review of cases of sufficient complexity of management or seriousness of outcome requiring nursing peer review based on cases referred from: 

· Quality management 

· Generic nursing screens (call backs, chart reviews)
· Department- or specialty-specific indicators 
· Risk management

· Referrals from interdisciplinary teams
5.7.3.2.
Make determinations regarding opportunities for individual or system improvements based on individual and high risk population case review
5.7.3.3.
Communicate individual improvement opportunities to the nursing leader, who will develop an individual performance / action plan if necessary

5.7.3.4.
Communicate system improvement opportunities to the Executive Council

5.7.3.5.
Review the performance improvement/action plan
5.7.3.6.
Track responses and improvement plans 

5.7.3.7.
Make recommendations to the Executive Council for additions or deletions to indicators, criteria, or focused studies for evaluating nurse performance

5.7.3.8.
At least annually, review the indicators, screening tools, and referral systems of the peer review process for effectiveness and recommend changes to the Executive Council.
5.7.4.
Outcomes of the Nursing Peer Review Council include:

5.7.4.1.
Improve patient outcomes
5.7.4.2.
Enhance nursing performance.
5.7.4.3.
Increase efficiency of processes for the clinical staff
5.7.4.4.
Identification of process opportunities and barriers impacting patient care and population health
5.7.5.
Membership/Participation of Nursing Peer Review Council:
5.7.5.1.
Council participation is limited to standing membership. The presence of 50% voting committee members will constitute a quorum during a regularly scheduled meeting for purposes of making case determinations. Every member and ad-hoc participant will sign the confidentiality agreement for nursing peer review. 

5.7.5.2.
Council meetings are scheduled in advance through collaboration with chair and co-chair.  Members are to be notified at least one week prior to meeting with agenda.  A regular meeting schedule is encouraged to enhance attendance.

5.7.5.3.
Council members accept responsibility to attend meetings.  Inability to attend three consecutive meetings without a prior-approved leave of absence calls for the council member to withdraw from the council.  Chairs will report inactive council members to the Executive Council.  The Executive Council Chair will notify the inactive member of removal form membership.
5.7.5.4.
The leadership for the council is the responsibility of the active membership.  The chair/co-chair positions are held for one year of the two-year term with the co-chair moving into the chair position during the second year of his/her term.  The new co-chair is elected from the council members each year.

5.7.5.5.
The council term for any member will be two consecutive fiscal years.  Members may be selected through employee recommendations, self-referral, passionate desire to serve on the council, or through the voting process.  Member decisions are made by the staff at regular monthly staff meetings.

5.7.5.6.
Council members shall not be under any disciplinary action related to nursing practice. Newly hired nurses are not eligible for membership during the probationary period.

5.7.5.7.
Council membership is contingent upon approval by the nurse’s department leader.
5.7.5.8.
All new council members will be assigned a council mentor for the period of one year.

5.7.5.9.
Unprofessional misconduct is not acceptable. The Council Chair will refer misconduct within the NPR Council to the Vice President of Patient Care Services.
5.7.5.10.
Either the Chief Nursing Officer or the Vice President of Quality or their designee will serve on this council as a liaison to Organizational and Board Quality.
5.7.5.11. New referrals and charts are to be sent to the council chair.  The chair will complete a cursory review.  If appropriate the chair will assign to a council member for a complete review.  A report of their findings will be provided at the next scheduled council meeting for discussion and determination of follow up actions.

5.8.
Professional Nursing Council

5.8.1.
The purpose of the Professional Nursing Council is to evaluate, implement and maintain standards for professional growth and development, and to identify strategies to promote retention of the professional nurse.     

5.8.2.
The Professional Nursing Council structure includes a nursing representative from each patient care service area. Ex Officio representatives from  Human Resources and ad-hoc nursing experts when needed.

5.8.3.
Responsibilities of the Professional Nursing Council:

5.8.3.1.  Serve as the facilitator for The Daisy Award recognition program
5.8.3.2.
Coordinate and execute activities related to the recognition for exceptional performance of clinical associates.
5.8.3.3.
Promote the recruitment and retention of the professional nurse and support staff within AGH/HS.

5.8.3.4.
Assist with the promotion of nurse  engagement surveys and the development of action plans relating to the nursing practice environment.

5.8.3.5.
Promote and evaluate specialty certification and advanced formal education goals specific to nursing. 

5.8.3.6.
Identify potential presentations and awards applicable to AGH/HS stories of nursing excellence and assist with applications/abstracts.
5.8.3.7.
Serve as the lead for the approval and review of the Professional Nurse Clinical Incentive Program.
5.8.3.8.
Promote nursing participation in professional organizations.
5.8.3.9.
Promote the image of the professional nurse at AGH/HS and within the community.
5.8.4.
Outcomes of the Professional Nursing Council include:

5.8.4.1.
Increased utilization of the Nurse Clinical Experts program.
5.8.4.2.
Increased utilization of the  Professional Nurse Clinical Incentive Program by Nursing Associates.
5.8.4.3.
Increased recognition of exemplary nursing practice.
5.8.4.4.
Increased nurse  engagement with practice environment.
5.8.4.5.
Increase number of nurses with advanced formal education and specialty certifications.

5.8.4.6.
Wide dissemination of stories of nursing excellence throughout the organization 
and the community.
5.8.5.
Membership/Participation in the Professional Nursing Council:
5.8.5.1.
Voting is limited to standing members, however participation in meeting is open to all interested nursing staff.  

5.8.5.2.
Council meetings are scheduled in advance through collaboration with chair and co-chair.  Members are to be notified at least two weeks prior to meeting.  A regular meeting schedule is encouraged to enhance attendance.

5.8.5.3.
Council members accept responsibility to attend meetings.  Inability to attend three consecutive meetings without a prior-approved leave of absence calls for the council member to withdraw from the council and be replaced immediately.  Chairs will report inactive council members to the Executive Council.  The Executive Council Chair will notify the inactive member of removal form membership.

5.8.5.4.
The leadership for the council is the responsibility of the active membership.  A secretary will be elected from the council members each year.  The chair/co-chair positions are held for one year of the two-year term with the co-chair moving into the chair position during the second year of his/her term.  The new co-chair is elected from the council members each year.

5.8.5.5.
The council term for all members will be two consecutive fiscal years.  Members may be selected through employee recommendations, self-referral, passionate desire to serve on the council, or through the voting process.

5.9.
Executive Council

5.9.1.
Executive Council assumes responsibility for the management, operation, and integration of Patient Care Leadership and the shared leadership structure using accountability-
based approach to promote autonomy and professionalism among staff while providing safe, high quality and compassionate care.

5.9.2.
The Executive Council’s structure includes: Patient Care Directors; Chairs from each of the global Shared Governance Councils; representatives from pharmacy, cardiopulmonary, and information technology services, care coordination; clinical leaders; support program leaders;, and the VP of Operations (ad hoc) and the VP of Patient Care/CNO.
5.9.3.
Responsibilities of the Executive Council:

5.9.3.1.
Participates in the formulation of the budget for patient care resources.

5.9.3.2.
Provision of administrative and financial oversight related to materials, systems, human resources, and the environment of care.

5.9.3.3.
Participates in strategic planning for patient care services and ensures that global councils establish goals that correlate with the annual organizational goals.
5.9.3.4.
Reviews/revises nursing philosophy as needed.

5.9.3.5.
Monitors the progress of all global councils in achieving their annual goals through quarterly verbal and formal written updates.
5.9.3.6.
Integrates the mission, values, and strategic plans of AGH/HS and the Nursing Division into all aspects of the Shared Governance structure.

5.9.3.7.
Maintains the Shared Governance structure including development, revision and control of the articles and the rules and regulations.

5.9.3.8.
Oversees the effective operation of Shared Governance structure through the provision of linkage and oversight, which includes the removal of ineffective council members and chairs.
5.9.3.9.
Provides resources to remove barriers to global councils in an effort to facilitate their success.

5.9.3.10.
Organizes the orientation of new Council Chairs, Co-Chairs, and Secretaries before they assume their responsibilities.

5.9.3.11. Approves projects within patient care services and reviews council activities to avoid duplication or gaps in projects.

5.9.3.12. Provides feedback and promotes open channel of communication within the Shared Governance structure.

5.9.3.13. Mentors/develops future leaders.

5.9.4.
Outcomes of the Executive Council:

5.9.4.1.
Empowerment of associates with the development of professional advancement programs.
5.9.4.2.
Participative, effective, and progressive councils.

5.9.4.3.
Maintain/exceed benchmarks established by the councils.
5.94.4.
Provide an environment where optimal patient outcomes are achieved thru evidenced-based practices.
5.9.4.5.
Improved utilization of financial, material, and human resources.

5.9.4.6.
Increased input into strategic opportunity submissions and budget formulation.

5.9.4.7.
Ease in implementation of strategic initiatives.

5.10.
Vice President of Patient Care Services (Chief Nursing Officer)
5.10.1.The Chief Nursing Officer (CNO) fulfills the responsibilities for the administration, planning, and management of patient care services and nursing care throughout the organization.

5.10.2.
Accountabilities of the Chief Nursing Officer:

5.10.2.1.
Provide oversight, support and guidance to the global Share Governance Councils. Facilitates completion of council recommendations.

5.10.2.2.
Responsible and accountable to the President/CEO, Board of Trustees, Medical Staff and Nursing Staff. Prepares and approves capital, expense, and man-hour operational budgets for the nursing departments.

5.10.2.3.
Responsible to maintain the standards as listed in the Nurse Practice Act and the ANA Scope and Standards for Nurse Administrators.

5.10.2.4.
Integration of nursing responsibilities, accountabilities, and recommendations throughout the organizations to obtain optimal patient and staff satisfaction.
5.10.2.5.
Development and implementation of the Patient Care/Nursing strategic plan and alignment of the plan with organizational-wide plans.
5.10.2.6.
Fosters an environmental structure that promotes collaboration & interaction  throughout all levels of nursing.

5.10.2.7.
Develops nurse leadership at all levels through role modeling, education, and evaluations.

5.10.2.8.
Evaluates resource allocation throughout the nursing divisions.
5.10.3.
Outcomes of the Chief Nursing Officer Role:

5.10.3.1.
Processes are in place that supports the practice of nursing and the delivery of evidenced-based patient care.

5.10.3.2.
The organizational structure, care delivery model, and planning systems are evaluated to support research and data driven nurse sensitive quality indicator results.

5.10.3.4.
Meet financial accountabilities while maintaining quality patient care and professional development of nurses and nursing leadership.

5.10.3.5.
Nursing leadership is demonstrated as highly visible and participative in style and actions.

5.10.3.6. Nursing concerns are communicated to the hospital board, CEO, Administrative Executive Team, and Medical Staff to support nursing actions and foster collaborative relationships.
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*Interdisciplinary Council made up of members from many different departments

The Council that I would like to join is ___________________________________________________ as a ( Member  ( Leader

PRINT Name: ___________________________________________________ Date: ___________________



Practice and Innovation Council*





Conducts on-going reviews of the procedures and practices that impact patient care and ensures all are evidence-based.








Associate Incentive Program








Nursing Peer Review (NPR) Council





Improve the quality of nursing care by identifying opportunities for process improvement and to acknowledge exemplary practice.





TIC





Education/Work Environment (EWE Council)*





Indentify, promote and disseminate educational opportunities throughout the organization and monitor the work environment.





Executive Council*





Membership consists of clinical leaders and global council chairs, approves and amends SG bylaws, monitors progress of all global councils’ annual goals.





M & M Connection








Performance Improvement/Patient Safety (PIPS) Council*





Facilitates performance improvement projects and monitors goals against outcomes of PI Taskforces.





Clinical Experts





Daisy





Professional Nurse Council





To evaluate, implement and maintain standards for professional growth and development, and to identify strategies to promote recognition and retention of the professional nurse.





Retention & recruitment of nurses.





Non-Physician Provider Council





Identify opportunities for quality improvement through peer review, addresses legislative issues and community education for CRNP and PAs.





RN Scholarships





RN Professional Incentive
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