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OBJECTIVE: The aim of this study was to examine
the self-reported perceptions of the healthy work en-
vironment (HWE) of nurses who are members of
Nursing Workplace Environment and Staffing Coun-
cils (NWESCs).
BACKGROUND: In a statewide initiative, NWESCs
were established at hospitals throughout the state of
New Jersey as an alternative to nurse staffing ratio
laws and to provide clinical nurses a voice in deter-
mining resources needed for patient care and support
an HWE.
METHODS: This quantitative descriptive study pre-
sents the results of theHealthyWorkplace Environment
Assessment Tool (HWEAT) and open-ended questions
about NWESCs among a sample of 352 nurses.
RESULTS: Three years after NWESC implementa-
tion, all HWEAT standard mean scores increased
and were rated higher than the American Association
of Critical-Care Nurses benchmark. There were sta-
tistically significant differences in clinical nurses' per-
ceptions of an HWE compared with nurse leaders.
Respondents also shared their NWESC's best prac-
tices and challenges. Responses to questions identified
NWESC best practices and challenges.
CONCLUSION:This study offers insight into the im-
provement in nurses' perceptions of the HWE after
the introduction of a statewide NWESCs. Structures
such as the NWESCs may provide an alternative to
mandated staffing ratios.

The newly released Future of Nursing 2020-2030 re-
port asserts that “Nurses' health and well-being are
affected by the demands of their workplace and in
turn affect the quality and safety of the care they pro-
vide.”1(p12) Work-related stress and burnout among
nurses remain a significant concern for hospitals, as
studies illustrate unhealthy work environments con-
tribute to poor patient outcomes and decreased pa-
tient satisfaction.2 In contrast, a healthy work envi-
ronment (HWE) enables nurses to function within
their abilities and scope of practice, in coordination
with interdisciplinary healthcare teams, delivering
safe, quality patient care that supports optimal out-
comes for both patients and nurses.3,4
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A factor inherent in HWEs involves instituting
and sustaining appropriate nurse staffing. Determin-
ing appropriate nurse staffing in hospitals is complex,
with decisions routinely made based on patient acuity
and nurse skill mix. Research examining the relation-
ship between quality of care and nurse staffing levels
also includes variables associated with the organization's
workplace culture.5-7Groysberg and colleagues8 asserted
that leaders must assume active roles in developing
healthy organizational cultures that promote goal at-
tainment. Staffing levels alone are not the sole influence
of quality patient outcomes. Evidence suggests staffing
levels and work environments together are significantly
correlated with better patient outcomes.9-11 Numerous
studies have illustrated that when patients are cared
for by bachelor-degree nurses and nurses with national
certifications in their specialty, adverse patient outcomes
and mortality decrease.12,13 In addition, when clinical
nurses are engaged with leaders in creating HWEs and
strong organizational culture, there is a significant cor-
relation with lower adverse patient outcomes.14-16

The continued debate regarding the outcomes as-
sociated with mandated nurse-to-patient ratios fol-
lowing California's 1999 nurse-to-patient ratio law
as the research has emerged for and against legislated
staffing ratios. Opponents to adopting this law affirm
that mandated staffing ratios are too rigid and do not
consider varying patient care needs among hospitals,
nursing units, and shifts.17 After implementation of
the Massachusetts legislation, researchers determined
that improving intensive care nurse-to-patient staffing
ratios did not lead to a decrease in patient mortality or
adverse patient outcomes.18 Arguments against nurses'
staffing legislation stipulate that mandated nurse staffing
ratios disempower nurses' professional decision-making.
As such, staffing decision-making relegated to gov-
ernmental entities leads to laws and regulations that
omit the consideration of the nurses' voice in staffing
and professional autonomy in practice.18
Staffing Committee Concept
An alternative tomandated nurse staffing ratio laws is
the formation of clinical nurse–led staffing committees.
Clinical nurse–led staffing committees utilize formal
structures and processes that empower clinical nurses
to articulate the resources they need on their units to
deliver high-quality, safe patient care. Currently, 8 states
require hospitals to establish staffing committees that
set nurse-to-patient ratios and staffing policy for their
institutions.19 Advancing the staffing committee con-
cept, the Organization of Nurse Leaders, New Jersey
(ONL NJ), believes staffing measures that consider
patient acuity and the educational and competency level
of the RNs are critical in achieving optimum patient
420
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outcomes. To promote HWEs and as an alternative
collaborative option to mandated staffing laws and
regulations, ONL NJ leaders had a vision to create
NursingWorkplace Environment and Staffing Coun-
cils (NWESCs) at hospitals throughout the state. The
intent of NWESCs was to examine and address
nursing work environment challenges associated with
staffing, communication, interdisciplinary collabora-
tion, staff retention, and HWEs, ultimately leading to
high-quality patient outcomes.20 The NWESC Com-
mission, consisting of ONL NJ nurse leaders and re-
searchers, developed guidelines for these councils and
the development of a toolkit, which contained tem-
plates for NWESC charters, minutes, and council
member applications. This provided consistency with
implementation throughout the state (Supplemental
Digital Content 1, http://links.lww.com/JONA/A915,
contains NWESC charter). In coordination with 9 New
Jersey area hospitals, the 1st cohort of NWESCs
was launched in 2017. Each hospital NWESC com-
prised chief nursing officer (CNO), clinical nurses,
nurse educators, directors, and managers. Initially,
cohorts of clinical nurses and nursing leaders met cen-
trally in New Jersey for facilitated learning sessions;
however, because of the COVID-19 pandemic, these
sessions were converted to a virtual platform. From
these learning sessions, with content based on the
American Association of Critical-Care Nurses' (AACN's)
Standards for Establishing and Sustaining Healthy
Work Environment,21 the NWESC cohorts advanced
discussions on staffing and improving the health of
the work environment at their organization.

Methods

Study Design
The aim of this descriptive quantitative study was to
examine clinical nurses' and nurse leaders' perceptions
of the HWE, who were NWESC members at 9 New
Jersey hospitals at 3 points in time: (1) fall of 2017,
prior to the implementation of the NWESCs; (2) fall
of 2018, 1 year after implementation of the NWESCs;
and (3) fall of 2020, 3 years after implementation of
NWESCs. Systems theory was used to frame this
study.22,23 Institutional review board approval was
obtained prior to study initiation.

Sample
Apurposive sample of clinical nurses and nursemanagers/
leaders who were members of NWESCs at 9 New
Jersey hospitals was recruited by email invitation at
3 points in time.

Instruments
The survey instruments included the Healthy Work En-
vironment Assessment Tool (HWEAT),24 NWESC
JONA � Vol. 52, No. 7/8 � July/August 2022
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open-ended survey questions (Supplemental Digital
Content 2, http://links.lww.com/JONA/A916, contains
open-ended survey questions), and demographic data.

Healthy Work Environment Assessment Tool
Clinical nurses' and nurse managers'/leaders' percep-
tion of the HWE was measured with the HWEAT.24

Developed by the AACN, this instrument measures
6 standards for establishing and sustaining HWE. The
HWEAT is an 18-item instrument, with six 3-item
subscales that measure each HWE standard: skilled
communication, true collaboration, effective decision-
making, appropriate staffing, meaningful recognition,
and authentic leadership. Participants are asked to in-
dicate their level of agreement or disagreement, with
each item using a 5-point Likert format scale ranging
from 1 (“strongly disagree”) to 5 (“strongly agree”).
The HWEAT tool was deemed valid and reliable for use
with clinical nurses and nurse leaders.25,26 Cronbach's
α for the HWEAT total and subscales ranged from
0.77 to 0.97.25,26

NWESC Survey
Based on discussions with the ONL NJ NWESC
Commission and feedback from content experts, the
researchers created 3 open-ended questions to capture
descriptive information about best practices and chal-
lenges associated with NWESCs. The goal of the
open-ended questions was to elicit opportunities to
adjust the NWESC work and function based on iden-
tified best practices and challenges.

Data Analysis
Descriptive statistics were used to examine study var-
iables and sample demographics using mean (SD) or
frequency (%). The HWEAT mean scores were com-
puted for each item and each HWE standard in all
3 time periods, and mean scores were compared be-
tween the 3 time periods using analysis of variance.
For any statistically significant differences in mean
scores between the 3 time periods, a post hoc Tukey
test was run to understand which groups were statisti-
cally different. In addition, a t test was used to analyze
the 2020 data and the mean score differences between
clinical nurses together with nurse manager/leaders as
well as the mean score differences between clinical
nurses and the published HWEAT aggregate mean
score benchmark. Standardized mean differences were
computed and 95% confidence intervals (95% CIs)
for any significant finding atP<0.05.TheRCoreTeam
statistical software (R. Version 3.5.1. R Foundation for
Statistical Computing; 2020. Accessed August 5, 2021.
https://www.R-project.org) was used for data analysis.
A post hoc power analyses indicated that the final group
sample size provided sufficient power (82.6%) to detect
a difference in NWESC item scores based on job title at
JONA � Vol. 52, No. 7/8 � July/August 2022
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an α level of 0.05 using a t test. Using ATLAS.ti version
9 software (Berlin, Germany), 2 PhD-prepared nurse
researchers independently analyzed the open-ended
questions, which excluded hospital-specific identi-
fiers, and categorized the responses jointly.
Results

Demographic Findings
Hospitals
There were 104 clinical nurse and nurse leader respon-
dents in the pre-NWESC period, 181 clinical nurse
and nurse leader respondents 1 year after implemen-
tation of the NWESCs, and 67 clinical nurse and leader
respondents in the 3rd-year post-NWESC period. At
the 9 hospitals in the 1st cohort, there were a total of
5 NWESCs. Because 3 hospital systems had 1 CNO
over multiple hospitals, they chose to have 1 NWESC
that represented all hospitals in their healthcare sys-
tem. The 9 hospitals were all nonprofit and had bed
sizes ranging from 168 to 526, and the majority were
Magnet® designated (80%).

In 2017 and 2018, demographic data were not
included in the survey questions; however, the impor-
tance of understanding the demographics of theNWESC
members in the 1st cohort was realized. In 2020, demo-
graphic data questions were included in the survey. De-
mographic data collected in the 3rd-year post-NWESC
period survey revealed the average age of respondents
was 49 (SD, 10) years, average RN experience was
25 (SD 12) years, a majority had bachelor's degree
or higher (65.7%), and 37.3% had national nursing
certification. Data represented 47 direct care clinical
nurses (70.1%) and 20 nurse leaders (29.9%). The
demographic data provided by the 67 respondents
in the 3rd-year post-NWESC survey period provide
the authors with a limited description of the partici-
pants across the 3 time periods (Table 1).

HWEAT Findings
Across the 3 time periods, the combined respondents'
HWEAT overall scores and the scores for each stan-
dard were consistently categorized as good, ranging
between 3.00 and 3.99.27 Except for the “effective
decision-making” standard results for the pre-NWESC
period and 1 year after NWESC, all the standards were
rated higher than the AACN mean aggregate bench-
mark.27During the post-NWESC fall 2020 time period,
all HWEAT scores exceeded the AACN benchmark,
although statistical significance in mean difference was
not reached (Table 2). However, when evaluating the
individual items on the HWEAT, post hoc Tukey tests
indicated 2020 mean differences on 1 HWEAT item,
“Administrators, nurse managers, physicians, nurses,
and other staff are careful to consider the patient's
421
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Table 1. Demographics of 2020 NWESC
Members

Categories NWESCMembers, n = 67

Mean (SD)
Age, y 48.9 (9.9)a

Years as RN 24.9 (11.9)a

Years in current position 10.6 (9.1)a

Gender n (%)
Male 3 (4.5)
Female 33 (49.3)
Missing/no data 31 (46.3)

Highest nursing degree n (%)
Baccalaureate degree 30 (44.8)
Master's degree 13 (19.4)
Doctoral degree 1 (1.5)
Missing/no data 23 (34.3)

National nursing certification n (%)
Yes 25 (37.3)
No 10 (14.9)
Missing/no data 32 (47.8)

aThirty-one respondents had missing/no data.
and family's perspectives whenever they are making
important decisions,” significantly improved from
2017 (mean difference, 0.35; 95% CI, 0.05-0.66;
P = 0.01) and 2018 (mean difference, 0.39; 95% CI,
0.11-0.67; P = 0.003).

When examining the HWE in the 3rd time period
after NWESC, those in formal nursing leadership posi-
tions (directors, managers, educator, and CNO) rated
the overall HWE significantly better than clinical nurses
by a mean of 0.63 (t = −3.45; 95% CI, 0.26-1.01;
Table 2. AACN HWEAT Benchmark and Mean H

Standard
AACN HW

Benchm

Standard 1: skilled communication: nurses must be as
proficient in communication skills as they are in
clinical skills

3.44

Standard 2: true collaboration: nurses must be relentless
in pursuing and fostering true collaboration

3.32

Standard 3: effective decision-making: nurses must be
valued and committed partners in making policy,
directing and evaluating clinical care, and leading
organizational operations

3.64

Standard 4: appropriate staffing: staffing must ensure
the effective match between patient needs and nurse
competencies

3.34

Standard 5: meaningful recognition: nurses must be
recognized and must recognize others for the value
each brings to the work of the organization

3.30

Standard 6: authentic leadership: nurse leaders must
fully embrace the imperative of an HWE,
authentically live it, and engage others in its
achievement

3.60

Total (mean of all 18 items and 6 standards) 3.44

aAnalysis of variance.
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P < 0.001). In addition, those in formal leadership posi-
tions rated 5 of the 6HWE standards statistically signif-
icantly better than did the clinical nurses (Table 3). Clin-
ical nurses rated all the standards as good, in the range
of 3.00 to 3.99, whereas those in formal nursing leader-
ship positions rated the standards as good and excellent,
in the range of 4.00 to 5.00.27 The clinical nurses rated
“effective decision-making” as the highest standard,
whereas the “appropriate staffing” standard was rated
the lowest.However, those in formal nursing leadership
positions rated the standards of “appropriate staffing” as
the highest and “meaningful recognition” as the lowest.

In the 3rd time period after NWESC, respondents
provided ranking of the HWE standards needing ac-
tion prior to and during the COVID-19 pandemic.
“Skilled communication” ranked statistically signifi-
cantly lower by a mean of 0.63 (t = −2.32; 95% CI,
0.08-1.12; P = 0.025), shifting from the most impor-
tant standard to the 2ndmost important standard dur-
ing the pandemic period. Interestingly, prior to and
during the pandemic, respondents rated “skilled commu-
nication” and “true collaboration” as the most impor-
tant or highest-ranked standard. “Appropriate staffing”
remained as the 3rd most important standard both be-
fore and during the pandemic. Although not statistically
significant, “effective decision-making” improved in
average rank from 5th to 4th in the pandemic, whereas
“authentic leadership” dropped in rank to 5th during
the pandemic. Across both periods, respondents reported
“meaningful recognition”was the lowest-ranking stan-
dard needing action (Table 4).
WEAT Standards Compared by Year

EAT
ark

2017 (n = 104),
Mean (SD)

2018 (n = 181),
Mean (SD)

2020 (n = 67),
Mean (SD) Pa

3.49 (0.81) 3.47 (0.83) 3.64 (0.67) 0.318

3.38 (0.77) 3.42 (0.77) 3.54 (0.83) 0.402

3.62 (0.73) 3.62 (0.73) 3.75 (0.66) 0.428

3.51 (0.89) 3.51 (0.88) 3.48 (0.97) 0.975

3.44 (0.84) 3.51 (0.83) 3.48 (0.84) 0.797

3.63 (0.73) 3.65 (0.74) 3.71 (0.72) 0.754

3.51 (0.61) 3.51 (0.67) 3.56 (0.67) 0.861

JONA � Vol. 52, No. 7/8 � July/August 2022
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Table 3. The AACN Benchmark and an Analysis of the Differences in HWEAT Standards 3 Years
After NWESCs by Job Position—2020

HWEAT Standards
AACN HWEAT

Benchmark

Direct Care Clinical
Nurse (n = 47),
Mean (SD)

Nurse Leaders
(n = 20), Mean (SD) Pa

Standard 1: skilled communication: nurses must be as
proficient in communication skills as they are in
clinical skills

3.44 3.55 (0.60) 3.86 (0.79) 0.086

Standard 2: true collaboration: nurses must be relentless in
pursuing and fostering true collaboration

3.32 3.36 (0.80) 3.98 (0.76) 0.004a

Standard 3: effective decision-making: nurses must be valued
and committed partners in making policy, directing and
evaluating clinical care, and leading organizational
operations

3.64 3.58 (0.60) 4.13 (0.63) 0.001a

Standard 4: appropriate staffing: staffing must ensure the
effective match between patient needs and nurse
competencies

3.34 3.16 (0.89) 4.23 (0.73) <0.001a

Standard 5: meaningful recognition: nurses must be
recognized and must recognize others for the value each
brings to the work of the organization

3.30 3.33 (0.78) 3.85 (0.87) 0.018a

Standard 6: authentic leadership: nurse leaders must fully
embrace the imperative of an HWE, authentically live it,
and engage others in its achievement

3.60 3.52 (0.65) 4.17 (0.69) <0.001a

Total (mean of all 18 items and 6 standards) 3.44 3.38 (0.59) 4.01 (0.65) 0.001a

at Test: Denoted the difference between the 2 categories (direct care clinical nurses and nurse leaders).
NWESC Survey Findings
Three open-ended questions were included in the
survey to gain insight about NWESC best practices
and challenges. The categories identified were best
practices, challenges, communication, and collabo-
ration (Supplemental Digital Content 3, http://links.
lww.com/JONA/A917, containing an NWESC best
practices and challenges).

Best Practices
Clinical nurse and nurse leaders identified best prac-
tices as related to collaboration and communication
that improved their work environment. Awards and
recognition best practices were also identified. One
responder provided a clinical example, “decreased
our falls tremendously,” of the ability to reduce falls
by applying leadership skills acquired at NWESCs.
Table 4. Mean Ranking of the Importance of the H
Paired t Test—2020

Standards Pre COVID Mean (S

Skilled communication (n = 43) 2.3 (1.61)
True collaboration (n = 43) 3.3 (1.41)
Effective decision-making (n = 43) 3.8 (1.23)
Appropriate staffing (n = 45) 3.5 (1.72)
Meaningful recognition (n = 42) 4.6 (1.56)
Authentic leadership (n = 42) 3.8 (1.88)

at Test.

JONA � Vol. 52, No. 7/8 � July/August 2022
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Challenges
Challenges related to NWESCs prior to the pandemic
included collaboration and communication among
team members. Engagement and participation were
seen as challenges because of the diverse schedules
of NWESC members who not only worked varying
shifts, but also had competing priorities. A few re-
spondents noted maintaining civility as a challenge
that transcended various categories, such as “many
physician leaders feel their decisions matter more
than others… challenges [with] respect for differences
of opinions.”

Communication and Collaboration
Communication and collaboration were also viewed
as challenges during the early weeks of the pandemic.
Not surprisingly, during this unprecedented time, there
WE Standards and Differences in Ranks Using

D) During COVIDMean (SD) Pa

2.9 (1.70) 0.025a

2.8 (1.44) 0.077
3.6 (1.61) 0.404
3.2 (1.57) 0.253
4.8 (1.57) 0.598
3.7 (1.61) 0.327
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was decreased engagement and lower morale of clinical
nurses, as well as those who self-identified as serving
in leadership positions. Burnout was mentioned, and
the need for self-care initiatives was recognized by
nurse leaders. Participants reported that use of tech-
nology in supporting virtual communication was ini-
tially technically challenging. An example of increased
collaboration was asserted by a clinical nurse: “The
nature of needing to be in this [COVID-19 pandemic]
together created a healthier work environment than is
usually present.”
Discussion
The findings from this study demonstrate thatNWESCs
improve HWE standards at these organization. The
significant difference in clinical nurses' perceptions
of an HWE compared with nurse leaders illustrates
the importance of having clinical nurses comprise a
larger proportion (51%) of the council so their voice
can be heard. Research has linked theHWEwith nurse
job satisfaction, nurse retention, and quality of care.21

The ONLNJ NWESC structure provided a unique fo-
rum, unlike the legislated staffing committees insti-
tuted in other states, for clinical nurses to collaborate
with nurse leaders to improve the workplace environ-
ment, inclusive of staffing.28 Since 2017, ONL NJ's
statewide call to action for collaboration between clin-
ical nurses and nurse leaders addresses the HWE in
hospitals with the structured NWESC program. The
success of the initial NWESC cohort has resulted in
an increase in NWESCs from 9 to 42 hospitals, which
represents 59% of New Jersey hospitals having active
council (Supplemental Digital Content 4, http://links.
lww.com/JONA/A918, containing amap ofNJ hospi-
talswithNWESCs). TheONLNJNWESCCommission
continues to nurture and support the NWESC program
with annual retreats and continued supportive guidance.
The success of the NWESC program continues with ad-
ditional hospitals planning to join the NWESC program
in the fall of 2022.

As the initial NWESCs developed andmatured over
the 3-year period and their focus on the HWE standards
increased, the HWEAT scores continued to improve.
Although all the HWEAT scores exceeded the AACN
benchmark, they further improved over time.27 This
incremental improvement may be explained by the
ongoing maturity of the NWESCs, coupled with the
education and support from peer NWESC hospitals
at ONL NJ's NWESC-sponsored events. Besides the
increases noted in the HWE empirical data, clinical
nurses' feedback on their work within the councils re-
vealedmore active involvement in transparent discus-
sion regarding staffing challenges and solutions cre-
ated to resolve issues. Importantly, they shared that
424
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the NWESCs provided a venue for transparent and
open communication about the HWE and decisions
focused on collaborative solutions for each of the
HWE standards.

There was a statistically significant difference be-
tween the nurse leaders and clinical nurses rating of
the HWEAT overall rating and all standards except
“skilled communication.”With NWESC shared gov-
ernance councils well established at these organiza-
tions, processes exist for nurses to provide input in a
way that is seen by both nurse leaders and clinical
nurses as valued, bidirectional, and skilled. The syn-
onymous rating by nurse leaders and clinical nurses
of “skilled communication” is vital, as clinical nurses
continue to engage as full partners in decision-making
and advocates in patient care decisions.29

Of interest is the dichotomy between nurse leaders
rating the “appropriate staffing” standard the highest
and the clinical nurses rating this standard the lowest.
The nurse leaders identify the systems their organization
established for determining the nurse-to-patient staffing
on the different units to be effective; however, the
clinical nurses who provide direct patient care viewed
appropriate staffing differently. These results are not
uncommon and are supported by the statements made
by clinical nurses in focus group discussions where
themes emerged related to staffing challenges inherent
in fluctuating patient acuity.20 These discrepant per-
spectives also align with prior studies where clinical
nurses rated the appropriate staffing standard lower
than nurse managers.10,30

NWESC survey responses of clinical nurses and
nurse leaders to 3 open-ended questions (Supplemental
Digital Content 3, http://links.lww.com/JONA/A917,
containing an NWESC best practices and challenges)
provide supportive evidence as to essential character-
istics inherent in HWEs, although “authentic leader-
ship,” “skilled communication,” and “appropriate
staffing” were deemed as most important. Interven-
tions identified by clinical nurses, serve as a spring-
board for implementation by nurse leaders. Sugges-
tions include providing a forum for collaboration;
attention to self-care; physical presence of leaders
during evening, night, and weekend shifts; and clini-
cal nurse recognition.

Using acuity to guide staffing with input from
clinical nurses rather than rigid nurse-to-patient ratio
protocols was considered equally important.
Limitations
The observational nature of this study and efforts to
survey practicing nurses during a pandemic has in-
trinsic limitations. In addition, data were deidentified,
and therefore, it was impossible to merge data at the
JONA � Vol. 52, No. 7/8 � July/August 2022
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individual respondent level and compare scores over
time using paired data analysis. Consequently, the gen-
eralizability of this research is limited. The NWESC
open-ended questions provide insight, but do not af-
ford the opportunity for researchers to ask clarifying
questions that would acquire a deeper understanding
of the written responses. Although 80%of the hospitals
were Magnet facilities, the culture of the organizations
was not empirically measured in this study, so com-
parison of culture between hospitals was not made.

Conclusion
The use of HWE-focused staffing councils, such as
those facilitated by ONL NJ, provides an alternative
to government-mandated staffing ratios. By the 3rd
year after NWESC implementation, all the HWEAT
standards were rated higher than the AACNmean ag-
gregate benchmark. Although the year-over-year in-
crease in the mean of the HWEAT standards did not
reach statistical significance, the results of this study
offer novel insight for nurse leaders to consider when
JONA � Vol. 52, No. 7/8 � July/August 2022
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endeavoring to improve staff work environments. As
this study's findings illustrate and are supported by the
literature, it is essential that nurse leaders be attentive
to the differing perceptions between nurse leaders and
clinical nurses regarding appropriate staffing measures.

Mandated nurse staffing ratio legislation continues
to be reintroduced every 2 years in the NJ Senate and
Assembly. ONL NJ nurse leaders have ongoing com-
munication with legislators, including sponsors of
this legislation, to inform and update them about
the NWESC progress and alternative to staffing ratio
legislation. The NWESC movement is sustainable
and growing, adding an average of 9 hospitals a year
to this vital initiative for NJ. Within NWESCs, the
clinical nurses' partnership with nurse leaders resulted
in improvement of all the 6 interdependent HWE stan-
dards. Having clinical nurses partner and develop so-
lutions that address the challenges associated with the
creation of an HWE, including staffing, has contrib-
uted to the stagnation in NJ staffing legislation in
moving forward.
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