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Abstract
Problem: Declining registered nurse (RN) engagement in the maternal child health (MCH)
department, despite improvements in RN staffing, some reductions in nurse-patient ratios, the
addition of support staff resources, and a focus on quality and safety.
Context: The project setting is an MCH department of a 184-bed community hospital, part of a
large national organization, serving a diverse population in Northern California. The initial
stakeholders included RNs, managers, and assistant managers; the team was later expanded as
the project developed (see Appendix A).
Intervention: The original aim of this project was to improve nurse engagement among frontline
nurses through the implementation of a shared governance model. Shared governance,
consistently recognized in the literature to positively affect nurse engagement and level
organizational hierarchies, gives voice to RNs and increases RN involvement in decision
making, impacting their practice and their work environment. As the project evolved, so too did
it’s aim. Patient safety was a critical driver for the modification of the project. The revision laid a
critical foundation for the future of shared governance by improving teamwork and
communication among nurses, management, and providers using TeamSTEPPS (Team Strategies
and Tools to Enhance Performance and Patient Safety).
Measures: The TeamSTEPPS Teamwork Perceptions Questionnaire (T-TPQ) provided insight
into the department’s culture and guidance for the development of the curriculum. The
questionnaire is comprised of 39 questions, including three demographic questions and one free-
text question. The T-TPQ employs a Likert scale, with anchors ranging from strongly agree to
strongly disagree (see Appendix B). The goal for the project was to train 95% of the team in

TeamSTEPPS to improve communication and teamwork, as evidenced by a 5% increase in
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strongly agree and agree responses on the post-training T-TPQ. See Appendix C for a
breakdown of the targeted team by role.

Results: There were 166 respondents for the pre-training T-TPQ survey (see Appendix D). The
TeamSTEPPS training goal was to train 95% of team members; the goal was met with 94.5% of
team members trained. Of those trained, 90.5% completed the post-training course evaluation.
Before implementation, less than 40% of participants scored their knowledge of TeamSTEPPS as
very good or excellent, after implementation, 85% scored their post-training knowledge as very
good or excellent. Overall, there was a 40% increase in excellent and very good responses. The
plan to complete post-implementation T-TPQ six months after implementation was delayed due
to a leadership decision to wait until People Pulse results were received. As such, the post-
implementation T-TPQ data will not be available until the end of the first quarter of 2019.
Conclusions: While the post-implementation survey data are not available, there are indications
of the project’s success. The post-training evaluations indicated the training significantly
improved the knowledge level of participants (see Appendix E). Additionally, activities in the
department aimed at sustaining the use of the TeamSTEPPS tools and strategies are evident six
months post-training and have been embedded in department processes, including critical events
debriefings; there is also evidence of ongoing commitment with the development and regular

engagement of the steering committee and charter.
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Section II: Introduction
Problem Description
Setting

The project setting was a 184-bed acute care hospital located in Northern California. Part
of a national health organization serving nearly 11 million members, the facility was part of a
two-hospital service area serving approximately 350,000 members. The hospital serves a diverse
population, with the demographics of the membership population closely mimicking the
composition of the community population, with a few exceptions (see Appendix F).

The project was implemented in the maternal child health (MCH) department, which
includes labor and delivery, neonatal intensive care, and mother-baby units. The MCH
department provides Level I1I obstetric and neonatal services and is a designated a California
Children’s Services Hospital. The MCH department provides antenatal, intrapartum, postpartum,
and neonatal care. The care team includes registered nurses (RN), physician providers, certified
nurse midwives, certified registered nurse anesthetists, maternal-fetal-medicine specialists,
neonatologists, surgical technicians, and other healthcare professionals (see Appendix C). The
MCH department relies upon and is partnered with multiple inpatient and outpatient departments
to support patient care and to ensure the seamless transition of patients through the care
experience.

Pre-Project State

The organization utilizes the survey tool People Pulse (PP) to annually assess employee
satisfaction. The PP survey data had demonstrated a decline in MCH nurse engagement since the
hospital opened in 2014. Precursors to this decline in staff engagement included an unprojected

25% to 30% surge in births that began almost immediately after the hospital opened. Existing
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RN staffing levels were insufficient to meet the increased patient demand, resulting in high levels
of overtime and less than optimal levels of staffing.

The RN staffing resources had been addressed over a period of two years, with the
addition of 30 RN full-time equivalents (FTEs). The increase in FTEs was accomplished through
an aggressive hiring campaign that included seven RN training programs. Six of the training
programs were aimed at experienced nurses entering a new specialty, and the seventh training
program focused on newly-graduated nurse residents.

The increase in RN FTEs and the department’s focus on initiatives aimed at improving
the work environment and quality of care (e.g., evidence-based practices and reducing overtime-
driven fatigue) did not produce any discernable increase in RN engagement; in fact, staff
engagement and satisfaction declined further, as evidenced by the 2016 PP survey results. At the
start of the project, the 2017 PP data were not yet available. Once the 2017 data became
available, it became apparent that there had been very little change from 2016 results (see
Appendix G).

Dempsey and Reilly (2016) identified that nurses with less than 1-year tenure in their
current position and those with more than 20 years tenure demonstrated the highest levels of
engagement. Based on the mix of new and long-tenured staff in the project department,
capitalizing on these two groups was an important factor in the success of the project. In keeping
with Dempsey and Reilly’s findings, newly trained staff and long-tenure staff were members of
the design and training team for the project.

Significance
With the Institute of Medicine’s (IOM, 2011) challenge for nurses to assume a greater

role in leadership in all aspects of healthcare, it was imperative to increase RN engagement at
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every level. Kutney-Lee et al. (2014) identified RN engagement as an important contributor to
positive outcomes for RNs and patients. Additionally, nurse and patient outcomes influence both
consumer choice and reimbursement rates from the Centers for Medicare and Medicaid Services
(CMS), making nurse engagement an important factor influencing the overall success of
healthcare organizations in the marketplace.

Despite increases in RN FTEs and improvement initiatives implemented in the MCH
department, the department was still underperforming in important areas, including RN
engagement. In the process of exploring why increasing RN FTEs and improvement initiatives
had failed to produce a positive shift in RN engagement, the subject of culture emerged as a
possible mitigating factor. Culture, commonly described as the way we do things around here,
was identified as a strong influencer of RN engagement. Coupling the way we do things with
another widely used expression, culture eats strategy for lunch, culture became a focal point in
understanding why improvements in staffing and attention to quality and safety had not resulted
in positive changes in RN engagement in the project department.

The existing management structure was a traditional management model, primarily
operating from a top-down approach to decision making. This traditional structure and hierarchal
leadership approach provided limited opportunities for RN input in decisions that impacted their
professional nursing practice and their work environments. Though there were structures in place
to engage the voice of the nurse, including direct report rounding, staff meetings, and RN
membership on the patient safety committee, the overall perception was that RNs and other
frontline staff were not substantially included in decisions impacting their practice and their work
environment. To achieve the RN engagement needed to ignite culture change, it was necessary to

flatten the hierarchy to include RNs as leaders and owners of their practice.
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Rosen et al. (2018) identified that teamwork, especially when effective and efficient,
influences the level of staff engagement and ownership over the work environment, thus
contributing team resilience and engendering positive perceptions. Rosen et al. further
acknowledged, there is a plethora of evidence supporting team training as a strategy for building
effective teams. In response to the newly identified need to improve teamwork and
communication among the nurses and the rest of the interdisciplinary team, TeamSTEPPS (Team
Strategies and Tools to Enhance Performance and Patient Safety) was identified as a critical
building block to reframe the culture in the department, which would serve as the foundation for
the future implementation of shared governance (SG).

PICO(T) Question

Among registered nurses working in acute care settings, how do participative
management models (e.g., shared governance) impact nurse satisfaction, engagement, and
retention when compared to traditional management models? Having later identified a need to
change the aim of the project, a second PICO(T) question was developed to guide the literature
search: In hospital-based teams, where registered nurses comprise most of the team, how does
TeamSTEPPS team training impact teamwork and communication?

Available Knowledge

The initial literature searches were conducted using the following key terms: shared
governance, impact, professional nurse, empower, outcomes, traditional management,
participative, and top-down. These searches revealed 361 articles, of which 48 abstracts and 20
full texts were reviewed. Ten articles were selected for inclusion based on their discussion of the
impact on RN engagement, satisfaction, and retention. Subsequent searches included the

following additional key terms: team(s), teamwork, communication, and TeamSTEPPS. Of the
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128 articles identified, 16 full-text articles were reviewed, and five articles were selected for
inclusion. The searches were limited to articles published in English and published no earlier
than 2010 to ensure the most recently available and relevant evidence was utilized. Electronic
databases included CINAHL, PubMed, and the Cochrane Database of Systematic Reviews. The
reviewed studies were conducted in a variety of practice settings and geographic areas, utilized
multiple tools and processes, and examined different outcomes (see Appendix H). The John’s
Hopkins Research Evidence and Non-Research Evidence Appraisal Tools were utilized to rate
the strength of the evidence.

According to the IOM (2011), nurses are integral to the future of the healthcare system in
the United States. Consequently, the IOM urges nurses to assume leadership roles in healthcare.
The IOM identified four focus areas for nurses, including evidence-based practice, practicing to
the full scope of their licensure and education, partnerships with other disciplines, and workforce
planning and policy.

Registered nurses make up the largest group of healthcare professionals in the United
States, with at least 50% of RNs working in acute care settings (U.S. Department of Labor,
2016). As the largest professional group in the healthcare system, RNs have the opportunity and
an obligation to lead in the rapidly changing healthcare environment. Therefore, RN engagement
in leading the future of healthcare is critical to meeting the IOM’s challenge, regardless of role or
title of individual RNss.

The Advisory Board (2013) reported that RNs are the least engaged frontline staff in
healthcare (see Appendix I). Dempsey and Reilly (2016) demonstrated a curve in RN
engagement based on tenure in their position. The RNs with less than six months tenure had the

highest levels of engagement, while nurses with >1-10 years of tenure had the lowest levels of
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engagement (see Appendix J). Dempsey and Riley also identified lower levels of engagement
among RN practicing closest to the bedside (see Appendix K). Low engagement among direct
care RNs is particularly concerning considering the significant role RNs must play in the future
of healthcare. Registered nurses must be active leaders, capable of influencing nursing practice
and the environments where patient care is provided.

The most common themes in the literature included the connection between SG and nurse
engagement, the recognition that SG models need to be customized to fit the organizations they
serve, and SG models must be sufficiently fluid to evolve and change with their organizations to
remain relevant and effective over time. Newman (2011) reviewed the 6-year journey of a
nursing team from a traditional management model to an SG model, citing the importance of
engaging nurses at the beginning of the process and avoiding a top-down change process. Using
an approach that engaged nurses from the beginning contributed to the successful change in
leadership model, resulting in positive outcomes for RNs and patients alike.

Similarly, another hospital identified that their existing SG model was failing and
required redesign (Jacobs & Ward, 2012). The leadership elected to take a staff-focused approach
to the redesign of the failing SG model. Employing a process that included a SWOT analysis,
staff surveys, and focus groups, the team successfully redesigned the SG structure, resulting in
improved communication and a more efficient and effective SG model. The department teams
experienced greater clarity of focus that aligned directly with organizational pillars and goals.
With department and organizational goals aligned, the team was essentially rowing together in
the same direction (Jacobs & Ward, 2012).

Gerard, Owens, and Oliver (2016) also highlighted the importance of continuous

improvement in the SG process, as SG structures must adapt as organizations change over time.
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SG implementation and design approaches may differ and are unique to the environments they
exist within. Evidence supports the notion that SG requires ongoing evaluation, planning, and
adjustment to support the best outcomes and continued effectiveness as the needs of the
organization, patients, nurses, and healthcare change (Gerard et al., 2016).

Orr and Davenport (2015) argued that the future of nursing is dependent upon the use of
evidence-based practice, as well as RNs developing their leadership skills and bringing
innovation to nursing practice. As such, RNs play an integral role in the future development of a
high-quality and cost-effective American healthcare system (Orr & Davenport, 2015).

Overcast, Petty, and Brown (2012) investigated multiple factors, including SG, to
determine what factors influenced RN engagement. The authors employed the Index of
Professional Nursing Governance (IPNG) tool, which measures multiple factors to determine the
impact of each factor on nurse engagement. The researchers found that none of the individual
factors alone, including participation in SG, impacted the IPNG score. However, there was a
positive correlation when RNs working in inpatient settings were directly involved in SG,
suggesting that increased RN involvement has a positive impact on RN engagement and patient
care outcomes (Overcast et al., 2012).

Siller, Dolansky, Clavelle, and Fitzpatrick (2016) conducted a small study among
emergency department RNs working either in an SG model or traditional leadership model. Siller
et al. utilized the IPNG and Utrecht Work Engagement Scale, with the aim of understanding how
RNs’ perceptions of SG related to their work engagement. The IPNG scores reflecting work
engagement were distinctly higher among RNs working with SG leadership models than among

those working in traditional leadership models (Siller et al., 2016).
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Keyko, Cummings, Yonge, and Wong (2016) conducted a systematic review to determine
the precursors to, as well as the impacts of, work engagement among professional RNs. The
article was not specific to either traditional management or SG models. However, the article did
include factors and themes relevant to both models. Keyko et al. found positive outcomes
increased with favorable RN engagement in organizations where SG was present.

Structural empowerment (SE) was identified as a key factor attributed to positive RN
engagement and active participation in RN practice. Clavelle, Porter O’Grady, Weston, and
Verran (2016) conducted an empirical review of the literature spanning a 10-year period,
including SG, SE, and related concepts. This review examined SG and the assertion that constant
changes in healthcare make it necessary to evolve SG to the stronger framework of SE. The
authors argued that the professional governance structure, with its focus on accountability,
partnership, ownership, and equity, could be beneficial in elevating the role of the RN as the
demand for integrated, collaborative, and value-based care evolves. Newman (2011) and Gerard
et al. (2016) argued that SG needs to change and adapt over time. These arguments are consistent
with claims by Clavelle et al., who argued that it was necessary for SG to evolve to a stronger
framework.

It should be acknowledged that more studies exist addressing the relationship between
SG and RN engagement than studies demonstrating a relationship between RN engagement and
patient outcomes (Hastings, Armitage, Mallinson, Jackson, & Suter, 2014). Kutney-Lee et al.
(2014) reported that evidence of a causal relationship between RN engagement and patient
outcomes is limited and may warrant some skepticism. Notwithstanding, Kutney-Lee et al.

suggested that a strong business case could be made for SG as a strategy to improve RN
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experience and to influence patient satisfaction, as well as other publicly reported patient quality
outcome measures.

Adding to the body of knowledge guiding this project was research on teamwork,
communication, and TeamSTEPPS. Rosen et al. (2018) conducted a study of teamwork in
healthcare and identified six specific focus areas they referred to as discoveries. One of these
discoveries was the importance of team training in healthcare. While the study did not identify
any specific methodology, there was strong support for the systematic use of evidence-based
practices in the development of team training (Rosen et al., 2018).

The study by Rosen et al. (2018) also cited two behavioral strategies commonly
employed by RNs that are important to recognize, as they may negatively impact the quality of
teamwork and communication. First, RNs tend to continue to address the task-at-hand when a
problem is encountered rather than stopping to examine the cause of the problem and to consider
a different course of action. Second, nurses are selective in whom they will ask for help,
preferring to request help from those who they are familiar with rather than someone socially
distant or unfamiliar. For instance, an RN is more apt to ask for help from a long-term coworker
than of a co-worker of equal experience but new to the department. This behavior was thought to
be about avoiding judgments of their competence and reputation. The RNs’ avoidance of the
cause of problems and the selectiveness in requesting help can result in weakness and pose an
area of risk to a culture of teamwork and communication (Rose et al., 2018).

Castner, Foltz-Ramos, Schwartz, and Cervavolo (2012) studied TeamSTEPPS in a large
multi-facility organization. Leadership at all levels was identified as a key element of success or
failure in the implementation of TeamSTEPPS. Castner et al. concluded that the effectiveness of

team training hinged upon the equalization of hierarchy and the engagement of frontline leaders
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who could successfully engage other team members to build effective teamwork behaviors
penetrating the entire team.

In another study, conducted in a large multi-facility organization, including acute care,
long-term care, and ambulatory services, TeamSTEPPS was implemented with the intention to
transform the organizational culture (Thomas & Galla, 2012). The researchers identified the
importance of creating training that was inclusive of frontline team members rather than just
management. This approach is qualitatively similar to the methodology guiding SG practices.
Thomas and Galla (2012) noted the value of creating a structure and engaging staff to transform
the organization’s culture.

A study by Gallup (2017) identified that only 32% of nurses were effectively engaged,
this figure translates into only one in three nurses being engaged in the workplace. Physician
engagement was only slightly higher at 34%. Gallup identified several organizational impacts or
risks associated with low staff engagement, including customer satisfaction, profitability,
productivity, staft turnover, safety gaps for staff and patients, theft, and quality. These findings
are particularly interesting because it was the potential for adverse patient events that drove the
need to refocus energy on the implementation of TeamSTEPPS before launching SG.
Consequently, this study supports the rationale and importance of increasing engagement among
nurses and other team members to create a culture of inclusion and ownership at all levels, while
equalizing the hierarchy (Gallup, 2017).

Dent and Tye (2016) highlighted the value of creating work environments that support
teamwork and communication aimed at increasing staff engagement. However, simply providing

staff with training in TeamSTEPPS is insufficient to initiate a culture change. Organizations need
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to go beyond training to ensure a sustainable culture of change with engaged leadership at all
levels of the team.

Clapper and Ng (2013) offered valuable insights into the successful design,
implementation, and sustainability of TeamSTEPPS. One particularly important element,
according to the literature, involves having leadership that is committed to supporting the
intervention from its inception, through design and implementation, and ongoing support to
sustain the change. Leaders must invest resources of time, money, and personnel; take personal
ownership; and promote the changes to ensure successful cultural change with TeamSTEPPS.

In summary, if RNs are to take their place among healthcare leaders and fulfill the IOM’s
challenge for RNs to be leaders in healthcare today, and in the future, it is critical to address RN
engagement. The fact that RNs make up the largest segment of healthcare professionals and are
identified as the least engaged members of healthcare teams highlights the importance of
creating cultures that engage RNs. The inclusion of RNs in decision-making impacting their
practice and work environments while leveling hierarchy are thought to be key components
correlated with RN engagement. The literature identifies that SG models do level hierarchy by
including RNs in decision-making particularly when it directly impacts nursing practice and
work environment. SG models are also associated with higher levels of RN engagement than
traditional management models. TeamSTEPPS is also connected with leveling hierarchy and
building cultures that embrace the frontline RN as decision-makers and leaders. Based on the
literature review both SG and TeamSTEPPS are strong models to influence RN engagement

making both SG and TeamSTEPPS good choices for this project.
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Rationale

A conceptual framework combining the Institute of Health Improvement’s (IHI)
Organizing Theory of Change (OTC) with the organization’s branded professional practice
model—the Voice of Nursing (VON)—and human caring theory were employed during this
project. The IHI’s OTC, like Lewin’s change theory, consists of three phases (Shirey, 2013; see
Appendix L). Stakeholders are identified in the first phase by answering the question: Who are
we organizing? The second phase answers the question: How can we get the power we need?
The second question focuses on leveling the hierarchy and on having power with others rather
than over them. The final phase focuses on the intended change and defines the desired outcome
of the project.

The literature is consistent about the importance of directly involving frontline RNs in the
design and implementation of TeamSTEPPS programs, which is in keeping with the
implementation of SG models. The OTC was rooted in the direct involvement of all stakeholders
as part of a process from training design to delivery and beyond to sustainability, making the
model and an excellent choice for this project. Additionally, OTC aligns with both the
TeamSTEPPS and the SG models.

The project organization’s branded professional practice model, the VON, was informed
by the ANA’s Scope and Standards of Practice, the American Academy of Ambulatory Care
Nursing Standards, the ANA’s Code of Ethics, and Jean Watson’s human caring theory (Leavell,
2015). The VON values include patient and family-centric care, professionalism, compassion,
teamwork, excellence, and integrity. A visual representation of the VON is provided in Appendix
M. Core elements of SG include evidence-based practices, education, professional development,

and policy. These elements are contained within the VON professional practice model (PPM),
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which provides foundational support for the implementation of TeamSTEPPS and the future
implementation of an SG model.

In 2008, the project organization adopted Watson’s (2008) human caring theory as the
organization’s theoretical framework for nursing. Watson’s theory asserts that caring emanates
from the heart and that authentic human caring and relationship-centered caring are essential for
healing practices to serve the whole person and to create healing environments for patients and
care providers. The theory was valuable in this project to strengthen the theoretical model’s
connection to the foundation of TeamSTEPPS, SG, and the organization’s PPM.

Specific Aims

The initial aim of this project was to implement an SG model to engage nurses in the
MCH department in their professional practice and to build a culture of collaboration between
staff RNs and management/leadership. While this was still a goal for this department, the aim of
the project was modified to address more urgent departmental needs. The modified aim was to
improve communication and teamwork among nurses, management, and providers by training
95% of all MCH team members in TeamSTEPPS by March 31, 2018. A 95% training rate was
expected to ensure a level of consistency across the department in relation to usage of the
TeamSTEPPS tools. Additionally, a toolkit (Appendix N) was developed to guide future teams in

the design, implementation, and sustainability of TeamSTEPPS related activities.
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Section I111. Methods
Context

In keeping with the OTC, an extensive list of primary stakeholders was identified and
included frontline nurses, ancillary support staff, providers, and managers. The OTC identifies
five categories of stakeholders, including constituents, supporters, leadership, competition (i.e.,
competitors), and opposition (see Appendix A). Individuals may belong to one or more
stakeholder groups.

Constituents are individuals and groups at the center of and directly impacted by the
proposed intervention or change. Ensuring a common purpose is critical for strong engagement
and participation from constituents. In this project, the common purpose was to improve
teamwork and communication among the constituents. Many of the leadership stakeholders
emerge from the constituency membership. Nurses, for instance, are members of the
constituency, with some also becoming members of the leadership stakeholder group. The
leadership stakeholder team included executive sponsors and 37 individuals designated to design
and customize the TeamSTEPPS program and deliver the training to the constituent group, as
shown in Appendix O.

Supporter stakeholders may not have a stated or direct interest in the project, but they
may nonetheless benefit indirectly or they may be of benefit to the project. Competition
stakeholders might also share the same interests as the constituents, however, may have taken a
different approach or solution to the problem. Failing to establish a common purpose with this
group has the potential to lead to opposition. Opposition stakeholders generally do not share the

same values or goals. Establishing a connection with opposition stakeholders is difficult and may
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not be possible, but it is important to recognize their existence and potential impact on the
project.

Some stakeholders were unaware of the plan as the team entered the design phase. The
leadership stakeholder team members were initially recruited from the perinatal safety team and
the clinical events team training team. Some of the members had been trained as master trainers
for TeamSTEPPS and served as module leaders. The team was expanded to others who voiced an
interest in participating in the project. Communication about the intervention was included in
staff meetings and posted in the unit prior to the training. Due to the change in the project’s aim,
the communication plan was less robust than originally planned.

Intervention

The original project intervention was to implement an SG leadership model. Due to
occurrences in the department just prior to the commencement of the SG implementation, the
project was paused, and the intervention was changed to TeamSTEPPS. TeamSTEPPS was
developed for the healthcare industry by the Department of Defense (DOD) and Agency for
Healthcare Research and Quality (AHRQ). TeamSTEPPS consists of four core competencies:
leadership, communication, situational monitoring, and mutual support (see Appendix P). These
competencies help teams to embrace a flattened or horizontal hierarchy, gives a voice to all team
members and builds a culture of respect and trust (AHRQ, 2017). Developing a TeamSTEPPS
program is a four-phase process inclusive of needs assessment, design and planning, training and
implementation, and sustainment. A toolkit has been created to guide leaders and teams who are

interested in implementing TeamSTEPPS in their departments.
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Gap Analysis

An independent assessment of the department was conducted by two members of a
regional risk team. The assessment consisted of individual face-to-face interviews, including
nurses, ancillary staff, providers, management, and leadership, aimed at gaining an
understanding of the existing culture and perspectives of those working in the environment. The
results of this assessment were shared with senior leaders, the chief physician, and nursing
director. While the raw data were not distributed, the overall gap analysis of the culture of the
project department revealed two issues: communication and teamwork. Communication included
difficulty in speaking up and the lack of quality and consistency of communication between team
members. Based on the assessment and recommendations of the assessment team, TeamSTEPPS
was determined to be of critical importance in improving the department’s culture and in
overcoming the issues that play a role in adverse patient events (see Appendix Q).
Gantt Chart

A Gantt chart was created to depict the planned timeline of the project. The timeline
spans a year and includes qualifying the project through completion and presentation of the
project. This chart has been modified to depict the timeline inclusive of the change in direction
for the project (see Appendix R).
SWOT Analysis

The SWOT analysis identifies the strengths, weaknesses, opportunities, and potential
threats to the project (see Appendix S). This analysis was helpful in maintaining awareness of
what elements were present as the project moved forward. While the strengths and opportunities
outnumbered the weaknesses and threats, it was important to be mindful of positive and negative

elements and their potential to impact the success of a project.
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Work Breakdown Structure

The work breakdown structure for this project was organized into three main work
elements: project development, project implementation, and evaluation. More discreet elements
cascade down to work packages required for implementation of the project and to guide scope
(see Appendix T).
Budget / Return on Investment

Factors included in the budget for this project included staff costs for the design team,
training hours, and projected committee costs to support the sustainability of this program.
Additional costs included supplies, food, and printed materials. This program will not provide
additional revenue. The program is expected to save costs by preventing errors and harm
resulting from greater staff and provider engagement, effective communication, and teamwork.

The payroll budget includes RNs, managers, clinical nurse educator, clinical nurse
specialist (CNS), director, clerical support, and other support staff. Overtime was projected at
various levels, as it varied based on staffing needs and schedules. The budget included payroll
and non-payroll expenses for planning and design, training and implementation, and post-
implementation sustaining activities. Manager costs were based on average salaries and no
overtime, as are the costs for the educator, CNS, director, and clerical support. The worst-case
scenario for payroll cost was $365,519, including 50% overtime for non-management staff, at a
total cost of $308,070 based on eight hours of training per participant. The non-payroll projected
budget included training venue, food and beverage, trainer shirts, participant pocket handbook,
and printed materials, with a non-payroll budget of $17,750. The projected start-up budget was
$325,820, however, reduced training time resulted in a final budget of $162,428.54 (see

Appendix U).
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Cost Avoidance / Benefit Analysis

The project did not and will not produce an immediate return on investment; in fact, in
the short-term, additional costs were incurred by the organization. However, the long-term
benefits of the investment will be realized by the cost avoidance associated with harm events.
Successful transformation of the department culture to be one that is exemplified by the authentic
engagement of nurses, providers, management, and other team members will reduce and prevent
costs of care associated with harm events, including extended hospitalization, additional care,
and monetary awards to patients. Additionally, there are harder to quantify costs associated with
the loss of reputation relative to people choosing or not choosing the organization for their care.

To put some context to what the potential cost avoidance might be, it is important to
consider that 1.6 newborns per 1,000 discharges incur a potentially avoidable birth trauma/injury,
and maternal obstetrical trauma can range from 3.9/1,000 discharges to 160.6/1000 discharges
(Russo & Andrews, 2011). Per the organization’s risk management department, a significant
birth injury settlement award can cost as much as $1.7 million on average. In 2003, the Centers
for Disease Control and Prevention (CDC, 2018) estimated the lifetime cost of care for a person
with cerebral palsy to be $1 million, and in 2014, estimates were as high as $1.4 million. As the
organization discharges approximately 3,750 newborns and 3,700 delivery mothers, the potential
cost avoidance is significant (see Appendix V).
Responsibility / Communication Matrix

A responsibility/communication matrix is important in a large project to assure that all
constituents are aligned and communication breakdowns and confusion are avoided. The

responsibility/communication matrix delineated the responsible person(s) for the activities and
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communication elements required for the project from beginning to end. This matrix provides a
quick reference and tracking tool for the responsibility/communication plan (see Appendix W).
Pre-Implementation Survey

The first step in the process was to survey staff, management, and providers utilizing the
TeamSTEPPS Teamwork Perceptions Questionnaire (T-TPQ). The T-TPQ is a validated survey
consisting of 39 questions (see Appendix B). Data collection took place over a 2-week period,
with 166 team members completing the survey. The breakdown of survey participants by role
can be seen in Appendix D. This represented approximately 44% of those who received the
survey.

The survey results identified teamwork and communication as focal areas for the
TeamSTEPPS program. The analysis of the survey was shared with senior leadership, physician
leaders, and the nursing director, with a recommendation to adopt TeamSTEPPS as the intervention.
Approval to move forward with the TeamSTEPPS project was received. Concurrently, members
of the design team were being identified in preparation to begin the program design once the
focus areas had been identified and validated.

TeamSTEPPS Design

The design and implementation team were identified and convened, with the goal of
customizing the TeamSTEPPS training for the target department. The core competencies, which
were translated into training modules, were leadership, communication, situational monitoring,
and mutual support. Each module was subsequently distilled down to two or three skills (see
Appendix X). Respective module leaders worked with their team members to design the content
of the modules and to identify team roles, including speakers and presenters. Weekly meetings

were held with all design team members to review the modules and to discuss plans for actual
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training. Individual teams worked offline on their specific modules. A 4-hour trial run was held
just prior to the training dates to fine-tune the modules and to ensure that the team would be able
to present the training within the timeframe.

Training

The nurse educator and CNS were the key architects of the training plan and organization
of dates, venue, and coordination of departmental and training staffing. Five training dates were
selected between February 28 and March 15, 2018. Seven 4-hour classes were conducted, during
which 400 individuals were trained. In addition to those who were members of the department,
other disciplines who provided service in or to the department were invited to participate,
including house supervisors, intensive care unit nurses, and respiratory therapists (see Appendix
Y).

The training environment was set up with assigned seating to ensure each table had
multidisciplinary membership to mimic the work environment teams. The training modalities
included lecture, video, group work, and interactive team events. The modules were designed to
maintain participants’ interest and to hold their attention throughout the training. Due to the lack
of a suitable training space within the facility, the training was held offsite. It was identified that
training offsite reduced distractions and other interruptions that frequently occur in the hospital
setting. Post-training debriefs were held after each training session to identify opportunities to
improve and best practices. Offsite training was identified as a best practice and is recommended
for future teams rolling out similar projects.

Sustainability Plan
Post-training sustainability was an important element in the project. A subset of the

design team and leadership formed the TeamSTEPPS steering committee. The sustainability plan
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included the importance of visual management tools and activities to keep the TeamSTEPPS
present and to give team members an opportunity to practice the skills learned in the training. It
was decided that there would be a focus on one or two skills at least every one to two months.
Visual boards were created for team members to recognize and post when one of the skills was
observed. This strategy created an enjoyable sense of competition between units, and monthly
awards were offered for the most observed skills posted each month. Additionally, one of the
module teams created a short video to reinforce the /'ve got 5 minutes skill. This video was
filmed in the department and featured different members of the team and disciplines.
Study of the Intervention

Ideally, any analysis of the efficacy of the intervention would rely on outcome metrics
relative to improvement in communication and teamwork, including data relative to patient harm
and errors, as well as nurse engagement data. However, due to various time constraints and the
timing of this project, obtaining these data was not feasible. The study approach initially
employed a pre- and post-survey utilizing the T-TPQ. Additional data included post-training
evaluation data and training completion data.

Measures

Outcome Measures

The pre-training data provided key insights into what skills were needed to develop the
curriculum and served as baseline data for the project. The T-TPQ was administered prior to the
project launch in February 2018. The T-TPQ is a reliable and valid tool developed by the AHRQ
and DOD. The questionnaire was comprised of three demographic questions, one free-text
question, and 35 questions using a Likert scale, with anchors ranging from strongly agree to

strongly disagree. The questionnaire was administered using the Survey Monkey online
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platform. The survey contained no personal identifiers, and the results were presented as
aggregate data. The data did not include any person-specific information.

The intention was to use the same survey instrument for post-implementation data, with
the aim of demonstrating improvement in communication and teamwork as evidenced by a 5%
increase in strongly agree and agree responses on the post-training T-TPQ. Due to the leadership
decision to postpone the post-implementation survey, the data are not available. However, there
is evidence of adoption of the TeamSTEPPS tools and strategies identified to address teamwork
and communication in the targeted department.

The overall success in training 400 individuals, representing 94.5% of the targeted team
members, plus 43 others who provide services to or within the department, demonstrates a
significant accomplishment in the planning and execution of the TeamSTEPPS training. The
post-training evaluations demonstrated an increase in knowledge, which was consistent across all
training sessions.

Process Measures

The project employed four process measures, which consisted of the formation of a
multidisciplinary TeamSTEPPS steering committee, development of a TeamSTEPPS
implementation charter, establishment of at least bi-mont TeamSTEPPS steering committee
meetings, and identification of sustained TeamSTEPPS activities.

Balancing Measures

Staff attendance and RN assignment, despite objection data, were expected to serve as

balancing measures. The data were ultimately not available due to unavoidable and

unplanned role changes.
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Analysis

The post-implementation survey was planned for six months after implementation but
was initially delayed due to an overlap with the timing of the annual PP survey. Leadership
further delayed the post-implementation T-TPQ, preferring to complete after the 2018 PP results
are available. The post-implementation T-TPQ is now planned to occur one year after
implementation.

The project employed four process measures: percentage of participants who perceive a
post-training increase in knowledge of TeamSTEPPS, establishment of a multidisciplinary
TeamSTEPPS steering committee and charter, TeamSTEPPS steering committee meeting at least
every other month, and evidence that sustainment activities are identified and in place in the
department. All four process measures have been achieved and represented in Appendix Z.

Of those trained, 90.5% completed the post-training course evaluation. Before
implementation, 40% of participants scored their knowledge of TeamSTEPPS as very good or
excellent; after implementation, 85% scored their knowledge of TeamSTEPPS as very good or
excellent. Overall, the data demonstrated a 45% increase in excellent and very good responses.
The TeamSTEPPS steering committee has been formed and includes a subset of the original
design and training team. Due to the significant size of the training team, it was not possible to
include all in the steering committee. The committee membership by role is included in
Appendix AA. The team has completed their charter (see Appendix BB) and has been meeting
consistently at least every other month since training was completed. As described earlier,
sustainability activities are in place, including a department developed and filmed video
reinforcing the /'ve got 5 minutes skill; visual boards encouraging team recognition of those

observed utilizing TeamSTEPPS tools, with monthly rewards for most observed; TeamSTEPPS
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tools embedded and reviewed in all critical events debriefings; and department focus on one tool
at least every two months. Overall, the project was successfully designed, delivered, and
implemented in the target department, with evidence of sustainability activities in place.
Ethical Considerations

Several ethical concerns were identified relative to this project. The importance of
maintaining the privacy of survey participants and addressing any concerns over their
psychological safety was critical. Precautions were in place to protect the anonymity of
participants who were interviewed prior to TeamSTEPPS training. The identity of the individuals
interviewed was known only to the interviewers and not included in the report out. Additionally,
T-TPQs were collected using an anonymous Survey Monkey tool. The demographic data
included only role, unit of work, and facility. The post-training evaluation tool was a paper tool
that did not include any personal identifiers. Additionally, all reported data were presented in
aggregate form. No data were collected that could be used to infer the identity of participants to
protect the identity of all participants to assure they felt safe to participate, without threat of
reprisal, and to transparently share their perceptions. Without the assurance of anonymity, it was
unlikely that the data collected would provide valid insight into the culture in the department.

Efforts were made to create a psychologically safe environment for TeamSTEPPS
training, including ground rules for sharing in and outside of the training. Discussion groups
were multidisciplinary and did not include leadership. Open participation in discussions was
encouraged and supported by non-judgmental oversight and group reporting, rather than
individual reporting. Table team activities were overseen by staff on the TeamSTEPPS design

team, rather than management, to reduce any sense of hierarchy influencing the conversations.
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The project was in alignment with both Jesuit values and those of the American Nurses
Association. The Jesuits embrace diversity and the betterment of the human condition. These
values are consistent with the intention of this project, which was to improve nurse and provider
communication and teamwork practices by focusing on inclusive leadership and reshaping the
culture of the department. The project was also aligned with the ANA Code of Ethics, which
guides nursing practice, establishes the ethical values of the nurse, and defines accompanying
obligations and duties, along with Watson’s (2008) 10 Caritas processes (see Appendix CC).

The purpose of the project was to promote patient safety, improve patient throughput and
access, and maintain high standards of care. The Doctor of Nursing Practice Statement of Non-
Research Determination, describing the project, the aim of the project, planned intervention(s),
the projected impact on nursing practice, outcome measures, process measures, and balancing
measures, was completed and subsequently approved as a quality improvement endeavor through
the University of San Francisco School of Nursing and Health Professionals (see Appendix DD).

As such, the project did not require an Institutional Review Board approval for implementation.
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Section IV. Results

There were 166 respondents for the pre-training T-TPQ survey (see Appendix D), which
represents 44% of those who received the survey. The data provided on the pre-training T-TPQ
provided the guidance for the training focus for the department. Communication and teamwork
were the focus areas identified and served the basis for the development of the training program.
The plan to repeat the T-TPQ six months after implementation was delayed due to overlap with
the PP survey and has since been delayed until after the PP survey results are available. As such,
the post-implementation T-TPQ data will not be available until end of the first quarter of 2019.

The TeamSTEPPS training goal was to train 95% of team members; the goal was
essentially met, with 94.5% of team members trained. In addition to the originally targeted
department team, 43 other team members who provide services in or to the department were
trained. Of those trained, 90.5% completed the post-training course evaluation. Before
implementation, less than 40% of participants scored their knowledge of TeamSTEPPS as very
good or excellent; after implementation, 85% scored their post-training knowledge as very good
or excellent. Overall, the data demonstrated a 45% increase in excellent and very good
responses.

In addition to the participant perceptions of knowledge pre- and post-training, there were
three additional process measures: establishment of a multidisciplinary TeamSTEPPS steering
committee and charter, TeamSTEPPS steering committee meeting at least every other month, and
evidence of sustainment activities. All four process measures have been achieved and
represented in Appendix Z.

The TeamSTEPPS steering committee has been formed and includes a subset of the

original design and training team. Due to the significant size of the training team, it was not
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possible to include all in the steering committee. The committee membership was determined by
department leadership in collaboration with training team members and includes members from
leadership and multiple disciplines and roles, including frontline RNs. The membership list by
role is included in Appendix AA.

The team has completed their charter (see Appendix BB) and has been meeting
consistently at least every other month since training was completed. Initially the team attempted
to meet weekly; however, this proved to be a difficult task and did not provide appropriate time
to carry out the work and decisions of the team between meetings. This resulted in the decision
to schedule monthly meetings, with a minimum of every other month.

As described earlier, sustainability activities are in place, including a department
developed and filmed video reinforcing the /'ve got 5 minutes skill; visual boards encouraging
team recognition of those observed utilizing TeamSTEPPS tools, with monthly rewards for most
observed; TeamSTEPPS tools embedded and reviewed in all critical events debriefings; and the
department focus on one tool at least every two months. Overall, the project was successfully
designed, delivered, and implemented in the target department, with evidence of sustainability
activities in place. Balancing measures data were ultimately not available due to unavoidable and

unplanned role changes.
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Section V: Discussion
Summary

The original aim of the project, to implement an SG leadership structure in the MCH
department, was initiated and partially developed; however, due to the identification of the need
to address the department’s cultural foundation before SG could succeed, a revised aim was
developed. The revised aim was to implement TeamSTEPPS training and adopt the tools and
strategies in the department, with a focus on improving teamwork and communication among
team members. TeamSTEPPS training became the project intervention. While the intervention
changed, the intention to improve nurse engagement remained and was expanded to the larger
team. The incredible teamwork of the design team demonstrated the capability to engage
effectively in teamwork and communication as a multidisciplinary team. The design team
became the architects and leaders of change. All design team members were charged with the
accountability to not only train, but to be the implementers, embedders, and champions for
TeamSTEPPS to become a part of the way we do things around here, also known as culture. The
project resulted in the successful training of 400 individuals; provided new tools to improve
safety and behaviors that strengthen communication and teamwork, a roadmap for others to
follow as more teams adopt TeamSTEPPS; and developed frontline leaders, including RNs who
demonstrated authentic engagement throughout the process of this project. The greatest
weakness of the project was the inability to complete the outcome data collection. Without
outcome data, the evidence of success is somewhat circumstantial.

The intended impact of this project was to initiate the development of a fresh foundation
to help establish the stable culture needed to support the implementation of SG at a future date.

One of the most important characteristics of this project was the lack of hierarchy, with the
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leadership lying with the frontline stakeholders. Management and leadership took on a role of
support and barrier removal. This is consistent with the SG leadership model, suggesting that
while SG was not fully implemented, elements of it were evident in the project.

It is too early to determine the full impact of the project and its ultimate sustainability.
However, while not quantifiable, observations and evidence of the TeamSTEPPS in use provide
evidence that TeamSTEPPS tools and strategies can be effective in engaging team members to
improve communication and teamwork, thereby strengthening the safety culture and
relationships consistent with the literature. Changes in practices within the department include
team huddles and critical events team training, TeamSTEPPS tools use analyzed in critical events
debriefings, ongoing and regular steering team meeting, visual board, and team competitions
with rewards for use of the TeamSTEPPS tools. It is also worth noting the fun and enjoyment the
team demonstrated during the training as evidence that the training was engaging.

An unintended and unplanned by-product of the project was the development of the How
to Design and Deliver TeamSTEPPS Toolkit. The toolkit provides guidance based on the
experience of this project for others who want to adopt TeamSTEPPS in their departments. The
toolkit is simple and provides some tips and hints for successful training design.

Limitations

As previously noted, the inability to collect post-implementation data handicaps the
project. Without data to demonstrate the outcomes of the project, it is difficult to provide
unbiased evidence by which to evaluate the results of the project. Changes in leadership
direction, along with changes to the role of the director, added further complexity to the project

and resulted in certain limitations in terms of data collection.
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Conclusions

While quantifiable evidence is missing, the team was successful in designing the training
and delivering the training to 400 individuals and is expected to provide the model for other
departments in the hospital. Participant feedback regarding their level of knowledge speaks to the
quality of the training provided. The resulting How to Design and Deliver TeamSTEPPS Toolkit
is also a tangible outcome.

The purpose of the project was to improve RN engagement in their practice and to be
leaders from wherever they stand. The original vehicle to engage and promote RN leadership in
the organization was SG and was transitioned to TeamSTEPPS. The process of designing and
delivering the training resulted in the emergence of some of the characteristics of SG, with a
leveling of hierarchy and an increase in engagement and empowerment of the team. In the
process, frontline nurses and providers became the leaders, while management and leadership
took a role more consistent with the OTCs power with principle rather than power over,
providing support and removing barriers with the team. In concluding this project, it is evident

that the process was as important as the project was.
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Section VI: Other Information
Funding
All payroll funding for this project was provided out of the department’s operational
budget. Additional resources were also provided out of the operational budget, including team t-
shirts, decorations, and team awards. Additional funding for the venue and food was provided by

the senior leadership team. Funding was subject to the approval of the chief nurse executive.



TEAMSTEPPS: FOUNDATIONS FOR SHARED GOVERNANCE 39

Section VII: References

Advisory Board. (2013). The national prescription for nurse engagement. Retrieved from
https://www.advisory.com/research/nursing-executive-center/studies/2014/national-
prescription-for-nurse-engagement

Agency for Healthcare Research and Quality. (2017). TeamSTEPPS. Retrieved from
https://www.ahrg.gov/teamstepps/index.html

American Nurses Association. (2016, December 14). Stepping into a culture of safety. American
Nurse. Retrieved from http://www.theamericannurse.org/2016/12/14/stepping-into-a-
culture-of-safety/

Castner, J., Foltz-Ramos, K., Schwartz, D. G., & Cervavolo, D. J. (2012). A leadership challenge
staff nurse perceptions after an organizational TeamSTEPPS initiative. Journal of
Nursing Administration, 42(10,), 467—472. do0i:10.1097/nna.0b013e31826alfcl

Centers for Disease Control and Prevention. (2018). Data and statistics for cerebral palsy.
Retrieved from https://www.cdc.gov/ncbddd/cp/data.html

Clapper, T. C., & Ng, G. M. (2013). Why your TeamSTEPPS program may not be working.
Clinical Simulation in Nursing, 9(8), 287—-292. doi:10.1016/j.ecns.2012.03.007

Clavelle, J. T., Porter O’Grady, T., Weston, M. J., & Verran, J. A. (2016). Evolution of structural
empowerment. Moving from shared to professional governance. Journal of Nursing
Administration, 46(6), 308-312. doi:10.1097/NNA.0000000000000350.

Dempsey, C., & Reilly, B. A. (2016). Nurse engagement: What are the contributing factors for
success? Online Journal of Issues in Nursing, 21(1), 2.

doi:10.3912/0JIN.Vol21No01Man02



TEAMSTEPPS: FOUNDATIONS FOR SHARED GOVERNANCE 40

Dent, B., & Tye, J. (2016). Creating a positive culture of ownership. Nurse Leader, 14(3), 185—
190. doi:10.1016/j.mnl.2016.03.005

Gallup. (2017). State of the American workplace. Retrieved from
https://news.gallup.com/reports/178514/state-american-workplace.aspx

Gerard, S., Owens, D., & Oliver, P. (2016). Nurses’ perceptions of shared decision-making.
Quantifying a shared governance culture. Journal of Nursing Administration, 46(9), 477—
483. di:10.1097/nna.0000000000000378

Hastings, S. E., Armitage, G. D., Mallinson, S., Jackson, K., & Suter, E. (2014). Exploring
relationship between governance mechanism in healthcare and health workforce
outcomes: A systematic review. BMC Health Services Research, 14(1), 1-14.
doi:10.1186/1472-6963-14-479

Institute of Medicine. (2011). The future of nursing: Leading change, advancing health.
Washington, DC: National Academies Press.

Jacobs, D., & Ward, C. W. (2012, July). Empowering frontline nurses to transform shared
governance. Nursing, 42(7), 18-20. doi:10.1097/01.nurse.0000415321.70217.0d

Keyko, K., Cummings, G. G., Yonge, O., & Wong, C. (2016). Work engagement in professional
nursing practice: A systemic review. International Journal of Nursing Studies, 61, 142—
164. doi:10.1016/j.ijnurstu.2016.06.003

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

Leavell, L. (2015). Kaiser Permanente nursing professional practice introduction to the voice of

nursing [Internal document].



TEAMSTEPPS: FOUNDATIONS FOR SHARED GOVERNANCE 41

Newman, K. P. (2011). Transforming organizational culture through nursing shared governance.
Nursing Clinics of North America, 46(1), 45-58. d0i:10.1016/j.cnur.2010.10.002

Orr, P., & Davenport, D. (2015). Embracing change. Nursing Clinics of North America, 50(1),
1-18. doi:10.1016/j.cnur.2014.10.001

Overcast, J., Petty, L. J., & Brown, S. (2012). Perceptions of shared governance among nurses at
a Midwestern hospital. Nursing Administration Quarterly, 36(4), el-ell.
doi:10.1097/naq.0b013e318268961b

Rosen, M. A., DiazGranados, D., Dietz, A. S., Benishek, L. E., Thompson, D., Pronovost, P. J, &
Weaver, S. J. (2018). Teamwork in healthcare: Key discoveries enabling safer, high-
quality care. American Psychologist, 73(4), 433-450. doi:10.1037/amp0000298

Russo, C. A., & Andrews, R. M. (2009). Potentially avoidable injuries to mothers and newborns
during childbirth (HCUP Statistical Brief 74). Retrieved from AHRQ website:
https://www.hcup-us.ahrg.gov/reports/statbriefs/sb74.jsp

Shirey, M. R. (2013). Lewin’s theory of planned change as a strategic resource. Journal of
Nursing Administration, 43(2), 69—72. doi:10.1097/nna.0b013e31827f20a9

Siller, J., Dolansky, M. A., Clavelle, J. T., & Fitzpatrick, J. J. (2016). Shared governance and
work engagement in emergency nurses. Journal of Emergency Nurses, 42(6), 325-330.
doi:10.1016/j.jen.2016.01.002

Thomas, L., & Galla, C. (2012). Building a culture of safety through team training and
engagement. BMJ Quality & Safety, 22(5), 72-83. doi:10.1136/bmjgs-2012-001011

U.S. Department of Labor, Bureau of Labor Statistics. (2015). Occupational employment

statistics. Retrieved from https://www.bls.gov/oes/current/oes291141.htm



TEAMSTEPPS: FOUNDATIONS FOR SHARED GOVERNANCE

Watson, J. (2008). Nursing: The philosophy and science of caring. Boulder, CO: University

Press.

42



TEAMSTEPPS: FOUNDATIONS FOR SHARED GOVERNANCE

VII. Appendices

43



TEAMSTEPPS: FOUNDATIONS FOR SHARED GOVERNANCE

Appendix A. Stakeholders and Assets Map

44

Improve communication and teamwork among
nurses, management, and providers by training
90% of all Matemal Child Health

teammembers in TeamSTEPPS by March 31,
2018.

Opposition
None identified

Competition

Time and other organizational priocities

Stakeholder and Assets Map

Constituents
Staff Nurses (220)
0B Technicians (6)

Unit Assistants

Staff Physicians
Physician Chief (2)

Assistant Physician Chiefs (2)
Certified Nurse Midwives (CNM)

Certified Registered Nurse Anesthesists

Department Managers (3)
Assistant Managers
MCH Director (1)
Nurse Educator
Clinical Nurse Specialist

Values: Patient C dness; Prof lism; Collab
Organizational Pride

Assets: Skilled clinicians, Heart Math/Caring Science expertise,
expertise in learning and development, and care experience.

Interests: A great work experience, professional fulfillment, ability

to influence work in a2 meaningful way.
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Values: Patient Centeredness; Professionalism; Collab
Organizational Pride; Quality;

Assets: /led| infl hin

5), tools and resources

evidence-based nursing practice, promote patient centered

W practices, elevate nursing practices and levels of education.
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Appendix B. TeamSTEPPS Perception Questionnaire Survey Monkey

2016 TeamSTEPPS Teamwork Perceptions Questionnaire

Work Place information

* 1 What is your b dassifcaton™

OfFer [pease soecfyh

* 2 What department do you work in?

e (pease woachy)

* 3 What facilty do you work in?

OFer (preave sy
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20168 TeamSTEPPS Teamwork Perceptions Questionnaire

Team Structure
* 4 The skils of the s27 overtap sufcintly 50 1hat won Can B ShArBd Whan NECEssary.
Stringy Agree Agree Nt Dsgres | Slengly Deagres

*= 5 Swafl are held accountable for Thisr aclions
o gy Agree Agros hruts L] Thuegy Umagrme

* & SufiProviders wihin my unitdeganmont | work in share i hon thal os oty i g
by ™ direct patont civo Bam

Shrngy Agree Agree Pt Do Strengty Dmacree

-7 My T malos eff use of resources (& ¢, staff, supplies, equipmeant, Information)

Sarongy Agee Agrne Pt Tengrem Lrengty Dangree

* & SafiProvders understand their rofes and responsibiites
Sron gy Agee Ao M Dt jrea Irongly Dnagres

* & My unitdepanment | work in clearly understand o rolos and reaponubiitos
Sarongs Agee Agree Piitn O msngrom Strongty Daagres

* 10, My unt'Gepartment | work in Nas cleary articulated goals
Srongy Agee Agrne Bty Dmngres Strongly Dmagree

= 11, My enivdepartment | work in operates al s high level of eficency
Bdron gy Agree hyroe Mt Dagrea Shtingly Dnagee
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2016 TeamSTEPPS Teamwork Perceptions Questionnaine

Leadership

* 12, My super ! Drovisers INput whisn making Gecasons aboul patent Cire
Taron gy Agree e Beib 0 wsnjreme gy Dneyem

* 13, My supénd wBQer/chiel Providas OppOMunilies 10 dBCUSS (RO our L' id
pericrmancn after an event

Srongy Ages Agrus Piba D e Srongly Deagres

* 14 Ly supervisorimanager/chiof lakos time 10 moet with sta®'providoen 1o develop 8 plam for pationt care
Sarongy Agee Hugree P! ] Strengty Dneacrees

* 15, My super et/ chied {eg., sinf supples. equipment,
information ) are avalatic

Shron gy Agres Ayres Pesiba D yrem Strengly Daagres

* 16, My suparvisorimanaden!chiel Modeis SOQropriate 1am bahavior
Evon gy Agres Agrne Pt Lo v Srenggy Dnagres

* 17, My supersi fedv wiars are annre of any situstions or changes hat
may aflect patont care

Sorongy Agee Ao L Dsigrins Etrongly Daagres

47



TEAMSTEPPS: FOUNDATIONS FOR SHARED GOVERNANCE

2016 TeamSTEPPS Teamwork Perceptions Questionnaire

Situation Monitoring

* 18, SwtProvdens eflectively anicDa Sach OMors NeGas
Carngy Agew Igree Bewa it 0 s Strengly Drmagres

19, SWMProvicers montor each oFars parfommance
Lrongy Agree Agroe LT Dmagres Strongpy Dnagres

20, StafiPrawd - t inf 1o8ith by

Srongy Agree Agroe Mauta Dsagres Strengyy Daagee

21, S1aftProvidens coninuously scan he smvironment for imponant informaton
Berongy Agree hgrus [ Dsrem Sirengly Daagres

* 22, SuaftProvidens share information reganding | wlications (e Q.. patlent changes, bed
aralabiity)

rongy Agve Ao ot [T rergy Doages

* 23 SuftProvden moets 10 recvahuate pationt care goals whan cts of the sihabon have changed
Srongy Agrew Aagrwe Pt L e Strorgiy Dmagres

* 4. St Providens comect oach other's mislskes 10 enture ol procedured are IoBowed propesy.
arongy Agres Agrme Meme sty D mongree Shromgly Dmagres
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2016 TeamSTEPPS Teamwork Perceptions Questionnaire

Mutual Support
* 5 SetProvdens assst Bllow sta dunng hgh workioad
gy Agew Agrme B b ) v rwns Sirvengy Drmagren

* 26 S1afProvidens request assistanes from feliow S1% when they feal overwhelmed

Hron(ry Agree Agroe Y Dmayrem Siengy Unagee

* 27 StaflProwdens cauion each other aboul polertaly dangerous stmbons or condions

Srongy Agree Agroe Aty D magroe Strongly Deagee

* 28 Feadback bed fliproviders & dal d in & wiy thal promoles posilve nleracions and future
charge

Serongy Agree Agrme N Dmagres Strengty Dnngren

* 75 Staff advocate for patents even when ther cpmion conficts wih that of a senior mermber of the
unitdepariment

S Agree e Bsibw L) v Strorggy Dnagres

* 30, When ¥ ety havve 8 aboul patient safety they challenge ofors untl ey are e o
mncem hes boon hoard

Sarongy Agee hgroe Pt [(L- Strongly Deagres

* 31, S Providens resoive heir COnBiCEs, even aiwn e cONICE have Decome personal

gy Agree g P it L] Stevengy Dampos
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2016 TeamSTEPPS Teamwork Perceptions Questionnaire

* 32 niomation rgarang paBent Care § xp op and Do 1 in lary terms
Favirpy Agrem e L 0 mesyrem Birersgy Dncagro

* 33, SwfProviders reliy relevant i in & timedy
Sarungy Agree Agres | Neutw | Disgres Shengy Dmagres

* M. Whan g with pas fiprowvidars alow gh bme for q

Serongy Agree Agroe Bty Dsagree Strongly Deagree

= 3 St Providens use hogy whan g with each oer
Saron gy Agree By LS Y Daagres Btrongly Deagres

T gy Agee grae Pt T o vy Dongem

* 37, SiafliProvicers follow & dnrdi 2ed Mehod of sharing nformasion when handng off patients.
Strongy Agree Agrew Pt Deagres Strenggy Deagres

* 38, SwfiF dors sack inf from all avvmdab

Seron gy Agres Agros N D e Etrongty Deagyes
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2016 TeamSTEPPS Teamwork Perceptions Questionnaire
Comments

X Whnat is one Ting you would want Sons afferently 10 IMDOve 1amwork Of COmmunicatons?
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Appendix C. Target Team by Role

TARGET TEAM MEMBERS FOR TEAMSTEPPS
TRAINING

NICU PHYSICIANS

OB PHYSICIANS 9% L&D RN
9%

MIDWIVES
5%

MB RN

NICU RN 19%

23%

“_ Lactation

Unit Assistants 2%
4%
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Appendix D. Survey Participants by Role

MD

CNM, NP, CRNA

RN

ANM, Manager,
Director

Educator,
Clinical Nur...

Tech - OR,
RAD, ED, OB

Therapy - RT,
PT, OT, ST, SW

UA, PCT,
Transporter,...

Other

0% 10% 20% 30% 40% 50% 60%

70%

80%

90% 100%
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20%

10%

20%

10%

0%

Appendix E. Post-Training Knowledge Data

Before this Presentation My Knowledge of this Subject Was:

53%
47%
44%
=
40%
35%
33% 33%
2
17%
(i 12%

2/28/18 AM 2/28/18 PM 3/6/18 AM 3/6/18 PM 3/13/18 AM 3/13/18 PM 3/15/18 AM

@Excellent ®Very Good @Good @Fair @Poor @N/A

After this Program My Knowledge of this Subject is:

58%
56%
53%
51%
48% 48%
43% 42
36
35
33
31%
23

2/28/18 AM 2/28/18 PM 3/6/18 AM 3/6/18 PM 3/13/18 AM 3/13/18 PM 3/15/18 AM

@Excellent ®Very Good EGood ®EFair @Poor EN/A
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Appendix F. Membership and Community Demographics

AGE

mMembership  mCommunity

20.1%

0-14 15-24 25-34 35-44 45-54

‘Source: Membership, Market and Sales
*Membership data

65+

Age Range

= Members closely
match population
data across all
groups except
0-14

= Local population
has twice as
many young
children

= Median Age - 39

Data
= Actual
Membership Data

MEMBERSHIP

COMMUNITY

Female
52%

Gender
= Members nearly exact match to local community

Data
= Actual Membership Data

Source: Membership, Markef and Sales
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Ethnicity

i Membership # Community

35.90%

3%

27%

19.60%

13.00%
1%

Race

= Largest segments:
= Asian (31%)
= Hispanic (30%)
= White (27%)
= Black (11%)

= Slightly higher
reported White
and Asian but
fewer reported
Hispanic
compared to local
population

1% 1.40%

Data
= Self Reported

White Black Hispanic  Asian/Pacific Other
Islander

‘Source: Membership, Market and Sales
*Self-Reported

INCOME

© Membership ® Community

20%

17%17.0%

13% 12.9% 12.5%

Income Range

= Largest segment
$100-150K

= All ranges similar
to population
except $35K or
less. Local
population has
more in category
(7.2%)

= 33% of members
are at or below
200% Federal
Poverty Level
($47,100) vs 40%
in local

community
>
& 5:}5*' ,\9:*' \Qﬁl' 'séb ']96"' q,@ Data
o o o & & = = Self Reported
= =« < ,;9 ,,\‘? = Calculated using

external
population data

‘Source: Membership, Markef and Sales
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EDUCATION

m Membership  ® Community

28.7%
26% 25.7%

21%
20% 19.0%

10% 10.6%
g% 8.3% 8% 7.6%

9th Grade 9-12th Grade {no High School Some College (no Bachelor's Degree College
degree)

Grad/Professional
Degree

diploma) Graduate

‘Source: Membership, *City of San Leandro

Education Level

= Largest segment
HS grad, some
college and 4-yr
grad

= Similar to local
population except
fewer members
with some college
21% vs 28.7%

Data

= Self Reported

= Calculated using
population data

Spoken Language

SPOKEN LANGUAGE

u Membership @ Community
85%

6.0%

0% ﬁ 1% 0.9%

Language

Preference

= Nearly all
members (85%)
report English
preference vs
population (47 %)

* Reverse is true
with significantly
fewer reporting
Spanish (11%) or
Asian (4%)
preference
compared to the
population

DATA
= Self Reported

English Spanish Asian European Other

Source: Membership, Market and Sales
*Self-Reported
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Appendix G. People Pulse Data 2014 — 2017

MY DEPARTMENT OR WORK UNIT
OPERATES EFFECTIVELY AS A TEAM.

| HAVE ENOUGH TO SAY ABOUT HOW I
DO MY JOB
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STUDY

Newman, K.P. 2011.
Transforming
organizational culture
through shared
governance

Overcast, J., Petty,
L.J.. Brown. S. 2012
Perceptions of shared
governance among
nurses at a
midwestern hospital.

Saller. J.. Dolansky.
MA., Clavelle. J.T.,
Fitzpatrick, J.J. 2016.
Shared governance
and work engagement
in emergency nurses

Cummings, G.G.,
Yonge, O., Wong,
C.A 2016

Work engagement in
professional nursing

Appendix H. Systematic Evidence Review Table

DESIGN

Single-hospital
implementation and
outcome description

Prospective, cross
sectional

Instrument used
Index of Professional
Nursing Governance

(IPNG)

Descriptive,
correlation design

Systematic review
Yield 3621 titles
& abstracts screened

113 Full text reviews
18 included

SAMPLE/

SETTING
519 bed hospital 1n
Kentucky

100 nurses in one
hospital; each shift
was visited no
exclusions

43 emergency nurses
recruited on
Emergency Nurses
Association website

1 Qualitative study
2 mixed methods
15 quantitative
studies

OUTCOME

Shared governance
improved
performance, staff
engagement, obtained
Magnet status

Nurses who have
active role in SG
score higher on
IPNG. Appears
engagement is higher
when RNs are more
involved directly.

Significant positive
relationship between
shared governance
and work engagement

Many factors
influence work
engagement: NDj-R
1s good model for
evaluating: more
study warranted
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APPRAISAL OF
EVIDENCE
John's Hopkin's Non-

Evidence
Appraisal Tool: Level
VB

John's Hopkin's Non-
Research

Evidence Appraisal
Tool: Level VB

John's Hopkin's Non-
Research

Evidence Tool: Level
VB

John's Hopkin's
Research

Evidence Appraisal
Tool: Level III B
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practice: A systematic
review

Clavelle. J.T, Weston,
M.J., Porter-
O'Grady, T., Verran,
J.A. 2016. Evolution
of structural
empowerment
moving from shared
to professional
governance.

Gerard, S., Owens,
D._, Oliver, P. 2016.
Nurse perceptions of
shared decision-
making processes.
Quantifying a shared
governance culture.
Hastings, SE.,
Armitage, GD_,
Mallison, S., Jackson,
K., Suter, E. 2014.
Exploring the
relationship between
governance
mechanisms in
healthcare and health
workforce outcomes:
a systemic review.

Conducted concept
analysis of structural
empowerment
(SE)and shared
goverance (SG)
Deductive lit review
over 10 years.
Concept clarification
worksheets & matrix
tables used

Single-hospital non-
human research study
employed the
Decisional
Involvement Scale
(DIS) utilized
convenience sample
Systemic Review

Reviewed SG
evolution and
concepts and
attributes of PG

476-bed community
hospital where SG
had was in place 10
years.

Included peer
reviewed papers and
grey literature. 2
reviewers
independently
reviewed with 113
retained for study.

Concepts of PG demo
evolved framework

4 key attributes of PG
Accountability
Professional
Obligation

Collateral
relationships
Decision Making

SG requires
continuous
improvement to
maintain and
continue success.

Shared governance
along with Magnet
accreditation, and
professional
development focus
demonstrated
improved outcomes
for workforce.
Training on quality
initiatives when
implementing a new

60

John's Hopkin's Non-
Research

Evidence Appraisal
Tool: Level VB

Johns Hopkins
Nursing Evidence-
Based Practice
Research Evidence

Appraisal Tool: Level
IITA

Johns Hopkins
Nursing Evidence-
Based Practice
Research Evidence

Appraisal Tool: Level
IIIB
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Dempsey, C., Reilly,
B.A.. 2016. Nurse
engagement: What
are the contributing
factors for success?

Kutney-Lee A,
Germack, H.,
Hatfield. L. et al
2016. Nurse
engagement in shared
governance and
patient and nurse
outcomes.

Jacobs D., Ward CW.

2012. Empowering
frontline nurses to

Literature review

Large cross-sectional
study utilizing
secondary data

Implementation
description

NA

20.674 nurses 1n 425
hospitals in for states
in the US.

Single hospital on
Magnet journey

initiative was
associated with more
better outcomes and
more positive
response from
providers

Nurse engagement
has a critical impact
on quality, safety,
patient outcomes, and
patient experience
making nurse
engagement a critical
focus for leaders 1n
healthcare.
Limatations to
demonstrating a
causal relationship
between nurse
engagement and
patient outcomes
authors suggest SG
can be a strong
strategy to impact
nurse satisfaction and
influence patient
satisfaction and other
publicly reported
outcomes.

Initiated a successful
implementation of
SG by beginning with
a appreciative inquiry

61

Johns Hopkins
Nursing Evidence-
Based Practice
Non-Research
Evidence Appraisal
Tool: Level VA

Johns Hopkins
Nursing Evidence-
Based Practice
Research Evidence

Appraisal Tool: Level
IITA

Johns Hopkins
Nursing Evidence-
Based Practice



transform shared
governance.

Orr, P, Davenport, D. Literature Review
2015. Embracing
change.

Castner. J., Foltz-
Ramos, K., Schwartz,
D.G.. Cervavelo,
D.J,2012. A
leadership challenge
staff nurse
perceptions after an
organizational
TeamSTEPPS

initiative.

Cross-sectional study

Thomas, L., Galla, C. Organizational

2012. Building a Experience, Program
culture of safety Evaluation

through team training

and engagement.

TEAMSTEPPS: FOUNDATIONS FOR SHARED GOVERNANCE

NA

A 5-hospital
healthcare
organization

Large multi-hospital
system including
long-term care
facilities serving.

approach, avoiding
top-down tactics.
Resulted 1n positive
outcomes for staff
and patients.

Discussion of
implementation of
change in nursing in
alignment with IOM
and ACA and
supporting theoretical
models

The study was
intended to measure
nurse perceptions of
teamwork skills and
behaviors at work
while the
organization engaged
in an implementation
of a teamwork
development
program.

One organization’s
journey to assure
success in
implementing and
sustaining
TeamSTEPPS across
the organization.
More than 30,000

Non-Research
Evidence Appraisal
Tool: Level VB

Johns Hopkins
Nursing Evidence-
Based Practice
Non-Research
Evidence Appraisal
Tool: Level VA

Johns Hopkins
Nursing Evidence
Based Practice
Research Evidence

Appraisal Tool: Level
IIIB

Johns Hopkins
Nursing Evidence
Based Practice Non-
Research Evidence

Appraisal Tool: Level
VA
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Dent, B., Tye. J.
2016. Creating a
positive culture of
ownership.

Clapper, T.C_, Ng,
G.M. 2013. Why
your TeamSTEPPS
may not be working

Organizational
experience

Literature review

team members
trained.

Authors discussed
literature and data
from American
Nurses Association
(15 hospitals) with
supporting evidence
that negative cultures
within many
healthcare
organizations 1s a
crisis in healthcare
and what one
organization did to
create and maintain a
positive culture.
Evaluation of barriers
and factors that may
negatively impact
implementation and
sustainability of

TeamSTERRS
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Johns Hopkins
Nursing Evidence
Based Practice Non-
Research Evidence

Appraisal Tool: Level
VA

Johns Hopkins
Nursing Evidence
Based Practice Non-
Research Evidence

Appraisal Tool: Level
VA
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Appendix I. RN Engagement

Figure 1. RN Engagement vs All Other Frontline Roles.

Percentage of Staff Engaged Nationally
RNs Versus All Other Frontline Roles

42.8%
41.5%

38.9%
I 37.7%
32.6%
' 27.9%

31.4%
28.7%

2010 2011 2012 2013

Figure 1. Advisory Board 2013.
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Appendix J. RN Engagement by Years in Position

4.34

Engagement
F-9
=

F-9

39 T

38

4.15 414
411
4.08
Iﬂ04 ] ] I I

<6bmo 6-12mo 1-2 yrs 3-5 yrs 6-10 yrs 11-15yrs 16-20yrs 20+ yrs

Tenure

Dempsey & Reilly (2016).
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Appendix K. RN Engagement — Direct Care and No Direct Care

4.25 -

o
N

-~
Y
(%))

P
Y

Engagement
5

=Y
|

3.95

3.9

DIRECT NO DIRECT

Dempsey & Reilly (2016).
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Appendix L. Organizing Theory of Change Model

Organizing Theory of Change

Theory of change: If 2 Then

; Change:
If we do X = Y change will occur.

Using this power to
address the challenge
our people are called to

Power: face

Building a
community around
that leadership to
create power

People:

Recruiting and .
developing ... people acting together

leadership to change the status quo

Institute of Healthcare Improvement Model
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Appendix M. Voice of Nursing Professional Practice Model

orative Work En Viroy,

\eadershj,

’ cw\'\no of Nu,,[.
o\" N,
PROFESSIONALISM

/
/
/

PATIENT
AND
FAMILY

PATIENT -~
FAMILY
CENTRIC

ICtice of NU"\
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Appendix N. How to Design and Deliver TeamSTEPPS Toolkit

69

Genevieve \mm,m«u RN NEABC

Phome 225898 2104
Foanak gower b hucnkis ste

I T

DESIGN AND
DELIVER
TeamSTEPPS

Genevsave Wnght DIRC MHCA, RN, NEA BC

vimca e Ty

VA B ean eildiched add wdponc! B b

Q et Pos A
d baiitia ok

echude o tmedes lor B Seign and baniey, «

e okt e baniey, mamds ad
o b ley L -
Baren, weaiey plans can by oS im B e
Gromne mambente for laem - uma e O
Joer o maghlmdde v whouts rame L
ood ad bvanat s, PaTUSE L presemers, b
Lo Covp o ddeewry man apar Leacsemry
b bt 1 ek 4 Lpao recasey B
serade 4 wlkoperiwd and e vevery
Keomerand eatvg 3 Mwm heme b cele
R S, .

e P Comchom ov B LIRQ A el
e lox A weilc e o Sudenend
Gt of waray (3, Abe $he )
bulddey v b
wtive Mot varerg wbngon Juiom, wdea
Snanwce, an game, Xovy Mirg) © manien
-d

modds wans wl b Sevgr mdighs madde

sy, wd will veres o Al
B R S
s e lans

Orcn modde adl varey mamds av congphaad
. d
poce 10 S fel erery

Dedivering the Training

A 3nd 3 detatied
loguncs plan will make alithe ddterence in
the success of TeSmSTEPPS training.

ok ; -
Plsn oy

0 assure that the space 5 502 up as plannad,

resources 3re present, plan for parnapant
flow works in the space, food has srrved,
30d be prepared to make quEtMents 33
ncedad moment
Jor the tralning wam before the doors open.

During the traning don't hagiateto make
»n

o

unplannad kisuss that arise. Take ame after
ewery training 5245i0n 10 dobrief thoteam
3nd make improvements to the traning that
are idonttied. Bo Zurd 10 AV 3 PN
ewakiation for a3ch training.
Sustatnability Plan
Training 15 dane, but that ks just the
baginning. Within 1 week of training

L 1] o keep
high. Be sure TeamSTEPPS vially
present in the dapartment. Chaose 3
module ar 3 couple tools 10 focus on every
OnS 10 two manths. Steering Taam zhould
B¢ maeting monthly with 3a establizhed
charter. Recommend to bulld into the
dopartment QOVErnonce structure.
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How To Design and Deliver
TeamSTEPPS Training

effect pationt safety.

Thiz toolkit prodes guidance to halp toams desgn
2nd deleect vaning. Thic
00N 24TUMes 30 3asessment of the tasm's
The ta3m & ready to embark on the TamSTEPPS
Journey.

and

Steps to Design and Deliver TeamSTEPPS Training

Leadership Sup port

Lasdorahip Zuppart 1 ormcal to dedore and after
Implomentation TeamSTEPPS. The training lysthe

what comes the dogree to
which thiz Intervention tranciorms the aulture and
the team.

Proot of Concept

The proot of concept prowides the Koy COMPONSNts
20 presant 20 the leadrship 10 engage and garner
Zupport for the project. Defferent tooks &3 be wied
20 present the proof of conce pt and many
OrFANZIN0NS hawe Tooks that must be wsed. i not,
the Insmuee for Hodlthaare Improvement (M) 2 3
Rood source.

20 Inchude in proot of

®  Goalor Akm Smtoment Induding what areyou
Lrying ccomplah, wiy, Dy whon, 3nd how will
YOu know you were successiul? A compoling
value 3dd goal k2 3 must.

®  Stakcholders are3 crimcal clemant 30y project.
Who are they and how will they be engage
the process? Froating stakehoiders e
essenmal mambers 0f the dezign 3ad delvery
team.

o Moncy matters 3 detadied and raskene
budget w
Ivestment (A0 should be nckudad i the
proof of conce pt. budget, cxpacted return on
oveztment (RO

Getting Started

dezan 3nd be

done 3t zame Tme the TeamSTEPPS Toam
Percepmon Quesionnaire (T TAQ) survey & boing
conducted. The T TRQ will helpthe design team
detormine what TeamSTEPPS moduies and tooks
will most banof the team. The designand

v hould nchade

from 38 within

or department and 3ncilay SUPPOT WM. For
axampie 03 Lador and Delvery unit you may
WINE NUTIES, SUPPONt 3N, prowders (08,

lesdership, Quality, senices That pravide e
Wzhin the departmant But A Pt of might be
nonpes! 130, OR, or KU, 3nd projes
conautant. Bralncorming and Castig 3 drosd aet
1 hoiohl 1 this S3g0. you 3N Jhays doade to
docrease 33 the projoct mowes forward.

AHRQ.2016
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Appendix O. TeamSTEPPS Design and Implementation

TEAMSTEPPS DESIGN TEAM

Regional

Consultants
MD Leadership

RN Leadership Staff RN

Educator/CNS

Midwife

Doctor
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Appendix P. TeamSTEPPS Model

Agency for Healthcare Resehrch and Quality
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Appendix Q. Gap Analysis

GAP ANALYSIS
MD not
Communicating RN .Not
Plan Speaking Up
27% 27%

Lack of
Situational
Awareness

SBARMot Done
6%

RN Not
Escalating
20%

Communicated
7%
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Appendix R. Gantt Chart

ELDNP Project Gantt Chart
2018' lel 2018 2018 2018 2018 2018 2018
ActivityTask Jun Aug Sept Oct Nov Dec
p Phase
Recieve People Pulse (PP) Baseine Data

Review PP scores and analytics
Share and Understand Data (Teams)
Teams determine focus area
Develop Governance Structure
Approval of Governance Structure
Develop Charter Templates
Develop Staff interest Applications
Communication wistakeholders.
Revise SOD and Prospectus
|Begin Evaluation Period
Post implentation Survey
|Begin Final Project Paper
Focus on Final Paper
Final Paper Due
Graduate
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Appendix S. SWOT Analysis

SWOT ANALYSIS

Project:TeamSTEPPS Laying the Foundation for Shared Governance

Strengths
*Membership with Agency for Healthcare Research

Weaknesses
Assistant Manager are key supports and leaders and
are the resource underhired

*Require change of thinking
*Culture is tough to change,“Culture eats strategy

Opportunities T Threats

*Improve communication and collaboration S|
with external stakeholders (TCJ, AHRQ, DPHO)

*Fear of external reporting of harm events
*Threats to reputation posted on social media

*California Nurses Association Bargaining Unit
Agreement limitations on scope
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Appendix T. Work Breakdown Structure

TeamSTEPPS Design,
Training/Implemenation, Sustainability Project

PROJECT DEVELOPMENT

DENTIFY
STAKEMOLDE
RS

)CTURL

SITUATIONAL

MONITORIN:
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Appendix U. Budget / Return on Investment

TeamSTEPPS Implementation Budget

PROJECT TASKS LABORHOURS LABOR COST/HR TRAVEL COST($) OTHER COST($) TOTAL PER TASK

Gain Necessary Approvals 10.0 $0.00 $0.00 $0.00 $0.00

® Complete Research Analysis 400 $0.00 $0.00 $0.00 $0.00
E Develop Preliminary Design Specification 200 $86.02 $0.00 $0.00 $1,720.40
E Develop Detailed Design Specifications 80.0 $86.02 $0.00 $0.00 $6,681.60
o Wenue and Catering Planning 10.0 $45.00 $0.00 $0.00 $450.00
; Venue Decorations 0.0 $0.00 §0.00 $250.00 $250.00
E Printed Materials 0.0 $0.00 $0.00 $200.00 $200.00
E TeamSTEPPS Pocket Guides 0.0 $0.00 $0.00 $1,062.50 $1,062.50
o Trainer T-Shirts. 0.0 $0.00 $0.00 $1,329.711 $1,329.71
Subtotal 160.0 $0.00 §2,.842.21 $11,894.21

=z Presenters and Support Staff 2440 $86.02 $0.00 $0.00 $20,988.88
E Staff Training 1,316.0 $86.02 $0.00 $0.00 $113,202.32
E Venue Rental 0.0 $0.00 $0.00 $4,600.00 $4,600.00
E Food 0.0 $0.00 $0.00 $5,660.49 $5,660.49
§ Misc. Cost item 0.0 $0.00 $0.00 $0.00 $0.00
3 Subtotal 1,560.0 $0.00 $10,660.49 §144,851.69
Training Debnefs 20.0 $86.02 $0.00 $0.00 $1,720.40
Steering Committee Meetings 120 $86.02 $0.00 $10.00 $1,042 24

Final Report Submitted to Board 30.0 $80.00 $0.00 $50.00 $2,450.00
Presentation of Findings 4.0 $80.00 $100.00 $50.00 $470.00
Subtotal 66.0 $100.00 $110.00 $5,682.64
Subtotals 1786.0 $80.00 $100.00 $13,612.70 $162,428.54
Total (Scheduled) 1786.0 $80.00 $100.00 $13,612.70 $162,428.54
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Appendix V. Cost Avoidance

Newborn Birth Injuries

1.6/1000

Newborn Discharges

3750)

Maternal Birth Trauma

3.9 - 160.6/1000|

Maternal Discharges

3700)

injury

Average settlement for severe birth
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Appendix W. Responsibility / Communication Matrix

79

PROJECT DEVELOPMENT
RESEARCH WHO PLAN WHO DESIGN WHO
TeamSTEPPS LITERATURE RN DIRECTOR IDENTIFY STAKEHOLDERS RN DIRECTOR TRAINING PLAN RN DIRECTOR
SEARCH MD CHIEF MD CHIEF
RISK CONSULTANT
PRE-SURVEY RN DIRECTOR CONCEPT DEVELOPMENT - RN DIRECTOR ADOPT VISUAL MODEL DESIGN TEAM
(TeamSTEPPS TEAMWORK MD LEAD PROJECT PURPOSE AND MD LEAD (AHRQ)
PERCEPTIONS SCOPE RISK CONSULTANT
| QUESTIONNAIRE)
‘COMMUNICATION PLAN RN DIRECTOR ADOCPT SURVEY TOOL RN DIRECTOR
MD CHIEF (AHRQ) MD CHIEF
RISK CONSULTANT
RECRUIT DESIGN TEAM RN DIRECTOR TRAINING MODULE DESIGN TEAM
MD CHIEF DEVELOPMENT
CLINICAL NURSE EDUCATOR
DEVELOP DEPLOYMENT PLAN | DESIGN TEAM DEPARTMENT SPECIFIC LOGO | CLINICAL NURSE EDUCATOR
BUDGET RN DIRECTOR POWER POINT MATERIALS CLINICAL NURSE EDUCATOR
MD CHIEF FOR TRAINING DESIGN TEAM
SENIOR LEADERSHIP
BUSINESS, STRATEGY, AND
FINANCE DEPARTMENT
PROJECT IMPLEMENTATION AND SUSTAINABILITY PLAN
COMMUNICATION WHO KICK-OFF/TRAINING WHO EDUCATION WHO
W/STAKEHOLDERS RN DIRECTOR DETERMINE DATE(S) DESIGN TEAM DESIGN TEAM RN DIRECTOR
MD CHIEF MD CHIEF
RISK CONSULTANT
W/DESIGN TEAM RN DIRECTOR RESERVE SPACE ADMIN ASSISTANT TRAINING MODULES MASTER TRAINERS
MD CHIEF MODULE TRAINERS
PARTICIPANT AND TRAINER RN DIRECTOR FUTURE HIRES CLINICAL EDUCATION
SCHEDULING MD CHIEF
CLINICAL EDUCATOR
STAFFING OFFICE
FOOD AND BEVERAGE ADMIN ASSISTANT
DESIGN PROMOTION FLYERS | CLINICAL EDUCATOR
PRINT MATERIALS ADMIN ASSISTATN
COORDINATION OF DESIGN TEAM
TRAINING DAYS
SUSTAINABILITY PLAN AND EVALUATION
SUSTAINABILITY WHO MONITORING WHO MONITORING PROCESS
MEASURES
ONGOING SUSTAINING TeamSTEPPS STEERING TEAM TeamSTEPPS STEERING TS STEERING COMMITTEE RN DIRECTO
ACTIVITIES (BI-MONTHLY) COMMITTEE CHARTER COMPLETION MD CHIEF
RISK CONSULTANT
RN DIRECTOR
MANAGERS
RN DIRECTOR
STAFF TRAINED >90% RN DIRECTOR
MD CHIEF
CLINICAL EDUCATOR

= COMPLETED YELLOW = IN PROGRESS CR ONGO(NG- = NOT STARTED




TEAMSTEPPS: FOUNDATIONS FOR SHARED GOVERNANCE

Appendix X. TeamSTEPPS Skills Trained

TeamSTEPPS'
Communication Tools

* SBAR

* Call-Out

* Cross-Check
+ Check-Back
+ Handoff

TeamSTEPPS’

A Continuous Process

)
Situation _—
Monitoring -~ ﬁ> Situation

(Individual Skill) Awareness
(Individual
Outcome)
l‘ ’!
\ / |

—

\

\ A \/ //'/
N e

(Team Outcome)

Towm Strategier & Tls 1o Ewhance Preformance 4 Petirnt

100 Level Skills

S

s

TeamSTEPPS'

Leading Teams Tools
» Briefs
Short session prior to start

Assign roles, establish expectations, anticipate
outcomes

» Huddles

Ad hoc planning to reestablish/reinforce and
assess or adjust plans

= Debriefs
Information exchange after the action MIDIESS

Touw Strutegies & Towds b0 Enbance Prrformnie & Nettent

Safery

TeamSTEPPS ¥
Mutual Support

Mutual support involves members:
Assisting each other — Task Assistance
Providing and receiving feedback - Feedback

Exerting assertive and advocacy behaviors when
patient safety is threatened — Two Challenge Rule
and CUS Words

Teass Strategies & Tosls to Fubance Perfarmance & Paticut Safery

n
Team Strategies & Tools to Enhance Performance & Patient Safety
o L
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Appendix Y. Training Participants by Role

TRAINING PARTICIPANTS BY ROLE

L&D RNs
RESP. TECH

OB Tech

MIDWIFES NICU RN
ANESTHESIA

CRNA/MD
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Appendix Z. Process Measures

MEASURE STATUS
Pre- and Post-Training Knowledge Level Completed
TeamSTEPPS Steering Committee Completed
T eamSTEPPS Steering Committee
Meeting at least bi-monthly Ongoing
Evidence of Sustaining Activities Ongoing
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Appendix AA. Steering Committee Membership by Role

MATERNAL CHILD HEALTH TeamSTEPPS
STEERING COMMITTEE MEMBERSHIP

NICU RN
LABOR AND DELIVERY RN
MOTHER-BABY RN
MOTHER-BABY MANAGER
NICU MANAGER
L&D MANAGER
L&D MD DIRECTOR
OB/GYN CLINIC MD DIRECTOR
CNM CO-CHIEFS
NEONATOLOGIST
ANESTHESIOLOGIST
CRNA
PDECEPI (EDUCATION DIRECTOR]
QUALITY DIRECTOR
MCH DIRECTOR
OB CHIEF

REGIONAL CONSULTANT
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Appendix BB. TeamSTEPPS Charter

TeamSTEPPS Project Planning Charter

Project Name: MCH TeamSTEPPS Training
Improvement Advisor: Quality Director

Project Co- Leads: Clinical Educator and L&D Physician Chief

Charter Date: February 6, 2018
Champions: MCH Director, OB Chief, NICU Chief

Mentors: Regional Risk and Patient Safety Consultants

2018. Complete projects to embed TeamSTEPPS skills by March 1, 2019.

Opportunities identified to improve patient safety outcomes
related to communication, teamwork and leadership
among all providers, staff and management in MCH.

Problem
Statement

Improve safety, quality, and efficiency of patient care using
the TeamSTEPPS medel and skills for providers, staff and
management in MCH.

Customer Benefit

Increased MCH providers/staff satisfaction using
TeamSTEPPS tools to create shared mental model
approach to care and developing a psychological safe
environment

Physician and
Staff Benefit

Potential decrease in staff tumover due to increased job
satisfaction. Decrease in potential lawsuits related to
adverse events secondary to communication breakdown.

Expected Financial
Impact

Anticipate increase in patient satisfaction scores and
increase in quality and care.

Increase in staff satisfaction scores in People Pulse and
improvement in TeamSTEPPS perception survey.
Decrease in risk involving communication

Other Business
Benefit

Identify Problem: January 2018

Gain Sponsorship: January 2018

Create a Steering Committee: 1/29/2018
Kick-Off Meeting/ Create Charter: 2/6/2018

Project SMART Goal: Complete TeamSTEPPS training for 95% of MCH providers and staff working in the hospital MCH units in San Leandro by March 31,

Project Team

Senior Leadership Sponsors: Senior VP & Area Manager, Physician-in-
Chief, Chief Nursing Executive
Champions: MCH Director, OB Chief, NICU Chief

Project Oversight: MCH TeamSTEPPS Steering Committee

Frontline: TeamSTEPPS Master Trainers/Champions

Project Timeline and Key Milestones Project Measures

Process Measure: 95% of hospital MCH Providers/Staff will complete
TeamSTEPPS Training by March 31, 2018
Outcome Measure: 5% Improvement in TeamSTEPPS perception
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Appendix CC. Watson’s Caritas Processes

g, trusting, caring relationships
5. Forgive— and negative feelings—authentically listen to
another’s story

8. Co-create—a healing envir

9. Ministe otional and spiritual humah needs.
10. ry and allow miracles to enter
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Appendix DD. Statement of Determination

DNP Statement of Non-Research Determination Form

Student Name: Genevieve Wright
F

Title of Project: TeamSTEPPS: Laying the Foundation for Shared
Governance/Leadership in a High Risk Obstetrical Neonatal Service Line

Brief Description of Project:

The Institute of Medicine (IOM) released two important reports addressing safety
in healthcare and the role of nurses in healthcare. The first, To Eyr is Human:
Building a Sqfer Health System, was released in 1999 addreszing the significance
of errors i healthcare (Kohn, Cormrigan, & Donaldson, 1999). In 2011 the IOM
sounded a call to action in the Future of Nwrsing report. Nurses were called upon
to take a greater role in reshaping healthcare in the United States. To do zo the
report laid out four critical areas for nurses:
* Nurses should practice to the full extent of their education and training.
* Nurses should achieve higher levels of education and traming through an
improved education system that promotes seamless academic progression.
¢ Nurse: should be full partners, with physicians and other health
professionals, in redesigning health care m the United States.
e Effective workforce planning and policy making require better data
collection and an mmproved information infrastructure. (p. 29)
Realizing these goals requires registered nurses to be leaders in their professional
practice and to have a shared voice m leadership in the work environment, the
community, and nationally. Shared govemance leadership models provide
structure for the development of accountability for professional nursing practice
and the role of nursing in the safety of healthcare. In this model, nurse have an
active voice in decisions determining their practice. Traditional top-down
management models do not engage the nurse, but rather tell the nurse,
contributing to dissatisfaction i the workplace, and a lower level of engagement
among nurses. As such, traditional management models lack the framework to
successfully achieve the goals of the Furmwe of Nursing report.  Shared
govemance models have demonstrated success in improving_and sustaining nurse
engagement in healthcare settings across the United States.
Shared govemance requires a differemt structure that encompasses practice,
policies, education and development, and promotion of every nurse as a leader.
“How do we move from the traditional management model to a shared
govemance model?” “Is the team ready?” “What else might be needed before
implementing shared governance councils?” These were important questions m

preparing for this project and they revealed the need for more foundational culture |

DNP Department Approval 5/8/14 1
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B)

E)

work with the team before shared governance could be effectively mitiated in the
project setting.

TeamSTEPPS (Team Strategies Techniques The primary domains included in this
project mclude evidence-informed practice, leadership, professional development,
quality and safety, and relationship with self and others. Jean Watson’s Carnitas
Processes will help to mform this work.

Aim Statement: The amm of this project 1s to implement a shared governance
model to engage nurses in the Maternal Child Health department in their
professional practice, and build a culture of collaboration between staff nurses and
management. The result of sucessful implementation of a shared govemance
model will be improved nurse engagement as evidenced by a 5% improvement m
responses to each of the four People Pulse questions selected for this project.
(See E below)

C) Description of Intervention: Shared governance models utilize a structure of

councils comprised of staff nurses and management. The councils will be
charged with the responsibility to address professional nursing practice, policy,
education and development, and recognition. Using a conceptual framework
comprised of Organizing as a Change Theory, Caring Science, and the
organization’s professional practice model will design, develop and implement a
council structure for the matemal child service line. The structure will include
unit hased councils for each nursing unit, and a service line council mcluding
membership from each unit council.

The proposed model for this project includes four councils. Each unit will have a
council called a Caritas Voice of Nursing Circle. Each will be composed of seven
delegates including five staff nurses, one assistant manager, and the department
manager. The Canitas Voice of Nursing Joining Circle will have ten members
including one staff nurse, and one management delegate from each of the unit
circles, a quality nurse, a Clinical Nurse Specialist, one Clmical Educator, and the
service line director. In addition to the structural design of the councils/circles
the project will include a recruitment and sslection process for delegates ,
communication plan and tools, education and training plan for delegates, scope
and charter, and survey and measurement tools.

D) How will this intervention change practice? Implementing an SG model with

service line will change the decision-making process within the service line. This
intervention will change culture to a “power with” rather than “power over”
culture with the nurse staff being empowered, with management, to influence the
work environment and nursing practice in the organization.

Outcome measurements:
* People Pulse (PP) Mini Survey

DNP Department Approval 5/8/14 2
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02017 data will provide the baseline (collection Sept/Oct)
1. Goal: Improve staff engagement as evidenced by an
increase of 5% on each of the PP questions below.
2. Mini People Pulse Survey will be utilized as the full
survey 1s completed only annually.
3. Survey questions:

a. Ihave enough to say in how I do my job.

b. My department or work unit operates
effectively as a team.

¢. In general, how much say or influence do you
have over decisions affecting your work?

d. In my department or work unit, I feel
comfortable voicing my opinions, even when
they differ from others’.

F) Process measurement:
* Percent of staff and managers who have received education/training
relative to implementation of unit circles.
e Each circle will customize charter for specific unit by end of 2
meeting.
® Circles are meating consistently at a minimum of one meeting per
month for unit circles and quarterly for Joining Circle.

* Budget: Non-productive costs relative to circles are within project
budget.

G) Balancing measurement:
¢ Internal staff attendance data (HR and Finance)
o Maintain baseline or reduce unplanned absenteeism over first
90 days following implementation of circles.
* Assignment Despite Objection (ADO) data
o Maintain baseline or reduce number of submitted ADOs over
first 90 days following implementation of circles.

DNP Department Approval 5/8/14 3
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X This project meets the guidelines for an Evidence-based Change in Practice Project as
outlined in the Project Checklist (attached). Student may proceed with implementation.

[Orhie project involves research with human subjects and must be submitted for IRB
approval before project activity can commences.

Comments:

EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST *

Instructions: Answer YES or NO to each of the following statements:

Project Title: YES | NO

The aim of the project is to improve the process or delivery of care with X
established/ accepted standards, of to implement evidence-based change. There is
00 intention of using the data for research purposes.

_Tbe:peciﬁcaimistomprovep«founmeonaspeciﬁcsuviccozpro;nmandis
a part of usval care. ALL participants will receive standard of care.

The project is NOT desizned to follow a research desiga, ¢.2., hypothesis testing X

Of E10Up comparison, randoMization, CONIO] EIOVPS, PIOSPECtive ComParison

£r0Ups, Cross-sectional, case coatrol). The project does NOT foliow a protoco! that
overrides clinical decision-makine.

The project mnvolves implementation of established and tested quality standards X
and/or systematic monitoring, assessment or evaluation of the organization to
ensure that existing quality standards are being met. The project does NOT

| develop paradigms or untested methods of pew uatested standards.

The project invoives implementation of care practices and interveations that ace X
consensus-based or evidence-based. The project does NOT seek to test an
intervention that is beyond current science and expesieace.

The project is conducted by staff where the project will take place and involves X
staff who are working at an agency that has an agreement with USF SONHP.

The project has NO funding from federal ageacies or research-focused
ofrganizations and is not receiving fundine for implementation research.

The ageacy or clinical practice uait agrees that this is a project that will be
implemented to improve the process or delivery of cace, ie., not a personal
research project that is dependent upon the voluatary pasticipation of colleagues,
studeats and/ or patients.

If these is an intent o, of possibility of publishing your work, vou and supervising | X
faculty and the agency oversight committee are comfortable with the following
statement in your methods section: “Thriz project was undertaken az an Evidence-
bazed crange of practice proiect at X rospital or agency and az zuch waz not

DNP Department Approval 5/8/14 5
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| formally zuservized by the Inztitational Review Board ™ | | |

ANSWER KEY: If the answer to ALL of these items iz yes, the project can be
considered an Evidence-based activity that does NOT meet the definition of research.
IRB review is not required. Keep a copy of thiz checklist in your files. If the answer
to ANY of these questions 15 NO, you must submit for IRB approval.

* Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Partners
Human Research Committee, Partners Health System, Boston, MA.

STUDENT NAME (Pleaze print): Genevieve Wright

Signature of Student:
DATE

SUPERVISING FACULTY MEMBER (CHAIR) NAME (Please print):
Dr. Elena Capella_
Signature of Supervizing Faculty Member (Chair):

DATE
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Appendix EE. Employer Letter of Support

To: University of San Francisco ELONP Committee December 15, 2017
From: Amy Bearden RN, CNE
Subject: Support for DNP Project

Genevieve Wright has my support to complete her DNP project @ Kaiser San Leandro.

’ g ) - ') ' -
S~ Ve
Amy L Bearden RN, Chief Nursing Executive
Kaiser Medical Center San Leandro
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