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Abstract 

Problem: According to the Advisory Board (2014), nurses are the least engaged group of 

healthcare employees. Healthcare organizations with a high percentage of disengaged nurses have 

increased nurse turnover rates and decreased patient satisfaction and safety scores (Kutney-Lee et 

al., 2016). Shared governance, in the form of unit practice councils (UPCs), is an underutilized 

model healthcare organizations can implement to increase nurse engagement. 

Context: The UPC is an example of shared governance to engage and empower nurses to affect 

changes that impact their practice. This a multi-site health system with 21 medical centers in 

Northern California.  This system would like to obtain the American Nurses Credentialing Center 

(ANCC) Magnet® recognition designation, which is based on nursing shared governance. 

Implementation of a shared governance model, such as a UPC, fulfills the requirement of 

exemplary professional practice under the Magnet® designation. Unit practice council is a 

structure that improves nurse engagement. 

Intervention: The purpose of this project was to increase nurse engagement through the 

standardized implementation and evaluation of UPCs at two hospitals and seven nursing units 

within the macro-system of 21 Northern California hospitals. The intervention was a 

standardized toolkit that assists the staff nurse and nurse manager in co-leading the 

implementation of a UPC. 

Measures: The primary outcome of interest was the improvement of nurse engagement on the 

Practice Environment Scale (PES) of the Nursing Work Index (NWI) pre- and post-

implementation of the UPC. Data were analyzed for improvements in nurse participation in 

hospital affairs. The nurse and nurse manager, as co-leads of the UPC, were surveyed using the 

PES pre- and post-intervention of the UPC.  
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Results: Using a 4-point Likert scale, the manager and nurse participants reported greater than  

10% improvement in engagement in the three areas of the PES of the NWI after implementing a 

UPC. Staff nurses’ opportunities to participate in policy decisions increased 57%, opportunities 

to serve on hospital and nursing committees increased 29%, and nursing administrator 

consultations with staff on daily problems increased 29%. The nurse managers surveyed, 

reported an increase in opportunities for staff nurses to participate in policy decisions by 40%, 

staff nurses having the opportunity to serve on hospital and committees by 120%, and nursing 

administrators consulting with staff on daily problems by 20%.  

Conclusions: Implementation of UPCs is a deliberate strategy taken by hospitals to improve 

nurse engagement, nursing practice, and patient outcomes.   

 

Keywords:  unit practice council, unit-based council, shared governance, engagement  
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Introduction 

Problem Description 

The Advisory Board (2014) estimates 33% of nurses surveyed across North America (n = 

180,384) constituted the least engaged of all healthcare employees in their workplace. A highly 

engaged nursing workforce has a positive impact on nursing practice, as evidenced by improved 

outcomes, including lower staff turnover, increased job satisfaction, and lower burnout rates 

(Brooks Carthon et al., 2019). Engaged employees are individuals inspired to do their best work, 

are motivated to help the organization succeed, and are willing to exceed patient care service 

expectations (Advisory Board, 2014). Nurses are trained to practice at the highest level of their 

licensure, and because they are close to the patient, they can be the first to identify opportunities 

to impact patient care outcomes and drive change and improvement from the frontline. Engaged 

nurses feel empowered to speak up and advocate for improvements in patient care (The Advisory 

Board, 2014). In the complex, fast-paced, high-quality healthcare system, engaging frontline 

nurses is imperative, and healthcare organizations are exploring shared governance models to 

facilitate this (Advisory Board, 2014). The exemplary professional practice domain of the ANCC 

Magnet® Recognition Program emphasizes the importance of supporting and promoting nurse 

autonomy through shared governance decision-making. 

The Magnet® Recognition Program designates organizations worldwide where nursing 

leaders successfully align their strategic nursing goals to improve patient outcomes. The 

Magnet® Recognition Program provides a roadmap to nursing excellence, which benefits an 

organization (ANCC, 2019). The benefits of Magnet® designation are improved patient 

outcomes, highly engaged staff, and a financially sustainable business. This health system is on a 

multi-year journey to ensure a culture of excellence, which will result in Magnet® designation 
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for all their medical centers. Most nursing units at the hospitals in northern California have not 

implemented unit practice councils (UPCs). The UPC was implemented in the Maternal Child 

Health nursing units in two hospitals and seven nursing units. The engagement and 

empowerment of nurses to have input in their professional practice is critical to the hospital 

leaders to improve nursing and patient outcomes as part of the Magnet ®  designation journey. 

The UPC provides the structure for nurses to have authority and accountability and to work 

collaboratively with the nurse manager to implement changes that impact their nursing practice. 

Although there are many existing committees on each nursing unit at the hospitals, there is not a 

venue for nurses to co-lead a committee, such as a UPC, where the nurses have professional 

equity, autonomy, and accountability (Ballard, 2010) for their nursing practice and can make 

evidence-based changes. Implementation of a shared governance model, such as a UPC, is 

required for Magnet® recognition. The leaders in the hospital system are interested in meeting 

the requirements of the American Nurses Credentialing Center (ANCC) Magnet® Recognition 

Program. The benefits of implementing a professional practice model, such as shared 

governance, include promoting nurse autonomy and influencing organizational decision-making, 

which results in positive outcomes for the staff, the patients, and the organization. 

Available Knowledge 

PICOT  

A literature search was completed to evaluate the evidence for improving nurse 

engagement by implementing UPCs. Melnyk, Gallagher-Ford, and Fineout-Overholt’s (2017) 

template formats were used to design the participant, intervention, comparison, outcomes, and 

time (PICOT) question to guide the literature search. The PICOT question for this project: 

Within the Maternal Child Health units (labor and delivery, mother-baby unit, neonatal intensive 
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care unit, and pediatrics), would utilizing a shared governance toolkit for implementing a unit 

practice council, compared to not having a toolkit, increase nurse engagement by the third 

quarter 2020?  

Literature Search 

The terms used for the literature search were shared governance, unit practice councils, 

unit-based council, nurse engagement, professional practice model, and ANCC Magnet® 

Recognition Program. Databases utilized for this search were Cumulative Index to Nursing and 

Allied Health Licensure (CINAHL), PubMed, Joana Briggs, and OVID. These databases were 

selected for their evidence-based articles and emphasis on nursing-related topics. Inclusion 

criteria consisted of journals written in the English language, evidence-based, and published 

within the last five years. Exclusion criteria rejected articles with no relevance to nursing 

outcomes or nurse engagement, were not in the English language, or were older than five years.  

An exception was made to include two articles that provided primary source information older 

than five years, where the primary source information was valuable and could not be found in 

more recent articles. The total yield from these search criteria resulted in 133 articles. The search 

for shared governance and implementation was conducted to narrow the search, which resulted 

in 29 articles. These articles were then reviewed for those most relevant to nursing outcomes and 

nurse engagement resulted in 12 articles.   

The Johns Hopkins Research and Evidence Appraisal Tool (Dang & Dearholt, 2018) was 

used to analyze the level and quality of evidence of each journal article. The strength of evidence 

of the articles chosen were Level III-A/B.  The Fineout-Overholt evaluation table (Melnyk et al., 

2017) was then utilized to document the literature articles in a concise and easy to read format. 

The resulting table outlines the article’s purpose, conceptual framework (as applicable), research 
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design, sample and setting, significant variables studied, data analysis, study findings, and the 

level and quality of the journal articles (see Appendix A). The literature review was narrowed to 

the top five articles chosen for the most relevance and best evidence related to UPCs. The articles 

were selected for the nursing practice and impact on patient care outcomes as they relate to 

quality, patient safety, and improved nurse engagement. The following review of the evidence 

demonstrates the impact shared governance has on nurse engagement.  

Literature Review 

An integrated literature review demonstrates the benefits of shared governance.  Kutney-

Lee et al. (2016) conducted a qualitative study to examine nurse engagement in hospitals with a 

shared governance model. The authors utilized the Hospital Consumer Assessment of Healthcare 

Providers and Systems (HCAHPS) survey data, which measures patients’ perceptions of their 

hospital experience. Out of the hospitals surveyed (N = 425) the hospitals with an ANCC 

Magnet® designation and a shared governance model (n = 46), 22% of nurses described 

themselves as moderately engaged, 78% described themselves as highly engaged, and 0% 

responded as somewhat engaged or least engaged (Kutney-Lee et al., 2016). The results are 

impressive; 100% of nurses employed at ANCC Magnet® Recognition Program facilities report 

feeling engaged. Hospitals with a shared governance model had higher HCAHPS scores, with 

68% of patients were more likely to recommend hospitals with the most engaged nurses than 

patients at hospitals without shared governance (Kutney-Lee et al., 2016). The least engaged 

nurses (43%) reported a higher percentage of job dissatisfaction compared to the highly engaged 

nurses (13%). Regarding nurses’ quality of work, the least engaged nurses reported a higher 

percentage of fair or poor quality of care (33%), compared to highly engaged nurses (8%), who 

reported a lower percentage of fair or poor quality of care (Kutney-Lee et al., 2016). The study 
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results show hospitals that provide a shared governance model, such as a unit-based council, 

have more highly engaged nurses, who are most likely to improve quality of care and are 

satisfied with their jobs.   

A qualitative study by Cox Sullivan et al. (2017) studied the nurse manager’s perspective 

in implementing shared governance. The qualitative study took place at the Central Arkansas 

Veterans Health Administrative (VA) facility in Little Rock, Arkansas. Ten managers were 

interviewed to explore nurses’ motivation to participate in shared governance and to elicit 

recommendations for success regarding the implementation and outcomes of nursing shared 

governance. Under the category of motivation, the study measured whether the staff was 

motivated to improve their work quality and whether the managers were motivated to remove 

roadblocks to enhance project success for staff nurses. Nursing participation in UPCs was 

associated with improvements in catheter-associated urinary tract infections, central line-

associated bloodstream infections, ventilator-associated pneumonia, and hospital-acquired 

pressure ulcers. The study recommended that managers coach and observe nurses to promote 

nurse autonomy in problem-solving instead of providing them with fixed solutions. The role of 

the manager should be to support the nurses in their practice by facilitating autonomous decision-

making in shared governance meetings (Cox Sullivan et al., 2017).    

One study reviewed the difference between nurses’ and nurse managers’ perceptions of 

shared governance activities and nurse engagement.  The qualitative research design by Wilson, 

Gabel Speroni, Jones, and Daniel (2014), studied the participant nurses (n = 129) and managers 

(n = 15). Wilson et al. indicated that to support nurses’ involvement in shared governance and to 

improve nurse engagement; nurse managers need to focus on four key elements:  

1. Support the nurses’ participation in shared governance activities 
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2. Ensure nurses work as a team 

3. Ensure there is no disruption to patient care during the time nurses participate in 

shared governance activities 

4. Ensure nurses are paid for their time, including UPC meetings 

In 2019, Brooks Carthon et al. examined the relationship between the level of 

engagement, staffing, and assessment of patient safety among nurses working in a hospital 

setting. Their research was a secondary analysis of linked cross-sectional data, reviewing data 

from 26,960 survey responses involving 599 hospitals in four states. The independent variables 

examined were staffing and engagement. The dependent variables were a patient safety grade of 

favorable (A/excellent or B/good) or unfavorable (C/acceptable, D/poor, or F/failing), which was 

based on seven indicators of the patient safety climate survey. The seven safety climate items 

focus on nursing-specific safety related to patient care. The seven survey items are:    

1. Methods to prevent errors from occurring are not discussed. 

2. Actions of administrators do not show that patient safety is a top priority. 

3. Staff is not given feedback about changes implemented based on incident reports. 

4. Meaningful information about patients is lost during shift change. 

5. Things fall through the cracks during patient transfer. 

6. Staff does not feel free to question the decisions of those in authority. 

7. Staff feel mistakes are held against them (Brooks Carthon et al., 2019).    

A limitation of the study was that Brooks Carthon et al. (2019) did not address the 

phrasing of the negative format of the survey items and the impact on the results. Thirty-two 

percent of nurses gave their hospital a poor or failing patient safety grade.  In 25% of hospitals, 

nurses fell in the least engaged on only somewhat engaged categories.  Each additional patient 
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per nurse was associated with an increase in the odds of a hospital receiving an unfavorable 

patient safety grade by a factor of 1.06, an increase of 6%.  For each unit increase in nurse 

engagement, the odds of a hospital receiving an unfavorable patient safety grade decreased by a 

factor of 0.71 or 29%.  The results of the nurse engagement survey demonstrated that nurses are 

somewhat to most engaged when provided with opportunities to participate in committees. The 

survey findings also suggested that the least engaged nurses are not offered opportunities to 

participate. As nurse engagement increased, the odds of a hospital receiving an unfavorable 

patient safety grade decreased by 29%. Engaged nurses were 35% less likely to report a failure 

of administrators prioritizing patient safety. More engaged nurses were 26% more likely to 

provide feedback about changes based on incident reports, 24% were more likely to discuss error 

prevention strategies, and 21% felt free to question authority. Highly engaged nurses were less 

likely to report that mistakes were held against them (19%), relevant information was lost during 

shift change (13%), or things fell through the cracks (12%) (Brooks Carthon et al., 2019). The 

study findings support nurse participation in UPCs as an effective way to improve nurse 

engagement and to improve quality of care and patient safety.  

 The characteristics of shared governance and the relationship with nursing practice 

environments in organizations with the ANCC Magnet® designation is studied by Clavelle et al. 

(2013). They conducted a qualitative study of 95 chief nursing officers (CNO) and leaders of 

facilities with the ANCC Magnet® designation using the Index of Professional Nursing 

Governance (IPNG) and the Nursing Work Index-Revised (NWI-R). The IPNG is an 86-item 

instrument that measures the perceptions of governance in six scales: control over personnel, 

access to information, resources in support of the practice, participation, control over practice, 

and goals and conflict resolution (Clavelle et al., 2013). Five of the six scales are within the 
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shared governance range (access to information, resources supporting practice, participation, 

goals and conflict resolution, and control over practice). The leaders perceived the top 

characteristic of shared governance to be nurse autonomy, which is described as nurses having 

decision-making authority for patient care. The evidence demonstrates a positive relationship 

between shared governance and a nursing practice environment that is consistent with the ANCC 

Magnet® Recognition Program (Clavelle et al., 2013). This evidence reaffirms that nurses 

engaged in shared governance are active participants in improving their professional practice. 

Practice Environment Scale-Nurse Work Index (PES-NWI) 

In the early 1980s, a nurse survey, the Nursing Work Index (NWI), was developed from 

research on hospitals that were successful in retaining staff nurses (Lake, 2002).  Lake (2002) 

conducted research to develop the practice environment scale (PES) from the NWI.  The 

objectives of the study were first, to develop a parsimonious and psychometrical scale and 

second, to provide a reference for Magnet® hospitals from which the NWI was developed (Lake, 

2002).  The PES-NWI consists of nine items which exhibited high reliability at the individual 

and hospital level. The individual-level internal consistency was high (α=.83).  The reliability of 

the hospital-level measure was robust, with an average interitem correlation of .64 (Lake, 2002).    

The study supports the PES-NWI was higher for nurses in Magnet® hospitals compared 

to nonmagnet hospitals (p<.001).  A higher score indicates agreement, a value above 2.5 

indicates agreement and a value below 2.5 indicates disagreement (Lake, 2002).  Nurses working 

in Magnet® hospitals (n = 1,610) reported a value of 2.76 compared to nurses working in a 

nonmagnet hospital reported a value of 2.44 (Lake, 2002).  

Summary  
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Nurse engagement has been defined as the inclusion of nurses in organizational decision-

making, inter-professional collaboration, and opportunities for professional development (Brooks 

Carthon et al., 2019). Nurses' participation in advisory boards, unit councils, and hospital 

committees promote engagement. Organizations that foster employee engagement outperform 

their counterparts in job satisfaction, retention, profitability, and performance (Kutney-Lee et al., 

2016). The benefits of nurse engagement are documented in the literature as decreased nurse 

turnover, decreased nurse burnout, and increased job satisfaction.  Staff nurses are the ideal 

professionals to make decisions about nursing practice since they are the closest to the patient 

and the delivery of care. An optimal method to improve nurse engagement, as documented in the 

literature, is through the implementation of UPCs. The literature review demonstrated the 

benefits of shared governance to improve nurse engagement, which ultimately results in 

improved patient outcomes.   

Rationale 

Avedis Donabedian, a physician and educator, created the Donabedian model in 1966, a 

conceptual model that provides a framework for evaluating the quality of healthcare. Healthcare 

organizations have used the classic Donabedian model to assess various aspects of the 

organization, such as appropriate staffing, pay, and professional involvement in decision-making 

to achieve better patient care outcomes (Upenieks & Abelew, 2006). The model has three 

components: structure, process, and outcome (see Appendix B). The Donabedian framework was 

used to develop the toolkit and UPC.  The structure, process, and outcomes from the Donabedian 

model was utilized in the development of the toolkit. 

Structure 
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The Donabedian structural assessment looks at the attributes of the settings in which 

patient care occurs. Examples of structural measures include materials, resources, human 

resources, organizational structures, and methods (Donabedian, 1988). Shared governance is an 

excellent example of a structural measure. Using the structural measure of the Donabedian 

model, the project evaluates the number of staff members participating in shared governance, the 

qualifications of staff involved, and the frequency of the meetings (Upenieks & Abelew, 2006).   

Process 

The second component of the Donabedian (1988) model is a process, which is defined as 

the actual work in giving and receiving patient care, including the patient’s activities in seeking 

care. The process measure analyzes the care that patients receive in a hospital. By applying 

Donabedian’s framework to implementing a shared governance model, the project evaluates the 

professional nurse model used for delivering care, interpersonal management of patient care, and 

continuity of care to measure the process (Upenieks & Abelew, 2006).  

Outcome 

The final component of the Donabedian (1988) model is the outcome, which addresses 

the effects of care on the health status of patients and populations. This measure also includes 

improvement in the patient’s knowledge and satisfaction with the care provided in the hospital. 

According to the Donabedian model, an essential aspect of implementing the shared governance 

model is the measurement of data. Examples of outcome measures used in implementing this 

project are nurse engagement using the Practice Environment Scale (PES) of the Nursing Work 

Index (NWI) and pre- and post-intervention survey data of the nurses on the UPC.     

 The three components of the Donabedian (1988) model are dependent and 

interconnected. An organization with a good structure is likely to have a good process, and if it 
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has a good process, it is expected to have good outcomes. Using the Donabedian model, if shared 

governance is in place, the organization will have the structure to build processes and drive 

results. Shared governance empowers nurses to increase their accountability, equity, and 

ownership of organizational and operational decisions (Upenieks & Abelew, 2006). The 

Donabedian model provides a framework to improve nurse engagement through shared 

governance, specifically through UPCs. 

Specific Aims 

The aim of this project was to create and implement a shared governance toolkit to 

improve nurse engagement on the Practice Environment Scale (PES) of the Nursing Work Index 

(NWI) for the nurse and nurse manager, co-leading a UPC in the Maternal Child Health units.  

The PES-NWI is a valid and reliable instrument that measures participation in hospital affairs 

and is endorsed by the National Quality Forum (Press Ganey Associates, 2016).  

The aim of this project was: In the Maternal Child Health units, the PES-NWI will 

increase 10% from pre- to post-intervention through the implementation of UPCs based on using 

a standardized toolkit by the end of the third quarter 2020. The process measure was the toolkit, 

and the expected improvement was an increase in the PES-NWI.   
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Methods 

Context 

The objective of this project was to develop and implement a toolkit for the nurse and the 

manager to co-lead the UPC for their Maternal Child Health unit. The toolkit assisted the co-

leads and members of the UPC to implement, lead, and sustain the UPC.  

Key Stakeholders 

The key stakeholders were the team members who have a strong interest or concern with 

the project. The first group of key stakeholders was the sponsors who removed barriers to 

implementation. The sponsors were the regional Maternal Child Health director, the participating 

hospitals’ Chief Nurse Executives, and the Maternal Child Health Directors from the 

participating hospitals. The champions were the team members that led the UPCs, the nurse 

manager, and the nurse co-lead. The staff nurses participating in the UPC are critical to the 

success of the UPC and are also key stakeholders. The DNP student was the project manager and 

was an essential key stakeholder who assisted and supported the rollout in the nursing units. The 

key stakeholders were invested in implementing UPCs for the nursing units in the Maternal 

Child Health service line in two separate hospitals.   

The chief nurse executives of the participating hospitals were supportive and invested in 

this project. In consultation with the regional maternal child health director the decision was 

made to work directly with the nurses. The project does not violate the union contract; hence, a 

meeting with the union in advance was not required. As with existing quality improvement 

projects, the nurse managers and service directors worked directly with the nurses.   

 All Maternal Child Health Directors were engaged to participate in the implementation of 

UPC and the utilization of the toolkit.  Initially, there was considerable interest; however, 
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because of the COVID-19 pandemic, many of the leaders had to reprioritize initiatives.  As a 

result, two hospitals and seven nursing units participated in the implementation.  Of the 

participating hospitals, the implementation was successful, and the engagement of the co-leads 

improved.   

Intervention 

Toolkit 

The intervention was the development and implementation of a standardized toolkit to 

support the co-leads (nurse manager and staff nurse) to implement a UPC. The toolkit is a 

comprehensive document that has all the components of implementing a UPC. The toolkit has a 

table of contents that has different sections broken down. 

  The toolkit started with an introduction.  The introduction explained the 

background, the definition of shared governance, and unit practice council.   As teams form and 

co-leads implement UPC, it is essential to understand the purpose of shared governance.  The 

benefit of unit practice council from the literature is described in the toolkit.  The benefits for the 

staff nurse co-chair is explained.   

The toolkit defines a team composition that outlines the number of members, time 

commitment, term limit, and membership.  This section of the toolkit was derived from 

Donabedian’s conceptual framework. The framework describes the structure, process, and 

outcomes.    

The toolkit consisted of meeting tools, such as agenda planning, running a meeting, 

leading a discussion, reaching consensus, and managing conflict. Examples from the Institute for 

Healthcare Improvement (IHI) on process improvement, such as plan, do, study, act, and aim 

statement are included (IHI, 2020). A list of successful implementation projects is included in the 
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toolkit. The toolkit has the coaching tools to support managers in helping nurses understand the 

intent of the UPC. Valuable documents, such as sample electronic mails, introductory electronic 

mail, and end of each meeting summary, are included. Sample documents, such as  

questionnaires for participants, sample electronic mail, and flyers for announcements for the co-

leads are provided so that the co-leads do not have to create their own documents. Preparation in 

advance of implementation was imperative because UPC implementation took time and 

commitment.  The toolkit is included in the appendix (see Appendix P). 

Processes 

Before initiating the UPC, a formal training session was scheduled with the manager to 

review the importance of guiding and supporting the team rather than leading. According to 

Ballard (2010), managers need to be prepared in advance of implementation. There is value in 

spending quality time with the manager to review the manager’s role. The training for the 

manager focused on the manager as a coach to mentor instead of managing a group of nurses. 

The managers had a steep transition to make going from leading to supporting.  

An explanation of the role of the staff nurse and how it differs from the manager’s 

position was a crucial element in the implementation of the UPC. The staff nurse, as the co-lead, 

was educated to focus on shared governance and not self-governance. One of the barriers to 

successful implementation is that some nurses want to discuss their personal agendas instead of 

focusing on shared governance and evidence-based practices (Ballard, 2010). Meeting tools, 

such as agenda planning, PDSA (plan, do study, act), aim statements, taking minutes, building 

consensus, and project planning, were reviewed with the co-leads before implementation. The 

Institute of Healthcare Improvement (IHI) Model of Improvement tools was included in the 

toolkit. Institute of Healthcare Improvement is based on W. Edwards  Deming’s work on quality 
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improvement. The IHI model also promotes the Plan-Do-Study-Act (PDSA).  The PDSA quality 

improvement framework was chosen for the small rapid-cycle tests of changes (see Appendix C).   

Topics Appropriate for the UPC 

After the meeting with the manager, a meeting took place with the staff nurse and 

manager together to review the toolkit, set expectations for the staff nurse and manager, and 

answer questions. The purpose and the benefits of a UPC were presented to ensure a shared 

understanding. Since many nurses and managers have not worked in a hospital with ANCC 

Magnet® designation, it was essential to review examples of appropriate topics for the UPC.  

The implementation of UPCs took place with nurses who are members of an organized 

labor union association. There were some elements that the nurses and managers needed to be 

aware of that do not qualify as UPC topics. Topics related to the union contract pay, schedules, 

and staffing are non-negotiable and are not appropriate for discussion at the UPC. It was 

important for the co-leads to know how to redirect those conversations in the event they came 

up. The training included the talking points on guiding conversations with staff. A list of 

examples for UPC projects was provided to the manager and nurse co-leads. Emphasis was 

placed on the importance of the shared governance model, particularly on nurse autonomy, 

equity, accountability, and the impact nurses have on improving their professional nursing 

practice (Clavelle et al., 2013).  

Gap Analysis 

A gap analysis was completed in preparation for the performance of the intervention (see 

Appendix D). At the time of the gap analysis, many nursing units within Maternal Child Health 

did not have UPCs, and there was no forum for nurse engagement in decision-making. At this 

multi-level system, nurses attend meetings but do not co-lead committees, and there are no 
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resources to show them how to co-lead a UPC. The intention of the UPC model specifies that the 

nurse will co-lead with their manager. The evidence suggests that managers and nurses will 

come together in purpose and with discipline to improve nursing practice and nurse engagement 

(Ballard, 2010).   

The hospitals in this system are data-driven organizations, but the gap analysis shows that 

there are little data for the organization that tracks nurse engagement. The literature indicates that 

nurses are the least engaged group of healthcare workers, and their lack of engagement can lead 

to problems with turnover and patient care outcomes (Advisory Board, 2014).  

Gantt Chart 

The project timeline is described in a Gantt chart (see Appendix E). The timeline and the 

plan for the project were completed with collaboration from the University and the Maternal 

Child Health nursing directors at the northern California hospitals. Maternal Child Health 

nursing units in two separate hospitals implemented UPCs. The nurse and nurse manager, as co-

leads, completed a pre-intervention survey. The toolkit was created in January 2020 and 

implemented in the second quarter of 2020. The post-survey was completed three months from 

the start of implementation.  

Work Breakdown Structure 

The work breakdown structure (WBS) provides a visual display of the project rollout that 

gives the team an overview of the project to support communication and alignment. The 

project’s main tasks included designing the plan, identifying key stakeholders, determining the 

budget, implementing the project, and evaluating the effectiveness of the WBS (see Appendix F). 

Donabedian’s model of structure, process, and outcomes served as a framework for creating 

shared governance and was used as a guide for the WBS.   
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The initial branch of the WBS is the UPC planning process. It is crucial to identify the 

plan before starting a project to ensure that everyone has the same level of understanding. The 

PICOT question guided the literature search, which provided evidence-based what on the project 

design. The literature review was completed to gather evidenced-based best practices and used 

for implementation of the toolkit.  The assessment of the current state for UPCs was the next step 

of the project. The development of the aim statement, toolkit, timeframe for implementation, 

evaluation of the UPC, and sustainability plan have all been included in the project.   

The next branch of the WBS was the development of the key stakeholder list. Identifying 

the key stakeholders in project planning is vital in ensuring the success of the project. The key 

stakeholders are members of the team invested in ensuring the success of the project. The 

sponsors of UPCs are at the top of the key stakeholder list. The sponsors can remove barriers as 

they arise and are vested in ensuring success. The champions, nursing directors, and key 

stakeholders who are close to the frontline staff encourage others to support the project. The 

manager and the staff nurse, as co-leads, are the team members that worked with the frontline 

staff to support the implementation of the project. Finally, the frontline staff nurses comprise the 

team involved with the performance of the UPC and experience implementation, which is the 

most rewarding step of the project.   

The budget (to be discussed) has a branch of the WBS of its own because it is an 

important aspect of a successful project rollout. The organization requires all projects to have a 

budget planned and approved before the implementation of any project.  

The implementation branch of the WBS begins with planning meetings. The toolkit has a 

solid plan to follow, which is a key to successful implementation. The literature supports meeting 

with the manager before the implementation to review the manager role (Ballard, 2010). The 
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next step was to meet with the manager and the staff nurse co-leads together to ensure each co-

lead understood their position, the principles of shared governance, and the elements of the 

toolkit before implementation. The actual implementation of the UPC was full of excitement and 

anticipation, as the team worked hard for that day. The final step was the debriefing to identify 

the areas of success and opportunities for improvement.  

Another critical component of the WBS was to evaluate the efficacy of the UPC in 

increasing nursing engagement. The co-leads’ nurse engagement was assessed based on the 

evidence-based tool, the PES-NWI. The results from the pre-intervention and post-intervention 

were analyzed. The final step of the evaluation process was to share the results throughout the 

organization. 

SWOT Analysis 

A strengths, weaknesses, opportunities, and threats (SWOT) analysis was completed to 

assess the attributes in support of the project, areas to focus on, and opportunities for change (see 

Appendix G). A significant strength of the implementation of the UPC was the support from the 

chief nursing executive (see Appendix H). Additional organizational strengths included the 

existing nursing and manager partnership, implementation of evidence-based practices, strategic 

goal for shared governance implementation, system process improvement, desire for increased 

communication, and focus on patient satisfaction. The organizational weaknesses noted in the 

analysis included the lack of a formalized process, length of the time to formulate a UPC, size of 

the unit, the culture of the team, silo point of view, potential future nursing shortage due to an 

aging workforce, and organizational focus on ways to do more with less.  

An analysis of opportunities and threats from the environment outside the organization 

were also included in the analysis. The opportunities found during the SWOT analysis were 
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designation in the ANCC Magnet® Recognition Program, an increase in patient satisfaction 

scores, improved nurse engagement, improved clinical outcomes, decreased harm to the patient, 

and decreased nurse turnover. The scope of this project focused on improving engagement.  Due 

to the time constraints and confounding factors, such as work stoppage and COVID-19 pandemic 

this project did not focus on measuring nurse turnover.  Identification of the threats found during 

the SWOT analysis included factors that negatively affect the organization’s performance, such 

as threats to the organization’s reputation, funding for UPCs, and nursing availability.   

Responsibility and Communication Plan 

The responsibility and communication plan for this project is outlined in a matrix (see 

Appendix I). In-person meetings with the DNP student’s chief nursing executives took place to 

provide a project plan and timeline. Presentation with the Maternal Child Health directors took 

place monthly to provide updates on the project and UPC implementation. Communication with 

co-leads was very important to the success of this project, so monthly meetings, with 

presentations and training, took place with the nurse and manager co-leads before and during 

implementation. Engaging the frontline staff was imperative and fundamental to the core of UPC 

communication. The monthly meetings included ongoing training for the frontline staff once 

implementation initiated. One week before each UPC meeting, the -DNP student  met with the 

co-leads to review the agenda, review the status of the UPC, and provide feedback. The co-leads 

were receptive and appreciative of the mentorship.   

Budget  

Funding for UPCs was identified through a proposed budget, which provided oversight to 

the key stakeholders of the cost and resources required for the project. The budget was approved 

before the implementation of the project. The project manager performed frequent checks of the 
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budget during the project to ensure the team stayed within the budget. The budget for this project 

was calculated at $89,430, which included the cost of the toolkit, the training cost for the co-

leads, meeting time, mentorship, meetings, and supplies (see Appendix J). Included in the budget 

were the costs of the two hospitals implementing UPCs. Each team consisted of a nurse and 

manager co-lead. The budget was designed with three participating nurses, one from each shift. 

Of the two hospitals participating, one was a large hospital, and the other was a small hospital. 

The large hospital had 20 participants (four nursing units), which included four managers, four 

nurse co-leads, and 12 staff nurses, one from each shift participating. The smaller hospital had 13 

participants (three nursing units), which included one manager who oversaw all three nursing 

units, three nurse co-leads, and nine nurses participating. There was a total of 33 participants 

from the two hospitals. The Maternal Child Health directors were invited to attend and 

participated when able based on their schedule. 

Cost Avoidance/Benefit Analysis  

The budget was designed with an implementation strategy to introduce and spread the 

UPC toolkit. The cost avoidance was calculated for the total revenue. The literature documented 

that the cost of nurse turnover is estimated at $88,000 per nurse (Kovner, Brewer, Fatehi, & Jun, 

2014). The projection is to retain one nurse for each nursing unit with a UPC. The calculation for 

cost avoidance is $88,000 per nurse times seven nurses. The total cost of the project 

implementation is $375,590, with the cost of the project manager included in the budget (see 

Appendix K). As a result of improved nurse engagement, the anticipation is that there will be 

savings from nurse retention, with the cost avoidance of $616,000 at the end of the first year. 

This amount was calculated against the cost of nurse turnover compared to the total cost for UPC 

implementation. 
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Study of the Interventions 

The intervention of the toolkit was implemented at two medical centers within seven 

nursing units. The DNP student led the kick-off meeting with the Maternal Child Health director, 

nurse manager co-lead, staff nurse co-lead, and staff nurses participating in the UPC. The agenda 

was prepared in advance by the DNP student. A PowerPoint presentation explained and 

described shared governance and UPCs to ensure each team member had the same level of 

understanding of the purpose of a UPC. The council structure, attendance, and commitment were 

also included in the review. The DNP student was a UPC subject matter expert, and this kept the 

team engaged through project planning, brainstorming project ideas, voting, and selecting 

projects.  Education was performed on the Institute of Healthcare Improvement’s Model of 

Improvement, PDSA cycles, and developing aim statements. At the end of the kick-off meeting, 

the team understood shared governance, UPC, and project management tools; they had plans for 

data collection and had identified one or two projects. The DNP student led the first meeting, 

took minutes, and created the data collection tools. After the first UPC meeting, the team had 

projects identified, an aim statement initiated, and the planning phase of PDSA began.   

The co-leads led the subsequent meetings. The DNP student met with the co-leads one 

week before the scheduled meeting date and time to review the agenda, analyze the data 

collected, and plan for the next meeting. The UPC team worked on the PDSA plans for their 

projects. The nurse co-lead and manager were able to lead the UPC due to the resources and 

materials provided in the toolkit.  

Measures 

The PES-NWI was utilized to analyze this project (see Appendix L). The primary 

independent variable was the intervention, which was the development and implementation of 
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the toolkit. The dependent variable was nurse engagement. The PES-NWI is a valid and reliable 

instrument endorsed by the National Quality Forum (Press Ganey, 2016). The nine statements 

from the PES under nurse participation in hospital affairs. This section from Press Ganey was 

chosen from the literature on nursing engagement (Lake, 2002). The statements are:   

• Career development/clinical ladder opportunity,  

• Opportunity for staff nurses to participate in policy decisions,   

• A chief nursing officer who is highly visible and accessible to staff,  

• A chief nursing officer equal in power and authority to other top-level hospital          

executives,  

• Opportunities for advancement,  

• An administration that listens and responds to employee concerns,  

• Staff nurses are involved in the internal governance of the hospital,  

• Staff nurses have the opportunity to serve on hospital and nursing committees, and  

• Nursing administrators consult with staff on daily problems and procedures (Press 

Ganey, 2016).   

The responses to the statements indicate the level of engagement (1 = least engaged, 2 = 

somewhat engaged, 3 – moderately engaged, and 4 = most engaged).  

Of the nine statements, the focus to assess nurse engagement was on three statements.  

Due to the COVID-19 pandemic and time constraints, focus on three statements were chosen 

based on the studies from Brooks Carthon et al., (2019) and Kutney-Lee et al., (2016)  The three 

questions to assess nurse engagement from nurse participation in hospitals affairs are: 

1. Opportunity for staff nurses to participate in policy decisions, 

2. Staff nurses are involved in the internal governance of the hospital (e.g., practice and  
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    policy committees), and 

3. Staff nurses have the opportunity to serve on hospital and nursing committees.   

Analysis 

The quantitative analysis was conducted on the PES-NWI to compare nurse engagement 

pre- and post-intervention implementation of the UPC. The results were imported into an Excel 

spreadsheet for ease of analysis, and the results were analyzed to compare the pre- and post-

intervention results. Descriptive statistics were utilized to analyze the data, including the mean 

and percentage variance (see Appendix M). The co-leads  pre-and post-intervention data were 

analyzed for qualitative data to review nurse engagement from least engaged to most engaged. 

The survey results indicate an improvement in engagement for the co-leads  from pre-

intervention to post-intervention of the toolkit and UPC.  

Ethical Considerations 

On August 10, 2019, the University of San Francisco’s DNP department determined that 

this project met the guidelines for an evidence-based change in practice project outlined in the 

DNP project checklist and was approved as non-research. There were no identifiable issues or 

conflicts of interest noted for this project. The project was a quality improvement project that did 

not require an Institutional Review Board (IRB) approval for implementation. Approval as a 

quality improvement project exempt from IRB approval was completed through the USF School 

of Nursing and Health Professionals (see Appendix N). The Northern California Hospital’s 

Research, Compliance, and IRB Administration reviewed the project and determined the project 

did not meet the regulatory definition of involving human subjects, which would require IRB 

approval (see Appendix O).   



IMPROVING NURSE ENGAGEMENT  31 

 

University of  San Francisco  produced the 2028 planning document to reflect the core 

values of the University (USF, 2016). The key element is the Jesuit Catholic tradition of 

academic excellence, diversity, San Francisco location, and education from a global perspective. 

The document explains that the Jesuit tradition is committed to the pursuit of excellence and 

challenges students to be thoughtful and to ask essential questions of ultimate meaning and 

purpose (USF, 2016). The approach that used to implement the UPCs is consistent with the 

Jesuit tradition of being thoughtful and finding answers to questions in the evidence before 

design and implementation.  Unit practice councils promote the advancement of nursing practice 

by reviewing and implementing nursing research and evidence, which is consistent with the 

Jesuit tradition of the pursuit of excellence.   

The American Nurses Association (ANA, 2015) Code of Ethics Provision 4 states, “The 

nurse has authority, accountability, and responsibility for nursing practice; makes decisions; and 

takes action consistent with the obligation to promote health and to provide optimal care” (p. 16).  

In this project implementation, the nurse acts as a co-leader by actively participating and 

engaging in practice changes for nurses. In alignment with the ANA code, the nurse will 

participate in committees and decision-making that contribute to enhancing nursing practice. In 

alignment with Provision 1.5 Relationships with Colleagues and Others, a culture of respect, 

specifically psychological safety, was promoted in the handling of the data collection. The 

identity of the employee completing the survey was protected, and the survey results did not 

identify the employees completing the survey. 

Results 

The scope of this project was the implementation of the UPC using a standardized toolkit 

in the Maternal Child Health units to improve nurse engagement. The literature supports the use 
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of standardized tools, such as a toolkit, to implement the components of UPCs that follow 

evidence-based recommendations. Ballard (2010) recommended the development of a toolkit to 

support the successful implementation of UPCs and to increase engagement in the workforce. 

The toolkit helped the nursing units with the training, development, and education to 

successfully implement UPCs and improvement in nursing engagement.   

The intervention of the toolkit (see Appendix P) guided the team with resources and 

material. The kick-off meeting (see Appendix Q) incorporated the agenda, review of 

membership, PowerPoint presentation of shared governance and UPCs, and PDSA plan for 

project rollout. Project management tools for voting and consensus-building were utilized.   

The primary outcome of the project was an improvement in nurse engagement based on 

the NDNQI RN survey with the PES, which was completed as a pre- and post-intervention 

survey. The participants reported an improvement in the level of engagement in the three focused 

categories after implementing the UPC. Improvements in three areas under nurse participation in 

hospitals affairs were: 

• Opportunity for staff nurses to participate in policy decisions. 

• Staff nurses are involved in the internal governance of the hospital (e.g., practice and 

policy committees). 

• Staff nurses can serve on hospital and nursing committees (Press Ganey, 2016).  

Baseline and post-intervention data collection from the nurse and nurse manager co-leads 

was conducted on the PES-NWI to evaluate nurse engagement. The level of engagement 

improved for the staff nurses and nurse managers in the three categories after implementing UPC 

and utilizing the toolkit. The co-leads completed a survey pre-intervention and post-intervention 

using a 4-point Likert scale. The goal was to increase nurse engagement by 10%.  
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For opportunities to participate in policy decisions, staff nurses showed a 57% increase 

from 2.4 to 3.4, opportunities to serve on hospital committees staff nurses showed an 

improvement by 29% from 3.4 to 3.7 and staff nurses’ opportunities to participate in policy 

decisions increased by 29% from 3.4 to 3.7.  The nurse managers surveyed, reported an increase 

in opportunities for staff nurses to participate in policy decisions by 40% an increase from 3.2 to 

3.6. The level of engagement related to involvement in internal governance improved by 120% 

for the nurse managers from 2.6 to 3.8. Engagement improved related to staff nurses having the 

opportunity to serve on hospital and nursing committees by 20% for nurse managers from 3.4 to 

3.6.   

The balancing measure of the existing situation was that the staff nurse and manager 

structure existed before starting the project. The seven nursing units had experienced nurse 

managers that were excited, embraced and cheer leaded the implementation of who were open to 

UPCs. The staff nurses chosen as co-chairs were the nurses on the unit who were respected, 

subject matter experts, and expressed an interest in improving their nursing unit. The balancing 

measure before implementation was the impetus to implement shared governance to fulfill the 

ANCC Magnet® Recognition Program. 

The DNP student  observed an increase in staff engagement and satisfaction after the 

implementation of UPC. The nurses stated they were happy they could finally work on projects 

to improve nursing practice and patient care. An unintended consequence of the project was the 

improved relationship between the DNP student and the nurses and nurse managers. As a result 

of this project, staff nurses in a union environment worked closely with the DNP student, a 

nursing director. The relationship broke down the silos and improved the trust between 

management and nurses.   



IMPROVING NURSE ENGAGEMENT  34 

 

There were some modifications made during this project due to unanticipated delays that 

took place. There was a potential of a union work stoppage. All normal operations were placed 

on hold while the organization planned and prepared for a work stoppage.  

There was a delay in implementing the UPC due to the COVID-19 pandemic . All efforts 

focused on protecting our patients and staff from spreading the pandemic.. The original plan was 

to implement the UPC in person. Due to the COVID-19 pandemic and the strict guidelines 

around social distancing, the DNP student utilized resources and changed the in-person meetings 

to virtual meetings by leveraging technology.  Two additional hospitals expressed interest in 

rolling out the UPC. The hospitals were not able to start implementation until August 2020 due 

to the COVID-19 pandemic.  An unintended benefit from virtual meetings was the cost 

elimination of food and drinks planned in the original budget.  Originally, the meetings were to 

be held in person, with the plan to provide food and water for the participants; however, due to 

the COVID-19 pandemic, the meetings were held virtually, which resulted in eliminating the cost 

of food and drinks.  

One nursing department, through UPC, improved the education patients receive related to 

blood sugar monitoring for pregnant patients on labetalol. One UPC chose their first project to 

create a one-page handout for patient education on newborn blood sugar monitoring.  Another 

UPC improved the HCAHPS quiet at night for their unit utilizing the PDSA cycle implemented 

by the UPC.   
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Discussion 

Summary 

The project's aim was to improve nurse engagement through the implementation of the 

UPC by implementing the toolkit created by the DNP student. The level of engagement 

improved for the staff nurses and nurse managers in the three categories after implementing the 

UPC. For the staff nurses, an increase of 57% for opportunities to participate in policy decisions 

was realized, with an increase of 40% in the same measure for the nurse managers. The level of 

engagement related to involvement in internal governance improved for staff nurses by 29% and 

for nurse managers by 120%. Staff nurse and nurse manager engagement improved related to 

staff nurses having the opportunity to serve on hospital and nursing committees by 29% for staff 

nurses and 20% for nurse managers.  The staff nurses described satisfaction in completing 

projects that relate to nursing practice.  The co-leads  articulated the benefits of learning the 

process improvement of project management, such as aim statements and PDSAs.   

The most significant contribution to the successful change was the time allotted to 

implement the UPC. The toolkit created by the DNP student recommended a 4-hour meeting 

time each month. The key stakeholders were committed to the success of the UPC and supported 

the structured time. The relationship between the manager and nurse improved as a result of UPC 

implementation. The new possibility of an improved relationship between manager and nurses 

emerged as the team worked closely together.   

An essential component of the  project was the importance of a structured toolkit to 

implement UPCs. The process improvement tools from the IHI supported the co-leads to lead 

projects through data analysis. As the co-leads became more comfortable with leading meetings 

and using project management tools, they could take on more projects.   
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The findings of the project will be shared with the regional Maternal Child Health 

director peer group, the regional Magnet® Recognition Program committee, and the regional 

chief nurse executive.  The toolkit has been shared with the regional Magnet® Recognition 

Program committee and a plan to implement in all the hospitals and nursing units is under 

consideration.    

Interpretation 

The project’s results are consistent with research findings of improved nurse engagement 

from implementing a UPC (Brooks Carthon et al., 2019; Cox Sullivan et al., 2017; Kutney-Lee 

et al., 2016). Meeting with the manager and staff nurse co-leads before the execution was 

imperative, as suggested by Ballard (2010).  

Shared governance, such as a UPC, is a non-hierarchical structure to enable the 

profession of nursing to come together in purpose and discipline (Clavelle et al., 2013). Nurse 

engagement improved as a result of the implementation of the UPC. Also, the trust and 

relationship became stronger between the manager and the staff nurse. There was a breakdown 

of silos and an enhanced relationship. The project outcomes were consistent with anticipated 

outcomes. The cost of implementing UPCs was related to meeting time for the team, with the 

cost of food eliminated as a result of virtual meetings. The benefits of UPCs, the direction 

towards Magnet® Recognition Program designation, nurse engagement, and strengthened 

relationship between nurse and manager.   

The leaders of this organization are invested in the UPC outcomes. The project supports 

the Donabedian conceptual framework. Additional resources can be added to the toolkit and 

utilized for sustainability. As the members of the UPC work together, they will take on new 
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projects as they finish out existing projects. Membership for UPC is a two-year commitment, 

with 50% of the team continuing with the committee.  

Limitations 

Time commitment by the staff nurses and manager was a significant factor that 

contributed to the success of the project. The commitment to the success of a UPC by the leaders 

was substantial. The time commitment of the DNP student to support seven departments to 

implement UPC was a considerable undertaking. The Magnet® Recognition Program committee 

will determine the implementation for the remaining hospitals and nursing units.  The toolkit has 

been provided to the Magnet® Recognition Program committee. The one-to-one mentorship 

before the kick-off meeting and the continued consultation before the monthly meetings led to 

the success of the project.  The toolkit is structured in design and implementation, which yields 

to standardization among the nursing units and hospitals.   

A possible barrier to this project was the staff nurses’ schedules. Due to staffing conflicts, 

some staff nurses had challenges in attending the meetings. A mitigation strategy identified and 

implemented is that the staff nurse co-lead sent an electronic mail with the meeting minutes and 

action items. Another mitigation strategy the nurses developed on their own to meet on their day 

off to avoid staffing conflicts. Another barrier to this project was pre-scheduled vacation 

conflicts with the meeting date and time. Initially, the UPC committees set up standard meeting 

dates and times for the same time each month. For example, the team scheduled UPC meetings 

on the second Tuesday of the month. An identified solution was to set the next month’s meeting 

at the start of each session. This solution allowed the team to be flexible with their schedule and 

avoided staffing conflicts.   
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Conclusions 

This project evaluated nurse engagement pre- and post-intervention of UPC based on a 

standardized toolkit. The PES-NWI was utilized to assess quantitative data to analyze how nurse 

engagement was affected by the project. The nursing director will report out to the chief nursing 

executive responsible for ensuring the ongoing success and for removing obstacles. The 

intentional development of staff nurse and manager co-leads are anticipated to yield positive 

results of improved quality of care, increased satisfaction, and staff engagement. A skillful and 

confident leader can support the team to participate in performance improvement activities and 

empower staff to lead a performance improvement project utilizing the performance 

improvement tools. One of the more long-term effects of ensuring the sustainability of the 

project is the leadership structure and support of UPCs. An organization needs to invest in UPCs 

to engage staff, improve patient outcomes, and achieve and maintain the Magnet® Recognition 

Program designation. 
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 Other Information 

Funding 

This project was supported by the local chief nursing executive, the regional Maternal 

Child Health director, and the regional chief nursing executive. The DNP student’s time and 

creation of the toolkit were funded and supported by the chief nursing executive. Their local 

departments and local hospitals invested the staff nurse and manager time and pay. The funding 

of this project is heightened by the organizational decision for the Magnet® Recognition 

Program designation.   
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Appendix A 

Evaluation Table 

Purpose of 

the Study 

Conceptual 

Framework 

Design/ 

Method 

Sample/ 

Setting  

Major 

Variables 

Studied 

Measurement 

of Major 

Variables 

Data Analysis Study Findings Critical Appraisal 

Tool & Rating 

Worth to 

Practice/ 

Strengths & 

Weaknesses/ 

Feasibility/ 

Conclusions/ 

Recommendatio

ns 

Brooks Carthon, J. M., Hatfield, L., Plover, C., Dierkes, A., Davis, L., Hedgeland, T., … Aiken, L. H. (2019).  Association of nurse engagement and 

nurse staffing on patient safety.  Journal of Nursing Care Quality, 34(1), 40-46. doi:10.1099/NCQ.000000000000034 

Examined the 

relationship 

between the 

level of 

engagement, 

staffing, 

assessments 

of patient 

safety, and 

the number 

of nurses 

working in 

hospital 

settings 

Donabedian’s 

conceptual 

model  

Design: 

Qualitative 

 

Method:  

Secondary 

analysis of 

linked cross-

sectional data  

 

Sample:  

26,960 

survey 

responses 

 

Setting: 

599 hospitals 

4 states 

Independent 

variable 1: 

Staffing  

 

Independent 

variable 2: 

Engagement  

 

Dependent 

variable: 

Patient safety 

grade and 

seven 

indicators  

 

 

Survey data  

 

Frequency 

distributions, 

measures of 

central tendency, 

and bivariate 

correlations    

 

Logistic 

regression model 

to determine the 

association of 

nurse 

engagement and 

nurse staffing   

 

Statistical 

analysis  

2-tailed 

32% of nurses 

gave their 

hospital a poor 

or failing 

patient safety 

grade. In 25% 

of hospitals, 

nurses fell in 

the least 

engaged or 

only somewhat 

engaged 

categories.   

 

Each 

additional 

patient per 

nurse was 

associated with 

an increase in 

the odds of a 

hospital 

Rating:  Level  

III-A  

Worth to 

Practice: 

Improve 

nursing 

outcomes 

through unit 

practice 

councils 

Strengths:   

Authors utilized 

the PES-NWI to 

assess nurse 

engagement. 

Weaknesses:   

Secondary 

analysis  

Feasibility: 

Ease of 

applying 

findings to the 
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Purpose of 

the Study 

Conceptual 

Framework 

Design/ 

Method 

Sample/ 

Setting  

Major 

Variables 

Studied 

Measurement 

of Major 

Variables 

Data Analysis Study Findings Critical Appraisal 

Tool & Rating 

Worth to 

Practice/ 

Strengths & 

Weaknesses/ 

Feasibility/ 

Conclusions/ 

Recommendatio

ns 

receiving an 

unfavorable 

patient safety 

grade by a 

factor of 1.06 

(95% CI, 1.03–

1.10), an 

increase of 6%. 

 

For each unit 

increase in 

nurse 

engagement, 

the odds of a 

hospital 

receiving an 

unfavorable 

patient safety 

grade 

decreased by a 

factor of 0.71 

(95% CI, 0.68-

0.75), 29%. 

project 

Conclusions: 

Interventions to 

improve nurse 

engagement and 

adequate 

staffing serve as 

strategies to 

improve patient 

safety.  

Recommendati

ons: Include 

findings into 

project for PES-

NWI tool and 

findings 

 

Clavelle, J. T., Porter-O’Grady, T., & Drenkard, K. (2013). Structural empowerment and the nursing practice environment in Magnet®® organizations. 

Journal of Nursing Administration, 43(11), 566-573. doi:10.1097/01.NNA.0000434512.81997.3f 

Described 

characteris-

tics of shared 

Kanter’s 

theory of 

structural 

Design:  

Qualitative, 

correlational 

Sample:95 

CNOs and 

107 nursing 

Index of 

Processional 

Nursing 

Survey 

through 

Survey 

Descriptive 

statistics 

  

NWI-R ranged 

from total 

scores on the 

Rating:  Level  

III-A 
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Purpose of 

the Study 

Conceptual 

Framework 

Design/ 

Method 

Sample/ 

Setting  

Major 

Variables 

Studied 

Measurement 

of Major 

Variables 

Data Analysis Study Findings Critical Appraisal 

Tool & Rating 

Worth to 

Practice/ 

Strengths & 

Weaknesses/ 

Feasibility/ 

Conclusions/ 

Recommendatio

ns 

governance 

and its 

relationship 

with nursing 

practice 

environments 

in ANCC 

Magnet® 

Recognition 

Program 

determinanat

s  

design  

 

Method:  

Surveys of 

Magnet® 

CNO and 

leaders using 

the Index of 

Processional 

Nursing 

Governance 

(IPNG) and 

the Nursing 

Work Index-

Revised 

(NWI-R) 

practice 

chairs 

(NPCs) 

 

Setting:  344 

organiza-

tions in the 

US holding 

ANCC 

Magnet® 

designation 

as of June 1, 

2012 

 

 

Governance 

(IPNG) (86-

item 

instrument)  

measures 

perceptions 

of 

governance 

in six scales 

utilizing: 

- Control 

over 

personnel  

- Access to 

information  

- Resources 

supporting 

practice 

- Participa-

tion 

- Control 

over practice  

- Goals and 

conflict 

resolution 

 

NWI-R 

character-

Monkey 

 

t-tests, χ2, 

ANOVA 

 

Pearson’s 

correlation 

 

 

Statistical 

Package for the 

Social Sciences 

(SPSS) 

nurse work 

index-revised 

ranged from 

1.35 to 1.48, 

with a 

significant, 

positive 

correlation 

between total 

IPNG score 

and total NWI-

R score (r = 

0.416, p < 

.001). 

Worth to 

Practice: 

Nurses engaged 

in shared 

governance are 

active 

participants in 

their own 

nursing 

professional 

practice 

Strengths: 

Studied CNO 

on their 

perception of 

shared 

governance 

Weaknesses: 

Staff nurses 

were not 

surveyed on 

their feedback 

of shared 

governance 

Feasibility: 

Study utilized a 

Nursing work 

index-revised 
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Purpose of 

the Study 

Conceptual 

Framework 

Design/ 

Method 

Sample/ 

Setting  

Major 

Variables 

Studied 

Measurement 

of Major 

Variables 

Data Analysis Study Findings Critical Appraisal 

Tool & Rating 

Worth to 

Practice/ 

Strengths & 

Weaknesses/ 

Feasibility/ 

Conclusions/ 

Recommendatio

ns 

istics of the 

nursing 

professional 

practice 

environment 

in four 

subscales: 

- Autonomy 

- Control 

over practice 

- Nurse-

physician 

relationship 

- Organiza-

tional support 

 

tool based on 

Likert scale that 

assessed 

autonomy, 

control over 

practice, RN-

MD 

relationship, 

and 

organizational 

support 

Conclusions: 

The positive 

relationship 

between shared 

governance and 

the nursing 

practice 

environment in 

Magnet® 

organizations. 

Recommendati

ons:  This 

article reaffirms 

that nurses 

engaged in 

shared 

governance are 
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Purpose of 

the Study 

Conceptual 

Framework 

Design/ 

Method 

Sample/ 

Setting  

Major 

Variables 

Studied 

Measurement 

of Major 

Variables 

Data Analysis Study Findings Critical Appraisal 

Tool & Rating 

Worth to 

Practice/ 

Strengths & 

Weaknesses/ 

Feasibility/ 

Conclusions/ 

Recommendatio

ns 

active 

participants in 

improving their 

professional 

practice 

 

Cox Sullivan, S., Norris, M. R., Brown, L. M., & Scott, K. J. (2017). Nurse manager perspective of staff participation in unit-level shared governance. 

Journal of Nursing Management 25(8), 624-631. doi:10.1111/jonm.12500 

Examined the 

nurse 

manager’s 

perspective 

surrounding 

the 

implementa-

tion of unit-

level shared 

governance 

in one VA 

facility in 

central 

Arkansas 

None Design: 

Qualitative 

 

 

Method: 

Convenience 

sampling; 

face-to-face 

semi-

structured 

interviews 

 

 

Sample: Ten 

nurse 

managers; 

 

Setting: 

Central 

Arkansas 

Veterans 

Administrativ

e Facility 

Little Rock, 

Arkansas 

Demographic 

data collected 

for 

descriptive 

statistics. 

 

Interview 

data analyzed 

using content 

analysis and 

constant 

comparison. 

  

 

 

Face to Face 

Interview.  

Open ended 

questions 

Two 

experienced 

researchers 

reviewed the 

codes and 

definitions for 

dependibility 

 

 

 

Global themes: 

- Motivation 

- Demotiva-

tion 

- Recom-

mendations for 

success 

- Outcomes  

Nurses became 

energized 

through 

creating 

processes to 

improve 

quality or 

streamline 

required effort 

to accomplish 

their work. 

-Demotivation: 

Rating:  Level  

III-A 

Worth to 

Practice:  Role 

of the nurse 

manager in 

shared 

governance 

Strengths: 

face-to-face 

interview with 

nurse managers 

Weaknesses:  

Small sample 

size of 10.   

Feasibility:  

Role of nurse 

manager to 

support nurses 
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Purpose of 

the Study 

Conceptual 

Framework 

Design/ 

Method 

Sample/ 

Setting  

Major 

Variables 

Studied 

Measurement 

of Major 

Variables 

Data Analysis Study Findings Critical Appraisal 

Tool & Rating 

Worth to 

Practice/ 

Strengths & 

Weaknesses/ 

Feasibility/ 

Conclusions/ 

Recommendatio

ns 

staff became 

discouraged 

when projects 

did not 

accomplish the 

desired results 

- Recommend-

ations for 

success: 

education and 

understanding 

of unit-level 

shared 

governance. 

-Outcomes:  

improvement 

of quality and 

patient safety 

indicators 

Conclusions: 

Shared 

governance 

may be 

associated with 

increased nurse 

empowerment, 

self- 

management, 

engagement, 

and satisfaction. 

Recommendati

ons:   Utilize 

findings into the 

project 

 

Kutney-Lee, A., Germack, H., Hatfield, L., Kelly, S., Maguire, P., Dierkes, A., … Aiken, L. H. (2016). Nurse engagement in shared governance and 

patient and nurse outcomes. Journal of Nursing Administration, 46(11), 605-612. doi:10.1097/NNA.0000000000000412 

Examined the 

differences in 

nurse 

engagement 

in shared 

governance 

across 

Kanter’s 

theory of 

structural 

empowermen

t  

Secondary 

analysis of 

linked cross-

sectional data 

using nurse, 

hospital, and 

HCAHPS 

Sample: 

20,674 RNs 

 

Setting:  177 

hospitals  

 

 

Nurse 

measures: 

- Engage-

ment in 

shared 

governance 

- Nurse job 

HCAHPS  

data 

χ2 (categorical 

variables) 

 

F tests & 

ANOVA 

(continuous 

variables) 

42% (n = 177) 

were classified 

as having most 

engaged 

nurses, 36% (n 

=155) had 

moderately 

Rating:  Level  

III-A 

Worth to 

Practice:  

Nurses in 

Magnet® 

organizations 



IMPROVING NURSE ENGAGEMENT  49 

 

Purpose of 

the Study 

Conceptual 

Framework 

Design/ 

Method 

Sample/ 

Setting  

Major 

Variables 

Studied 

Measurement 

of Major 

Variables 

Data Analysis Study Findings Critical Appraisal 

Tool & Rating 

Worth to 

Practice/ 

Strengths & 

Weaknesses/ 

Feasibility/ 

Conclusions/ 

Recommendatio

ns 

hospitals to 

determine the 

relationship 

between 

nurse 

engagement 

and patient 

data outcomes and 

quality of 

care. 

- Patient 

measures 

- Hospital 

measures 

 

Logistic 

regression 

 

STATA 

engaged 

nurses, 19% 

(n=80) 

somewhat 

engaged, and 

3% (n = 13) 

were least 

engaged. 

are moderately 

to highly 

engaged 

Strengths:  

Large sample 

size 

Weaknesses:  

Secondary 

analysis  

Feasibility:     

Improved 

patient 

outcomes as a 

result of shared 

governance 

Conclusions: A 

professional 

practice 

environment 

that 

incorporates 

shared 

governance 

may serve as a 

valuable 

intervention for  

organizations to 

promote 
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Purpose of 

the Study 

Conceptual 

Framework 

Design/ 

Method 

Sample/ 

Setting  

Major 

Variables 

Studied 

Measurement 

of Major 

Variables 

Data Analysis Study Findings Critical Appraisal 

Tool & Rating 

Worth to 

Practice/ 

Strengths & 

Weaknesses/ 

Feasibility/ 

Conclusions/ 

Recommendatio

ns 

optimal patient 

and nurse 

outcomes. 

Recommendati

ons:   

Apply study 

findings to the 

toolkit for this 

project 

 

Lake, E. T., (2002). Development of the practice environment scale of the nursing work index. Research in Nursing and Health, 25, 176-188. 

doi:10.1002/nur.10032 

Research 

conducted to 

develop the 

practice 

environment 

scale (PES) 

from the 

NWI.   

 

The 

objectives of 

the research 

were first, to 

develop a 

parsimonious 

and 

N/A Design: 

Qualitative  

 

Method: 

Voluntary 

participation; 

surveys  

Sample: 

Two samples 

of hospital 

data.  11,636 

nurses 

 

Setting:  

Magnet® 

hospitals (n = 

1,610) 

 

 

Survey  Construct 

Validity 

Content validity 

assessed by 

three of four 

original magnet 

study 

researchers.   

 

SAS program 

 

Cronbach’s 

alpha 

 

 

The PES-NWI 

consists of nine 

items which 

The study 

supports the 

PES-NWI was 

higher for 

nurses in 

Magnet® 

hospitals 

compared to 

nonmagnet 

hospitals 

(p<.001). 

Rating:  Level  

III-A 

Worth to 

Practice: 

Reliable and 

valid tool to 

assess nurse 

engagement 

Strengths:  

This study has 

been cited in 

other literature 

articles related 

to shared 

governance for 

the work the 
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Purpose of 

the Study 

Conceptual 

Framework 

Design/ 

Method 

Sample/ 

Setting  

Major 

Variables 

Studied 

Measurement 

of Major 

Variables 

Data Analysis Study Findings Critical Appraisal 

Tool & Rating 

Worth to 

Practice/ 

Strengths & 

Weaknesses/ 

Feasibility/ 

Conclusions/ 

Recommendatio

ns 

psychometric

al scale and 

second, to 

provide 

reference for 

Magnet® 

hospitals 

from which 

the NWI was 

developed  

 

 

exhibited high 

reliability at the 

individual and 

hospital level. 

The individual-

level internal 

consistency was 

high (α=.83).  

The reliability of 

the hospital-

level measure 

was robust, with 

average 

interitem 

correlation of 

.64.  

  A higher score 

indicates 

agreement, a 

value above 2.5 

indicates 

agreement and a 

value below 2.5 

indicates 

disagreement  

author 

conducted on 

the tool. 

Weaknesses:  

Study is from 

2002.  Another 

study has not 

been conducted 

to evaluate the 

tool 

Feasibility:    

Easy to use 9 

question tool 

Conclusions:  

Nurses working 

in a  Magnet® 

hospitals 

reported higher 

engagement 

than nurses 

working in a 

non-magnet 

hospital 

Recommendati

ons:  Utilize the 

reliable and 

valid tool, PES-

NWI for the 



IMPROVING NURSE ENGAGEMENT  52 

 

Purpose of 

the Study 

Conceptual 

Framework 

Design/ 

Method 

Sample/ 

Setting  

Major 

Variables 

Studied 

Measurement 

of Major 

Variables 

Data Analysis Study Findings Critical Appraisal 

Tool & Rating 

Worth to 

Practice/ 

Strengths & 

Weaknesses/ 

Feasibility/ 

Conclusions/ 

Recommendatio

ns 

project. 

Wilson, J., Gabel Speroni, K., Jones, R. A., & Daniel, M. G. (2014). Exploring how nurses and managers perceive shared governance. Nursing, 44(7), 

19-22 doi:10.1097/01.NURSE.0000450791.18473.52 

Explores 

differences 

between 

direct care 

nurses’ and 

nurse 

managers’ 

perceptions 

of factors 

affecting 

direct care 

nurses’ 

participation 

in unit-based 

and general 

shared 

governance 

activities and 

nurse 

engagement 

None Design: 

Qualitative 

research 

design 

 

Method: 

Survey 

research 

study 

September – 

November 

2011 

 

 

Sample: 144 

participants 

 

Setting: 

Shore Health 

System, a 

two-hospital, 

not for profit, 

Easton and 

Cambridge, 

MD 

 

Nurses' 

perception of 

being 

supported by 

the unit 

manager. 

 

Nurses 

perception 

that the unit 

works as a 

team. 

 

Nurses 

feeling, they 

have time to 

participate in 

activities. 

 

Nurses 

believing, 

they will be 

paid for 

activities 

beyond 

26-item 

research 

survey, 

 

 

 

SAS Statistical 

analysis 

  

Frequency 

distribution  

 

Fisher exact 

tests 

 

Chi-square 

79% reported 

some level of 

engagement. 

Rating:  Level  

III B 

Worth to 

Practice:  

Recommendatio

ns for the nurse 

manager to 

support the 

nurses 

Strengths:  

Large sample 

size 

Weaknesses:  

Protected time 

identified as a 

barrier  

Feasibility:   

Study surveyed 

nurse managers 

and staff nurses 

perception of 

unit-based and 

shared 

governance 

Conclusions: 
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Purpose of 

the Study 

Conceptual 

Framework 

Design/ 

Method 

Sample/ 

Setting  

Major 

Variables 

Studied 

Measurement 

of Major 

Variables 

Data Analysis Study Findings Critical Appraisal 

Tool & Rating 

Worth to 

Practice/ 

Strengths & 

Weaknesses/ 

Feasibility/ 

Conclusions/ 

Recommendatio

ns 

scheduled 

shift. 

Nurse managers 

and unit-based 

councils should 

evaluate nurses’ 

perception of 

manager 

support, 

teamwork, lack 

of disruption to 

patient care. 

Recommendati

ons:  

Incorporate 

findings and 

recommendatio

ns for nurse 

managers into 

the toolkit 
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Appendix B 

Donabedian Framework 

 

 

(Donabedian, 1988) 
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Appendix C 

CQI/PDSA Plan 
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Appendix D 

Gap Analysis 

 

 

 

Item Current State Target State Action Item 

Implementation of 
unit-practice council 

Lack of UPC in MCH nursing 
units 

Implement UPC in 
seven MCH nursing 
units 

Create plan for 
implementation 

Data  Pre-intervention data  for 
co-leads: 
 
1.  Opportunities to 
participate 

a. Nurse 2.9 
b. Manager 3.2 

  2.  Involved in internal 
governance  

a. Nurse 3.4 
b. Manager 2.6 

3.  Opportunity to serve on 
committee 

a.  Nurse 3.4 
b.  Manager 3.4 

10% increase post-
intervention  

PES-NWI survey of co-
leads  

Standard work  Lack of standardization and 
tools to support co-leads 

Standard toolkit to 
support 
implementation of 
unit-practice councils 

Develop toolkit for 
implementation of 
unit-practice councils. 
Leadership 
development with the 
managers and nurses 
to develop co-lead 
roles  
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Appendix E 

Gantt Chart 
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Appendix F 

Work Breakdown Structure 
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Appendix G 

SWOT Analysis 

 

 

 

 

Strengths Weaknesses 

Nursing and Manager 

partnership 

Implementation of Evidence-

Based Practice 

Strategic goal for system shared 

governance implementation 

System process improvement 

Increase communication   

Exceptional patient care 

Lack of formalized process 

Time consuming 

Size of unit 

Culture of unit 

“Silo” point of view 

Aging workforce, potential 

future shortage                  

Organizational focus on “do 

more with less”              

Opportunities Threats 

Achieve  Magnet Recognition 

Program® 

Increased patient satisfaction                   

Improved nursing engagement                    

Improved clinical outcomes      

Decreased harm to the patient    

Decreased nurse turnover 

Reputation      

Funding             

Nurse availability 
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Appendix H 

Letter of Support from Organization 
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Appendix I 

Responsibility/Communication Matrix 

 

 

 

 

 

 

 

Deliverable Audience Communication 
Type 

Description Delivery 
Method 

Frequency Owner 

Project plan and 
timeline 

Chief 
Nursing 
Executive 

Meeting Discussion In-person Bi-monthly P. Sloan 

Project plan and 
timeline 

MCH 
Directors 

Presentation Discussion In-Person Monthly P. Sloan 

Project Plan and 
timeline 

DNP 
Committee 
Chair 

Meetings Discussion  Zoom Bi-monthly P. Sloan 

Implementation 
Plan 

Co-leads, 
nurse and 
manager 

Meetings and 
Presentations 

Training  In-Person Monthly P. Sloan 

Unit Practice 
Council 
Implementation 

UPC Team Meetings and 
presentation 

Training  In-Person 
or Virtual 

Monthly P. 
Sloan 
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Appendix J 

Budget 
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Appendix K 

Cost/Benefit Analysis 

 

 

 

 

Return on Investment:  Benefits/Cost Ratio $616,000/$375,590 = 1.64

Cost Analysis: Cost/Participants

Cost Avoidance 616,000$              616,000$         616,000$        616,000$        2,464,000$        

Base Year 1 Year 2 Year 3 Year 4 Total

RN Turnover 88,000$        $              -    $             -    $             -    $              -   88,000$             

RN Orientation less non-prod hours 15,120$        $              -    $             -    $             -    $              -   15,120$             

Nurse Co-Lead less non-prod hours 20,160$       30,240$                30,240$           31,147$          31,147$          142,934$           

Manager Co-Lead less non-prod hours 21,600$       21,600$                22,248$           22,248$          22,248$          109,944$           

Staff Nurse Participation less non-prod hours 60,480$       90,720$                90,720$           93,442$          93,442$          428,804$           

Project Manager time for creating and 

developing a toolkit
3,000$         3,000$               

Project Manager time for implementation 22,400$       2,800$                  25,200$             

Supplies 2,800$         4,200$                  4,200$             4,200$            4,200$            19,600$             

 $ 375,590/33 = $11,381
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Appendix L 

Pre- and Post-Intervention Data Collection Tool 

 

Nurse Participation in Hospital Affairs 

 

 

 

Survey Items 

Key: 

1 = Least engaged,  

2 = Somewhat engaged,  

3 = Moderately engaged  

4 = Most engaged  

1. Career development/clinical ladder 

opportunity 

 

2.  Opportunity for staff nurses to 

participate in policy decisions 

 

 

3. A chief nursing officer which is 

highly visible and accessible to 

staff, 

 

4. A chief nursing officer equal in 

power and authority to other top-

level hospital executives 

 

5. Opportunities for advancement  

6. Administration that listens and 

responds to employee concerns 

 

7. Staff nurses are involved in the 

internal governance of the hospital 

(e.g. practice and policy 

committees) 

 

8.  Staff nurses have the opportunity to 

serve on hospital and nursing 

committees 

 

9. Nursing administrators consult with 

staff on daily problems and 

procedures 

 

Copyright © 2016 Press Ganey, 2016 

NDNQI RN Survey with Practice 

Environment Scale  

 

Cited in:  Lake, 2002; Brooks Carthon, et 

al., 2019; Kutney-Lee, et al., 2016 
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Appendix M 

Results 

 

*blue shade indicates the three statements evaluated for engagement  

 

Survey Items

Pre-

Intervention 

Assessment, 

Mean 

(Manager)

Post-

Intervention 

Assessment, 

Mean 

(Manager)

Variance

Pre-

Intervention 

Assessment, 

Mean (Staff 

Nurse)

Post-

Intervention 

Asessment, 

Mean (Staff 

Nurse)

Variance

1 Career development/clinical ladder 

opportunity
3.4 3.6 20% 3.1 3.3 14%

2. Opportunity for staff nurses to participate in 

policy decisions
3.2 3.6 40% 2.9 3.4 57%

3. A chief nursing officer which is highly visible 

and accessible to staff,
2.8 2.4 -40% 1.9 1.9 0%

4. A chief nursing officer equal in power and 

authority to other top-level hospital executives
3.2 2.4 -80% 2.6 2.3 -29%

5. Opportunities for advancement 2.8 4.0 120% 3.1 2.7 -43%

6. Administration that listens and responds to 

employee concerns
3.4 3 -40% 3.1 3.3 14%

7. Staff nurses are involved in the internal 

governance of the hospital (e.g. practice and 

policy committees)

2.6 3.8 120% 3.4 3.7 29%

8.  Staff nurses have the opportunity to serve on 

hospital and nursing committees
3.4 3.6 20% 3.4 3.7 29%

9. Nursing administrators consult with staff on 

daily problems and procedures
3.2 3.6 40% 2.9 3.1 29%

Key:

1 = Least Engaged

2 = Somewhat Engaged

3 = Moderately Engaged

4 = Most Engaged
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Appendix N 

Signed Statement of Non-Research Determination Form 
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Appendix O 

The Northern California Hospital’s Research, Compliance, and IRB Administration 
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Appendix P 

Unit Practice Council Toolkit 
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Appendix Q 

Kick-Off Meeting Agenda and Slide Deck 
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