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SUBCHAPTER 1. GENERAL PROVISIONS

8:39-1.1 Scope and purpose

(a) This chapter contains rules and standards intended to
assure the high quality of care delivered in long-term care
facilities, commonly known as nursing homes, throughout
New Jersey. Components of quality of care addressed by
these rules and standards include access to care, continuity
of care, comprehensiveness of care, coordination of services,
humaneness of treatment, conservatism in intervention,
safety of the environment, professionalism of caregivers, and
participation in useful studies.

(b) These rules and standards apply to each licensed
long-term care facility. They are intended for use in State
surveys of the facilities and any ensuing enforcement ac-
tions. They are also designed to be useful to consumers
and providers as a mechanism for privately assessing the
quality of care provided in any long-term care facility.

Law Review and Journal Commentaries

Nursing Homes in the Garden State: A Legal Perspective. Janice
Chapin, 141 N.J.Law. 38 (Mag.) (July/August 1991).

Case Notes

Nursing home was not exempt as “hospital” from local property tax.
Intercare Health Systems, Inc. v. Cedar Grove Tp., 11 N.J.Tax 423
(1990), affirmed 12 N.J.Tax 273, certification denied 127 N.J. 558, 606
A2d369.

Supp. 12-18-95
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For nursing home to qualify as “hospital” exempt from property tax,
home must be integral part of functioning hospital. Intercare Health
Systems. Inc. v. Cedar Grove Tp., 11 N.J.Tax 423 (1990), affirmed 12
N.J.Tax 273. certification denied 127 N.J. 558, 606 A.2d 369.

Former long-term care facility regulations at N.J.C.A. 8:30-14 are
valid. In Review of Health Care Administration Board v. Finley, 168
N.J.Super. 152 (App.Div.1979), affirmed 83 N.J. 67 (1980), 449 U.S.
944, 402 A.2d 246 (1980).

Building owned by nonprofit corporation and used as long-term
nursing care facility and residential unit was not entitled to “charitable
purposes” exemption from property taxation. Woodstown Borough v.
Friends Home at Woodstown, 12 N.J.Tax 197 (1992).

8:39--1.2 Definitions

The following words and terms, when used in this chapter,
have the following meanings, unless the context clearly
indicates otherwise:

“Advance directive” means a written statement of a resi-
dent’s instructions and directions for health care in the
event of future decision making incapacity, in accordance
with the New Jersey Advance Directives for Health Care
Act, N.J.S.A. 26:2H-53 et seq., P.L. 1991, ¢.201. An ad-
vance directive may include a proxy directive, an instruction
directive, or both.

“Available” means ready for immediate use (pertaining to
equipment) or -capable of being reached (pertaining to
. personnel), unless otherwise defined in these rules.

“Bed” or “licensed bed” means, with reference to a
resident, the item of furniture assigned to no more than one
resident for sleeping, resting, relaxing, or otherwise used for
the resident’s personal comfort or convenience, and with
reference to a facility, one of the total number of beds for
which each licensed long-term care facility is approved for
resident care by the Commissioner of the New Jersey State
Department of Health.

“Cleaning” means the removal by scrubbing and washing,
as with hot water, soap or detergent, or vacuuming, of
infectious agents and of organic matter from surfaces on
which and in which infectious agents may find conditions for
surviving or multiplying.

“Commissioner” means the New Jersey State Commis-
sioner of Health.

“Communicable disease” means an illness due to a specif-
ic infectious agent or its toxic products which occurs through
transmission of that agent or its products from a reservoir to
a susceptible host.

“Conspicuously posted” means placed at a location within

the facility accessible to and seen by residents and the-

public.

Supp. 12-18-95

“Contamination” means the presence of an infectious or
toxic agent in the air, on a body surface, or on or in clothes,
bedding, instruments, dressings, or other inanimate articles
or substances, including water, milk, and food.

“Controlled Dangerous Substances Acts” means the Con-
trolled Substances Act of 1970 (Title II, Public Law 91-513)
and the New Jersey Controlled Dangerous Substances Act
of 1971, N.J.S.A. 24:21-1 et seq.

“Current” means up-to-date, extending to the present
time.

“Department” means the New Jersey State Department
of Health.

“Disinfection” means the killing of infectious agents out-
side the body, or organisms transmitting such agents, by
chemical and/or physical means, directly applied.

“Documented” means written, signed, and dated. If an
identifier such as a master sign-in sheet is used, initials may

be used for signing documentation, in accordance with -
-applicable professional standards of practice.

“Drug administration” means a procedure in which a
prescribed drug or biological is given to a resident by an
authorized person in accordance with all laws and regula-
tions governing such procedures. The complete procedure
of administration includes removing an individual dose from
a previously dispensed, properly labeled container (including
a unit dose container), verifying it with the prescriber’s
orders, giving the individual dose to the resident, seeing that
the resident takes it (if oral), and recording the required
information, including the method of administration.

“Drug dispensing” means a procedure entailing the inter-
pretation of the original or direct copy of the prescriber’s
order for a drug or a biological and, pursuant to that order,
the proper selection, measuring, labeling, packaging, and
issuance of the drug or biological to a resident or a service
unit of the facility, in conformance with all applicable
Federal, State, and local rules and regulations.

“Epidemic” means the occurrence or outbreak in a facili-
ty of one or more cases of an illness in excess of normal
expectancy for that illness, derived from a common or
propagated source.

“Facility” means a facility or distinct part of a facility
licensed by the New Jersey State Department of Health to
provide health care under medical supervision and continu-
ous nursing supervision for 24 or more consecutive hours to
two or more residents who are not related to the members
of the governing authority by marriage, blood, or adoption;
who do not require the degree of care and treatment which
a hospital provides; and who, because of their physical or
mental condition, require continuous nursing care and ser-
vices above the level of room and board.

39-4



~

LICENSURE OF LONG-TERM CARE FACILITIES

8:39-2.2

“Federal Level A deficiency” means a failure to comply
with one or more of the requirements indicated by those tag
numbers in document 42 CFR Part 483 S483.5 which are
followed by an “A” suffix.

“Full-time” means relating to a time period established by’

the facility as a full working week, as defined and specified
in the facility’s policies and procedures.

“Guardian” means a person appointed by a court of
competent jurisdiction to handle the affairs and protect the
rights of any resident of the facility.

“Health care facility” means a facility so defined in
N.J.S.A. 26:2H-1 et seq., and amendments thereto.

“Licensed nursing personnel” (licensed nurse) means reg-
istered professional nurses or practical (vocational) nurses
licensed by the New Jersey State Board of Nursing.

“Medication error” means the administration of the
wrong medication or dose of medication, drug, diagnostic
agent, chemical or treatment requiring use of such agents to
the wrong resident, or at the wrong time, or the failure to
administer such agents at the specified time, or in the
manner prescribed or normally considered as accepted prac-
tice. Errors may be classified as “commissions,” that is,
medications incorrectly administered to the resident, such as
unordered medication or medication in the wrong strength;
and “omissions,” that is, medications not administered at
prescribed times.

“Monitor” means to observe, watch, or check.

“Physician” means a person licensed to practice medicine
by the New Jersey State Board of Medical Examiners.

“Reasonable hour” means any time between the hours of
8:00 A.M. and 8:00 P.M. daily.

“Resident” means a person who resides in the facility and
is in need of 24-hour continuous nursing supervision.

“Self administration” means a procedure in which any
medication is taken orally, injected, inserted, or topically or
otherwise administered by a resident to himself or herself.
The complete procedure of self-administration includes re-
moving an individual dose from a previously dispensed (in
accordance with the New Jersey State Board of Pharmacy
Rules, N.J.A.C. 13:39), labeled container (including a unit
dose container), verifying it with the directions on the label,
and taking orally, injecting, inserting, or topically or other-
wise administering the medication.

“Shift” means a time period defined as a full working day
by the facility in its policy manual.

“Signature” means at least the first initial and full sur-
name and title (for example, R.N., L.P.N,, D.D.S.,, M.D,,
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D.O.) of a person, legibly written with his or her own hand.
A controlled electronic signature system may be used.

* “Supervision” means authoritative procedural guidance by
a qualified person for the accomplishment of a function or
activity within his or her sphere of competence, with initial
direction and periodic on-site inspection of the actual act of
accomplishing the function or activity. - “Direct supervision”
means supervision on the premises within view of the super-
visor.

“Unit-of-use” means a system in which drugs are deliv-
ered to the resident areas either in single unit packaging,
bingo or punch cards, blister or strip packs, or other system
where each drug is physically separate.

SUBCHAPTER 2. LICENSURE PROCEDURE

8:39-2.1 Certificate of Need

(a) According to the Health Care Facilities Planning Act,
P.L. 1971, ¢.136 and c.138, N.J.S.A. 26:2H-1 et seq., and
amendments thereto, a health care facility shall not be
instituted, constructed, expanded, or licensed to operate
except upon application for and receipt of a Certificate of
Need issued by the Commissioner, in accordance with
N.J.A.C. 8:33. Facilities exempt from Certificate of Need
pursuant to law, shall follow licensing procedures identified
in N.J.A.C. 8:39-2.2 below.

(b) Application forms for a Certificate of Need and
instructions for completion may be obtained from:

Certificate of Need Review Services
Division of Health Planning, Financing and
Information Services

New Jersey State Department of Health
CN 360

Trenton, NJ 08625-0367

(c) The facility shall implement all conditions imposed by
the Commissioner as specified in the Certificate of Need
approval letter. Failure to implement the conditions may
result in the imposition of sanctions in accordance with the
Health Care Facilities Planning Act, P.L. 1971, ¢.136 and
c.138, N.J.S.A. 26:2H-1 et seq., and amendments thereto.

8:39-2.2 Application for licensure

(a) Following acquisition of a Certificate of Need, or a
determination that a Certificate of Need is not required, any
person, organization, or corporation desiring to operate a .
facility shall make application to the Commissioner for a
license on forms prescribed by the Department which in-
clude information regarding facility ownership, corporate
officers and stockholders, and approval forms from local
building, fire, health and zoning departments. Such forms
may be obtained from:

Supp. 12-18-95
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Licensing, Certification and Standards
Division of Health Facilities Evaluation
New Jersey State Department of Health
CN 367

Trenton, NJ 08625-0367

(b) The Department shall charge a nonrefundable fee of
$500.00 plus $3.00 per bed for the filing of an application
for licensure of a long-term care facility. The Department
shall also charge a nonrefundable fee of $500.00 plus $3.00
per bed for the annual renewal of the license.

(c) If chronic dialysis services are provided in the long-
term care facility, the Department shall charge an initial
licensure application fee of $500.00 and an additional
$150.00 annually for licensure of the service. (The initial
application shall be accompanied by a $650.00 fee; thereaf-
ter, $150.00 will be added to the facility’s annual licensure
renewal fee.)

(d) Any person, organization, or corporation considering
application for license to operate a facility shall make an
appointment for a preliminary conference at the Depart-
ment with the Licensing, Certification and Standards Pro-
gram.

(e) The Department shall examine and evaluate the li-
censing track record of each applicant for the period begin-
ning 12 months preceding submission of the application for
licensure and extending to the date the Commissioner issues
a final decision, for the purpose of determining the capacity
of an applicant to operate a health care facility in a safe and
effective manner in accordance with State and Federal
requirements. A license may be denied where an applicant
has not demonstrated such capacity, as evidenced by con-
tinuing or serious violations of State licensure standards or
Federal certification standards or by existence of a criminal
conviction or a plea of guilty to a charge of fraud, resident
abuse or neglect, or crime of violence or moral turpitude.
An applicant, for purposes of this rule, includes any person
who was or is an owner or principal of a licensed health care
facility, or who has managed, operated, or owned in whole
or in part any health care facility, excluding individuals or
entities who are limited partners with no managerial control
or authority over the operation of the facility and who have
an ownership interest of five percent or less in a corporation
which is the applicant and who also do not serve as officers
or directors of the applicant corporation.

(f) An application for licensure submitted by an applicant
who was cited for state licensing or Federal certification
deficiencies during the period identified in (e) above, which
presented a serious risk to the life, safety, or quality of care
of the facility’s residents shall be denied. A serious risk to
life, safety, or quality of care of residents includes, but is not
limited to, deficiencies in state licensure or Federal certifica-
tion requirements in the areas of nursing, resident rights,
resident assessment or care plan, dietary services, infection
control and sanitation, or pharmacy, resulting in:
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1. An action by a state or Federal agency to curtail or
temporarily suspend admissions to the facility;

2. Issuance of two or more Federal level A deficien-
cies in the areas identified above; or

3. Issuance of one or more Federal level A deficien-
cies in the same area on two Oor more consecutive visits.

(g) In evaluating track records in (e) or (f) above, the
Department may consider any evidence of non-compliance
with applicable licensure requirements provided by an offi-
cial state licensing agency in any state other than New
Jersey, or any official records from any agency of the State
of New Jersey indicating the applicant’s non-compliance
with the agency’s licensure or certification requirements in a
facility the applicant owned, operated, or managed in whole
or in part. :

(h) An applicant who owns, operates, or manages in
whole or in part five or more health care facilities licensed
or certified to operate in any state, including New Jersey,
may be exempt from mandatory CN denial provisions of
N.J.A.C. 8:33H-1.14(d), or (e) and (f) above under the
following conditions:

1. No more than one out-of-State facility has the
violations enumerated in (f)1, 2, and 3 above. In no case
shall the applicant’s New Jersey facility have such viola-
tions;

2. The applicant establishes a trust account or an
irrevocable letter of credit in the favor of the Department
in the amount of two percent of project costs or $200,000,
whichever is greater, except that applicants whose project
costs are less than $400,000 shall be permitted to post a
bond or trust account equal to 50 percent of total project
costs or $100,000, whichever is greater;

3. The trust account or irrevocable letter of credit
shall be established through an entity approved by the
Department and be written in a form that is approved by
the Department;

4. The trust fund or irrevocable letter of credit shall
have named as beneficiary The Health Care Facilities
Improvement Fund, as administered by the Department;

5. The funds shall remain in the irrevocable letter of
credit, or trust fund pursuant to the following schedule:

i. For a period of 15 months from the date the
Department approves initial occupancy and operation
of the facility in the event the certificate of need is
approved;

ii. If the applicant does not obtain certificate of
need approval for the project, the irrevocable letter of
credit or trust fund shall expire after all avenues of
relief pursuant to certificate of need denial appeal
rights are exhausted or waived.
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6. If none of the conditions enumerated in (f)1, 2 or 3
above are found during any survey occurring during the
initial one year period, the funds and any accrued interest
shall be returned to the applicant;

7. 1If during the one year period from initial approved
occupancy, a violation of the type enumerated in (f)1, 2 or
3 above is found in the subject facility, then all funds in
the line of credit or trust fund shall accrue to the benefit
of The Health Care Facilities Improvement Fund;

8. The one year period in (a)7 above may be extended
by the Department for an additional three months if a
single level A violation is found in the areas identified in
(d) during the initial 12 months of operation.

(i) Any applicant denied a license to operate a facility
shall have the right to a fair hearing in accordance with the
Administrative Procedures Act, N.J.S.A. 52:14B-1 et seq.,
and the Uniform Administrative Procedure Rules, N.J.A.C.
1:1.

Amended by R.1995 d.127, effective March 6, 1995.
See: 26 NJ.R. 1772(c), 27 N.J.R. 937(b).

80:39—2.3 Newly constructed or expanded facilities

(a) The application for a license pursuant to N.J.A.C.
8:39-2.2 for the operation of a new facility shall include
written approval of final construction of the physical plant
by:

Health Facilities Construction Service
Division of Health Facilities Evaluation
New Jersey State Department of Health
CN 367

Trenton, NJ 08625-0367

(b) A final on-site inspection of the construction of the
physical plant shall be made by representatives of the
Health Care Facilities Construction Service and the Health
Facilities Inspection Program, to verify that the building has
been constructed in accordance with the final architectural
plans approved by the Department, in accordance with
N.JA.C. 8:39-41.

(c) Any health care facility with a construction program,
whether a Certificate of Need is required or not, shall
submit plans to the Health Facilities Construction Service of
the Department for review and approval prior to the initi-
ation of any work.

8:39-2.4 Surveys and temporary license

(a) When the written application for licensure pursuant
to N.JLA.C. 8:39-2.2 is approved and the building is ready
for occupancy, a survey of the facility by representatives of
the Health Facilities Inspection Program of the Department
shall be conducted to determine if the facility meets the
standards set forth in this chapter.
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1. The Health Facilities Inspection Program of the
Department shall notify the facility in writing of the
findings of the survey, including any deficiencies found.

2. The facility shall notify the Health Facilities Inspec-
tion Program of the Department when the deficiencies, if
‘any, have been corrected, and the Health Facilities In-
spection Program will schedule one or more resurveys of
the facility prior to occupancy.

(b) A temporary license shall be issued to the operator of
a facility when the following conditions are met:

1. An office conference for review of the conditions
for licensure and operation has taken place between the
Licensing, Certification and Standards Program and rep-
resentatives of the facility, who have been advised that the
purpose of the temporary license is to allow the Depart-
ment to determine the facility’s compliance with the
Health Care Facilities Planning Act, P.L. 1971, ¢.136 and
c.138, N.J.S.A. 26:2H-1 et seq., and amendments thereto,
and the rules pursuant thereto;

2. Written approvals are on file with the Department
from the local zoning, fire, health, and building authori-
ties;

3. Written approvals of the water supply and sewage
disposal system from local officials are on file with the
Department for any water supply or sewage disposal
system not connected to an approved municipal system;
and

4. Survey(s) by representatives of the Department in-
dicate that the facility meets the mandatory standards set
forth in this chapter.

(c) No health care facility shall accept residents until the
facility has written approval and/or a license issued by the
Licensing, Certification and Standards Program of the De-
partment.

(d) The facility shall accept no more than that number of
residents for which it is approved and/or licensed.

(e) Survey visits shall be made to a facility at any time by
authorized staff of the Department. Such visits shall in-
clude, but shall not be limited to, the review of all facility
documents and resident records and conferences with resi-
dents.

(f) Upon compliance with N.J.A.C. 8:39-2.2(e), a tempo-
rary license shall be issued to the operator of a facility for a
period of six months and shall be renewed as determined by
the Department, based upon the achievement of a substan-
tial degree of compliance with this chapter.

1. The temporary license shall be conspicuously post-
ed in the facility.
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- 2. The temporary license shall not be assignable or
transferable and shall be immediately void if the facility
ceases to operate or if its ownership changes.

8:39-2.5 Full license

(a) A full license shall be issued to the operator on
expiration of the temporary license, if the surveys by the
Department have determined that the health care facility is
operated as required by the Health Care Facilities Planning
Act, P.L. 1971, c.136 and c.138, N.J.S.A. 26:2H-1 et seq.,
and amendments thereto, and by the rules pursuant thereto.

(b) A license shall be granted for a period of one year or
less as determined by the Department in accordance with
(a) above.

(c) The license shall be conspicuously posted in the facili-

ty.

(d) The license shall not be assignable or transferable and
shall be immediately void if the facility ceases to operate or
if its ownership changes.

(e) The license, unless sooner suspended or revoked, -

shall be renewed annually on the original licensure date, or
within 30 days thereafter but dated as of the licensure date,
in accordance with the following:

1. The facility shall receive a request for renewal fee
as provided in N.J.A.C. 8:39-2.2(b) 30 days prior to the
expiration of the license. - A renewal license shall not be
issued unless the licensure fee is received by the Depart-
ment; and

2. The license shall not be renewed if local regulations
or any other requirements are not met which substantially
affect the provision of services as required by this chapter.

8:39-2.6 Surrender of license

The facility shall obtain any required Certificate of Need
and shall directly notify each resident, the resident’s physi-
cian, and any guarantors of payment concerned at least 30
days prior to the voluntary surrender of a license, or as
directed under an order of revocation, refusal to renew, or
suspension of licensure. In such cases, the license shall be
returned to the Licensing, Certification and Standards Pro-

gram of the Department within seven calendar days from

voluntary surrender, order of revocation, expiration, or sus-
pension of license, whichever is applicable.

8:39-2.7

(a) The Commissioner or his or her designee may, in
accordance with the general purposes and intent of the
Health Care Facilities Planning Act, P.L. 1971, c.136 and
c.138, N.J.S.A. 26:2H-1 et seq., and amendments thereto,
and the standards in this chapter, waive sections of this
chapter if, in his or her opinion, such waiver would not
endanger the life, safety, or health of the resident or public.

Waiver
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(b) A facility seeking a waiver of the standards in this
chapter shall apply in writing to the Director of the Licens-
ing, Certification and Standards Program of the Depart-
ment.

(c) A written application for waiver shall include the
following:

1. The nature of the waiver requested;

2. The specific standards for which a waiver is re-
quested,;

3. Reasons for requesting a waiver, including a state-
ment of the type and degree of hardship that would result
to the facility upon full compliance;

4. An alternative proposal which would ensure resi-
dent safety; and

5. Documentation to support the application for waiv-
er.

(d) The Department reserves the right to request addi-

tional information before processing an application for waiv-
er.

8:39-2.8 Action against licensee

(a) Violations of this subchapter may result in action by
the New Jersey State Department of Health to impose a
fine, cease admissions to a facility, remove residents from a
facility, revoke a license, and/or impose other lawful reme-
dies. ’

(b) If the Department determines that operational or
safety deficiencies exist, it may require that all admissions to
the facility cease. This may be done simultaneously with, or
in lieu of, action to revoke licensure and/or impose a fine.
The Commissioner or his or her designee shall notify the
facility in writing of such determination.

(c). The Commissioner may order the immediate removal
of residents from a facility whenever he or she determines
imminent danger to any person’s health or safety.

(d) This section shall apply to all facilities.

(e) Any licensee made subject to action by the Depart-
ment under terms of this section shall have the right to a
fair hearing in accordance with the Administrative Proce-
dure Act, NJ.S.A. 52:14B-1 et seq., and the Uniform
Administrative Procedures Rules, N.J.A.C. 1:1.

8:39-2.9 Special long-term care services

(a) A facility which proposes to establish a distinct or
designated special service, program, or unit in which the
facility will advertise or hold itself out as offering specialized
care services, program(s), or unit(s) shall receive a determi-
nation from the Department, on a case-by-case basis, as to
whether a Certificate of Need is required prior to initiating
any such services or programs in the facility.
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(b) Following receipt of an approved Certificate of Need
or written determination that no Certificate of Need is
required, the facility shall submit a program description to
the Division of Health Facilities Evaluation and Certifica-
tion prior to implementing services, which includes the
following information: '

1. Specific population to be served (diagnoses or be-
havioral conditions, estimated census in program);

2. - Specific services to be offered in addition to exist-
ing nursing facility program;

3. Staffing patterns, which shall include a registered
professional nurse on duty at all times; and

4. Unit or area to be utilized within the facility and
identification of any renovations to be completed.

(c) A specialized care service, unit or program means a
distinct or designated area or unit of the facility, or a
defined and identifiable program of services which serves
the unique and special health and personal care needs of an
identifiable group of residents within the facility. Special
care programs existing on or before adoption of this chapter
that are under a special provider contract with the Division
of Medical Assistance and Health Services, Department of
Human Services, or who have previously received Certificate
of Need approval, or have been issued authorization as an
Alzheimer’s/dementia program under (f) below and
N.J.A.C. 8:39-45, are exempt from the requirements of (a)
and (b) above.

(d) The Department may impose operational standards

derived from the plan submitted by the facility and from -

other adopted licensure rules appropriate to the specialized
population, including Division of Medical Assistance and
Health Services rules, as a condition on the issuance of a
license. Such conditions are subject to the enforcement
actions and procedures specified at N.J.A.C. 8:39-2.8.

(e) In the case of specialized care units proposing to treat
ventilator dependent residents, the facility shall provide
staffing for the nursing unit upon which the ventilator beds
are located as follows:

1. At least one registered professional nurse shall be
present on the unit 24 hours per day; and

2. At least one respiratory care practitioner who is
currently licensed to practice by the New Jersey Board of
Respiratory Care shall be present on the unit 24 hours
per day.

(f) A Department approved Alzheimer’s/dementia pro-
gram means an organized plan of special services which may
be provided to residents who are located either in a distinct
physical unit or integrated throughout the existing facility.
A facility proposing to establish an Alzheimer’s/dementia
program shall comply with the following program require-
ments:
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1. No facility shall advertise or hold itself out as
providing an Alzheimer’s/dementia program unless it is
recognized by the Department of Health as meeting at
least 65 percent of all current advisory standards in
N.J.A.C. 8:39-46.1 through 46.6, Advisory Alzheimer’s/de-
mentia programs; and

2. A facility seeking to establish an Alzheimer’s/de-
mentia unit or program shall obtain a determination of
whether a Certificate of Need is required prior to estab-
lishment of or implementing the program, in accordance
with N.J.A.C. 8:33H-1.7. An Alzheimer’s/dementia pro-
gram alone shall not constitute a new health care service
within the meaning of N.J.A.C. 8:33-1.6 or 2.6 and shall
not be eligible for increased reimbursement as a special
care program funded through the Division of Medical
Assistance. :

(g) Any special care service, program or unit shall be
identified on the facility’s license.

8:39-2.10 Chronic hemodialysis services

(a) If the facility provides hemodialysis services to its own
long-term care residents only, the following conditions shall
be met:

1. The facility shall be authorized to provide the
service by the Licensing Program of the Department of
Health subsequent to the submission and review of the
information contained in this subchapter. The applica-
tion shall describe how the standards in (a)2 through 4
below will be met. The facility shall comply with ambula-
tory care requirements for a chronic dialysis provider, in
accordance with N.J.A.C. 8:43A-24, and the application
shall describe how such compliance will be achieved.
Waivers from the nine station minimum requirement at
NJ.A.C. 8:43A-24.2 will be considered on an individual
basis;

2. A consultant nephrologist who is Board Certified or
Board eligible shall be designated and available to provide
medical direction for the hemodialysis service;

3. The facility shall identify the space where hemo-
dialysis services will be provided;

i. Identified space shall be in compliance with the
requirements at N.J.A.C. 8:43A-24, Licensure Stan-
dards for Ambulatory Care;

ii. If bedside hemodialysis services are offered, they
shall be provided only in private rooms; and

4. Hemodialysis shall be listed as a “service” on the
facility’s license.

(b) If the facility or other separately licensed dialysis

- provider provides outpatient dialysis services on-site to per-

sons who are not residents of the facility, the following
conditions shall be met:
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1. The facility shall file a licensing application in order
to be authorized to provide the service. The facility shall
comply with ambulatory care regulations for chronic dialy-
sis services, in accordance with N.J.A.C. 8:43A, particular-
ly NJ.A.C. 8:43A-24, and the application shall describe
how such compliance will be achieved;

2. Outpatient records shall be kept separately from
inpatient records; and

3. The hemodialysis program shall not utilize any
space required by the long-term care program, such as
passageways, corridors, or treatment room, and shall not
require the commingling of hemodialysis patients with
facility residents. :

(c) Hemodialysis services may be provided to residents of
the long-term care facility by separately licensed dialysis
providers under the following circumstances:

1. The dialysis provider shall file a licensing applica-
tion in order to be authorized to provide the service. The
facility shall comply with ambulatory care requirements
for chronic dialysis services, in accordance with N.J.A.C.
8:43A, particularly N.J.A.C. 8:43A-24, and the application
shall describe how such compliance will be achieved;

. 2. The provider shall demonstrate the ability to serve
nine patients Statewide within six months of licensing
approval;

3. The provider shall have a New Jersey office or
execute a jurisdictional agreement with the Department;

4, The provider shall describe all staffing, and how
staffing will be provided at multiple sites, if applicable;

5. A copy of the contract between the dialysis provid-
er and the long-term care facility shall be included with
the licensing application. The contract shall clearly state
the roles and responsibilities of both the dialysis provider

and the long-term care facility. Any change in dialysis -

provider shall require prior authorization and submission
of a separate licensure application by the dialysis provid-
er;

6. The Department shall charge a fee for licensure of
the dialysis service as an Ambulatory Care Facility in
accordance with N.J.A.C. 8:43A-2.2(b). (Each site of
service provision shall be considered a satellite);

7. Hemodialysis shall be listed as a “service” on the
facility’s license; and -

8. Both the provider and the long-term care facility
shall inform the Department in writing 30 days prior to
any planned service interruption and shall include a plan
for the continuing care of any dialysis patients.

(d) Any long-term care facility which proposes to offer

hemodialysis services through a separately licensed dialysis
provider shall also comply with the following requirements:
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1. The facility shall request written authorization from
the Licensing Program to contract with a licensed outside
provider prior to implementing the service and specify the
provider. A copy of the contract between the dialysis
provider and the long-term care facility shall be included
with the licensing application. The contract shall clearly
state the roles and responsibilities of both the dialysis
provider and the long-term care facility. Any change in
dialysis provider shall require prior authorization and
submission of a separate licensure application by the new
dialysis provider;

2. The facility shall identify the space in which the
service will be provided, including documentation that the
space meets the requirements of N.J.A.C. 8:43A-24. Any
renovations or construction shall receive prior approval
from the Department. Space required by the long-term
care facility programs shall not be used; and

3. The Department shall charge a fee of $150.00,
which shall accompany the information required at (d)1
and 2 above. Thereafter, $150.00 shall be added to the
usual annual licensing fee and the license shall list chronic
dialysis as a service provided under contract with a dialy-
sis provider.

8:39-2.11 Peritoneal dialysis

(a) If a long-term care facility offers peritoneal renal
dialysis services to its own residents only, the following
conditions shall be met:

1. Alicensing application shall .ot be required;

2. The facility shall forward to the Department an
attestation that the information listed below is available at
the facility for review. Following receipt of this attesta-
tion, authorization to provide the service may be granted:

i. Policies and procedures for service provision,
which shall include the following: '

(1) Staff qualifications and training;
(2) Admission criteria;

(3) Transfer agreement with a certified ESRD
hospital facility;

(4) Quality assurance mechanisms and criteria;

(5) Infection prevention and control, including bag
disposal;

(6) Emergency situations;
(7) Dietary requirements; and

(8) How and where any necessary laboratbry work
will be completed.

3. A .consultant nephrologist shall be designated and
available to provide medical direction for the service; and

4, Peritoneal dialysis shall be listed as a “service” on
the facility’s license.
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(b) Separately licensed dialysis providers may offer peri-
toneal dialysis services in a long-term care’facility under the
following circumstances:

1. All requirements in (a) above shall be met;

2. -The dialysis provider shall be licensed as specified
at N.J.A.C. 8:39-2.10(c);

3. A copy of the contract agreement for service provi-
sion between the dialysis provider and the long-term care
facility shall be reviewed and approved by the Licensing
Program of the Department prior to the authorization of
the long-term care facility to provide the service through a
separately licensed agency. The agreement shall clearly
state the roles and responsibilities of both parties; and

4. Both the long-term care facility and the dialysis
agency shall notify the Department in writing 30 days
prior to any planned service interruption and shall include
a plan for the continuing care of any dialysis patients.

8:39-2.12 Add-a-bed

(a) Pursuant to N.J.S.A. 26:2H-7.2, a facility may request
approval from the Department to increase total licensed
beds by no more than 10 beds or 10 percent of its licensed
bed capacity, whichever is less, without Certificate of Need
approval. No more than one such request for approval
shall be submitted every five years.

(b) The application shall be filed, with an application fee
of $250.00, using application forms provided by the Licens-
ing, Certification and Standards program, and shall include:
name, address, ownership, and any other facilities owned,
licensed capacity, any existing waivers, number of beds
requested, proposed location of beds, any construction/reno-
vation needed, a description of the project, number of
single-bed rooms and square footage of dining/recreation
area after increase, and additional staffing required.

(c) The Department shall deny an application for add-a-
beds based on the facility track record, if any of the
following criteria:

1. Within the last 12 months preceding the date of
application, the applicant was cited for a violation of the
licensing rules in this chapter or of Federal certification
requirements for Medicaid or Medicare participation
which presented a serious risk to the life, safety, or quality
of care of the facility’s residents. A serious risk to life,
safety, or quality of care of residents includes, but is not

- limited to, deficiencies in State licensure or Federal certi-
fication requirements in the areas of nursing, resident
rights, resident assessment and care plans, dietary ser-
vices, infection control and sanitation, or pharmacy, re-
sulting in:

i. An action by a State or Federal agency to curtail
or temporarily suspend admissions to a facility; or
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ii. Issuance of two or more Federal Level A defi-
ciencies in the areas identified above; or

iii. Issuance of one or more Federal Level A defi-
ciencies in the same area on two or more consecutive
visits; or

2. The applicant fails to demonstrate that the facility
has sufficient space to implement the new licensed bed
capacity in a manner meeting Federal construction stan-
dards contained in the Guidelines for Construction and
Equipment of Hospital and Medical Facilities
(1992-1993), as published by the American Institute of
Architects and approved by the U.S. Department of
Health and Human Services. (Available from the Ameri-
can Institute of Architects Press, 1735 New York Ave.,
NW, Washington, D.C. 20006); or

3. The applicant fails to dew:o...trate that the facility
has provided sufficient nurse staffing hours, in accordance
with this chapter, to meet the needs of the current
resident census; or

4. The addition of beds will result in a unit size in
excess of 64 beds; or

5. The addition of beds will result in a violation of
State licensure or Federal certification requirements.

Amended by R.1995 d.127, effective March 6, 1995.
See: 26 N.J.R. 1772(c), 27 N.J.R. 937(b).

SUBCHAPTER 3. COMPLIANCE WITH
MANDATORY RULES AND ADVISORY
STANDARDS

8:39-3.1 Mandatory rules

(a) Mandatory rules contain minimum and essential re-
quirements of care provided by a facility.

(b) Failure to comply with any mandatory rules contained
in this chapter shall constitute a deficiency for which the
New Jersey State Department of Health may take any or all
of the following measures or any other lawful remedy:

1. Action to impose a fine;
2. Cessation of all admissions;

3. Removal of residents from the facility when there is
an imminent danger to any person’s health or safety; and

4. Revocation of the license held by the facility’s
operator.

8:39-3.2 Advisory standards

(a) Advisory standards contain benchmarks of excellence
or superior attainment in providing care of high quality.
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(b) Facilities are strongly encouraged to use advisory |

standards in striving to provide the highest quality of care
possible.

(c) Failure to comply with any or all advisory standards
shall not constitute a deficiency or result directly or indirect-
ly in any fine, cessation of admissions, removal of residents,
or revocation of a license, imposed pursuant to action by the
New Jersey State Department of Health.:

(d) Compliance with advisory standards shall not be used
as an indication of whether the facility is in compliance with
mandatory rules or whether a facility should be made
subject to a penalty or other action to protect residents.

8:39-3.3 Reporting compliance with advisory standards

(a) Compliance with advisory standards shall be calculat-
ed in accordance with the following:

1. The Department shall verify that at least 90 percent-

of no more than 30 advisory standards randomly selected
from the total number of advisory standards which the
facility claims to have met are in fact met; and

2. If the compliance rate determined at (a)l above is
90 percent or greater, then, for any advisory subchapter in
which the facility has claimed to meet 65 percent or more
of the standards in the subchapter, recognition for meet-
ing the entire subchapter shall be given.

(b) Reports of individual facilities’ compliance with advi-
sory standards shall be available at the New Jersey State
Department of Health, Office of Licensing and Inspection,
for the inspection of the public, during normal business
hours.

(c) If a facility applies for a Certificate of Need, compli-
ance with six or more of the following advisory subchapters
at the time of the most recent survey of the facility will be
taken into consideration: access to care (N.J.A.C. 8:39-6),
resident assessment and care plans (N.J.A.C. 8:39-12), phar-
macy (N.J.A.C. 8:39-30), infection control and sanitation
(N.J.A.C. 8:39-20), resident activities (N.J.A.C. 8:39-8), di-
etary services (N.J.A.C. 8:39-18), medical services (N.J.A.C.
8:39-24), nurse staffing (N.J.A.C. 8:39-26), physical environ-
ment (N.J.A.C. 8:39-32), and quality assessment and assur-
ance (N.J.A.C. 8:39-34).

(d) If a facility can demonstrate that it has a system in ‘

place to meet the requirement, even though it is not applica-
ble at the time of the survey, the surveyors may deem that,
in their judgment, the standard is met. '

SUBCHAPTER 4.
RIGHTS

MANDATORY RESIDENT

8:39-4.1 Resident rights
(a) Each resident shall be entitled to the following rights:
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1. To retain the services of a physician the resident
chooses, at the resident’s own expense or through a health
care plan;

2. To have a physician explain to the resident, in
language that the resident understands, his or her com-
plete medical condition, the recommended treatment, and
the expected results of the treatment, except when the
physician deems it medically inadvisable to give such
information to the resident and records the reason for
such decision in the resident’s medical record; and pro-
vides an explanation to his or her next of kin or guardian;

3. To participate, to the fullest extent that the resident
is able, in planning his or her own medical treatment and
care;

4. To refuse medication and treatment after the resi-
dent has been informed, in language that the resident
understands, of the possible consequences of this decision.

The resident may also refuse to participate in experimen-

tal research, including the investigations of new drugs and
medical devices. The resident shall be included in experi-
mental research only when he or she gives informed,
written consent to such participation;

5. To be free from physical and mental abuse;

6. To be free from chemical and physical restraints,
unless they are authorized by a physician for a limited
period of time to protect the resident or others from
injury. Under no circumstances shall the resident be
confined in a locked room or restrained for punishment,
for the convenience of the nursing home staff, or with the
use of excessive drug dosages; "

7. To manage his or her own finances or to have that
responsibility delegated to a family member, an assigned
guardian, the nursing home administrator, or some other
individual with power of attorney. The resident’s authori-
zation must be in writing, and must be witnessed in
writing; ‘

8. To receive a written statement or admission agree-
ment describing the services provided by the nursing
home and the related charges. Such statement or admis-
sion agreement must be in compliance with all applicable
State and Federal laws. This statement or agreement
must also include the nursing home’s policies for payment
of fees, deposits, and refunds. The resident shall receive
this statement or agreement prior to or at the time of
admission, and afterward whenever there are any changes;

9. To receive a quarterly written account of all resi-
dent’s funds and itemized property that are deposited
with the facility for the resident’s use and safekeeping and
of all financial transactions with the resident, next of kin,

. or guardian. This record must also show the amount of

property in the account at the beginning and end of the

accounting period, as well as a list of all deposits and. '

withdrawals, substantiated by receipts given to the resi-
dent or his or her guardian;

-
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10. To have daily access during specified hours to the
money and property that the resident has deposited with
the nursing home. The resident also may delegate, in
writing, this right of access to his or her representative;

11. To live in safe, decent, and clean conditions in a
nursing home that does not admit more residents than it
can safely accommodate while providing adequate nursing
care;

12. To be treated with courtesy, consideration, and
respect for the resident’s dignity and individuality;

13. To receive notice of an intended transfer from one
room to another within the facility or a change in room-
mate, including a right to an informal hearing with the

administrator prior to the transfer as well as a written

statement of the reasons for such transfer. The nursing
home shall not move the resident to a different bed or
- room in the facility if the relocation is arbitrary and

capricious. A transfer would not be considered arbitrary

and capricious if a facility can document a clinical necessi-
ty for relocating the resident, such as a need for isolation
or to address behavior management problems, or there is

a hardship to an applicant for admission through a delay

caused by inefficient distribution of beds by gender.

14. To wear his or her own clothes, unless this would
be unsafe or impractical. All clothes provided by the

nursing home must fit in a way that is not demeaning to

the resident;

15. To keep and use his or her personal property,
unless this would be unsafe, impractical, or an infringe-
ment on the rights of other residents. The nursing home
shall take precautions to ensure that the resident’s per-
sonal possessions are secure from theft, loss, and mis-
placement;

16. To have physical privacy. The resident shall be
allowed, for example, to maintain the privacy of his or her
body during medical treatment and personal hygiene ac-
tivities, such as bathing and using the toilet, unless the
resident needs assistance for his or her own safety;

17. To have reasonable opportunities for private and
intimate physical and social interaction with other people,
including arrangements for privacy when the resident’s
spouse visits. If the resident and his or her spouse are
both residents of the same nursing home, they shall be
given the opportunity to share a room, unless this is
medically inadvisable, as documented in their records by a
physician;

18. To confidential treatment of information about
the resident. Information in the resident’s records shall
not be released to anyone outside the nursing home
without the resident’s approval, unless the resident trans-
fers to another health care facility, or unless the release of
the information is required by law, a third-party payment
contract, or the New Jersey State Department of Health;
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19. To receive and send mail in unopened envelopes,
unless the resident requests otherwise. The resident also

has a right to request and receive assistance in reading

and writing correspondence unless it is medically con-
traindicated, and documented in the record by a physi-
cian;

20. To have unaccompanied access to a telephone at a
reasonable hour to conduct private conversations, and, if
technically feasible, to have a private telephone in his or
her living quarters at the resident’s own expense; -

21.. To stay out of bed as long as the resident desires
and to be awakened for routine daily care no more than
two hours before breakfast is served, unless a physician
recommends otherwise and specifies the reasons in the
resident’s medical record;

22. To receive assistance in awakening, getting
dressed, and participating in the facility’s activities, unless
a physician specifies reasons in the resident’s medical
record;

23. To meet with any visitors of the resident’s choice
between 8:00 A.M. and 8:00 P.M. daily. If the resident is
critically ill, he or she may receive visits at any time from
next of kin or a guardian, unless a physician documents
that this would be harmful to the resident’s health;

24. To take part in nursing home activities, and to
meet with and participate in the activities of any social,
religious, and community groups, as long as these activi-
ties do not disrupt the lives of other residents;

25. To leave the nursing home during the day with the
approval of a physician and with the resident’s where-
abouts noted on a sign-out record. Arrangements may
also be made with the nursing home for an absence
overnight or longer;

26. To refuse to perform services for the nursing
home;

27. To request visits at any time by representatives of
the religion of the resident’s choice and, upon the resi-
dent’s request, to attend outside religious services at his
or her own expense. No religious beliefs or practices
shall be imposed on any resident;

28. To participate in meals, recreation, and social
activities without being subjected to discrimination based
on age, race, religion, sex, nationality, or disability. The
resident’s participation may be restricted or prohibited
only upon the written recommendation of his or her
physician;

29. To organize and participate in a Resident Council
that presents residents’ concerns to the administrator of
the facility. A resident’s family has the right to meet in
the facility with the families of other residents in the
facility;
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30. To discharge himself or herself from the nursing
home by presenting a release signed by the resident. If
the resident is an adjudicated mental incompetent, the
release must be signed by his or her next of kin or
guardian;

31. To be transferred or discharged only for one or
more of the following reasons, with the reason for the
transfer or discharge recorded in the resident’s medical
record:

i. In an emergency, with notification of the resi-
dent’s physician and next of kin or guardian;

ii. For medical reasons or to protect the resident’s
welfare or the welfare of others;

iii. To comply with clearly expressed and document-
ed resident choice, or in conformance with the New
Jersey Advance Directives for Health Care Act, as
specified in N.J.A.C. 8:39-9.5(d); or

iv. For nonpayment of fees, in situations not pro-
hibited by law. :

32. To receive written notice at least 30 days in ad-
vance when  the nursing home requests the resident’s
transfer or discharge, except in an emergency. Written
notice shall include the name, address, and telephone
number of the New Jersey Office of the Ombudsman for
the Institutionalized Elderly, and shall also be provided to
the resident’s next of kin or guardian 30 days in advance;

33. To be given a written statement of all resident
rights as well as any additional regulations established by
the nursing home involving resident rights and responsi-
bilities. The nursing home shall require each resident or
his or her guardian to sign a copy of this document. In
addition, a copy shall be posted in a conspicuous, public
place in the nursing home. Copies shall also be given to
the resident’s next of kin and distributed to staff mem-
bers. ' The nursing home is responsible for developing and
implementing policies to protect resident rights;

34. To retain and exercise all the constitutional, civil,
and legal rights to which the resident is entitled by law.
The nursing home shall encourage and help each resident
to exercise these rights; and

35. To voice complaints without being threatened or
punished. Each resident is entitled to complain and
present his or her grievances to the nursing home admin-
istrator and staff, to government agencies, and to anyone
else without fear of interference, discharge, or reprisal.
The nursing home is required to provide each resident
and his or her next of kin or guardian with the names,
addresses, and telephone numbers of the government
agencies to which a resident can complain and ask ques-
tions, including ‘the New Jersey State Department of
Health and the Office of the Ombudsman for the Institu-
tionalized Elderly. These names, addresses, and tele-
phone numbers shall also be posted in a conspicuous
place near every public telephone and on all public
bulletin boards in the nursing home.
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(b) Each resident, resident’s next of kin, and resident’s
guardian shall be informed of the resident rights enumerat-
ed in this subchapter, and each shall be explained to him or
her. None of these rights shall be abridged or violated by
the facility or any of its staff.

Case Notes

Resident patient’s next of kin lacked standing to maintain action for
violation of patient’s rights under former N.J.A.C. 8:30-2.4; statutory
cause of action limits standing. Profeta v. Dover Christian Nursing
Home, 189 N.J.Super. 83 (App.Div.1983), cert. den. 94 N.J. 576, 458
A.2d 1307 (1983).

SUBCHAPTER 5. MANDATORY ACCESS TO
CARE

8:39-5.1 Mandatory admission policies and procedures

(a) The facility shall make available to indigent individu-
als at least five percent of its beds or, if the facility is
licensed for 100 or more beds, at least 10 percent of its
beds. - For purposes of this section, an individual is “indi-
gent” if he or she is an applicant for admission or a current
resident of the facility, and if he or she would otherwise
meet the eligibility requirements of Medicaid reimburse-

. ment or county or municipal financial assistance for nursing

home care.

(b) The facility shall not deny a resident immediate read-
mission to. the facility at the conclusion of a period of
temporary discharge, if payment or reimbursement for the
resident’s care includes a period of temporary discharge.
For purposes of this rule, a period of temporary discharge
begins with a transfer to a hospital or other health facility
and lasts 10 or fewer days.

(c) The facility, if it is a Medicaid provider whose Medic-
aid occupancy level is less than the Statewide occupancy
level, shall comply with N.J.S.A. 10:5-12.2 by not denying
admission to a qualified Medicaid applicant when a bed
becomes available.

(d) Whenever the facility denies admission to an appli-
cant for admission, the facility, within 14 days of the denial,
shall provide written notice to the applicant or person
applying on the applicant’s behalf of the denial and the
reason for denial.

(e) The facility shall not deny admission to any applicant
for admission (“applicant for admission” means an individu-
al who has made a formal application) based on diagnosis or
health care needs if the applicant’s health care needs can be
reasonably accommodated and are commensurate with the
services provided by a licensed long-term care facility as
specified in this chapter unless: '

39-14
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8:39-7.2

1. The facility currently treats a high proportion of
residents whose documented health problems clearly re-
quire more intensive nursing care than is ordinarily pro-
vided to most long-term care residents as measured by
objective factors such as the acuity conditions enumerated
at N.J.A.C. 8:39-25.2(b)2; and

2. The facility could provide health care to the appli-
cant at an acceptable level of quality of care only by
reducing the quality of care that is currently provided to
other residents.

(f) The facility shall notify the Department of any inten-
tion to deny admission pursuant to (e) above to individuals
who have been formally referred to the facility or have
made written application for admission.

(g) A record of each completed application, including the
disposition and stated reason if admission is denied, shall be
kept for one year.

(h) An admission waiting list of individuals who have
completed applications shall exist and shall be implemented.
The facility shall have policies and procedures addressing
admission priorities and retention on the waiting list, includ-
ing, at a minimum, the following:

1. Dates of application; and

2. Source of payment.

Case Notes

Nursing home violated licensure requirements; refusing admission to
HIV-positive patient. Department of Health v. Manheim Ave., Inc., 93
N.J.A.R.2d (HLT) 13.

Refusal to admit HIV-positive patient; denial of Certificate of Need
sought by nursing center also owned by owner of center refusing
admission to patient. Yihoshna, Inc., t/a Manahawkin Convalescent
Center v. Department of Health. 93 N.J.A.R.2d (HLT) 9.

8:39-5.2 Mandatory policies and procedures for access to
care

(a) The facility shall comply with applicable Federal,
State, and local laws, rules, and regulations.

(b) There shall be no discrimination against any resident
or group of residents based on method of payment.

(c) The facility shall meet all currently applicable condi-
tions attached to any Certificate of Need that has been
granted to it.

(d) If a facility has reason to believe, based on a resi-
dent’s behavior, that the resident poses a danger to himself
. or herself or others, and that the facility is not capable of
providing proper care to the resident, then an evaluation
should be performed in accordance with Guidelines for
Inappropriate Behavior and Resident to Resident Abuse, in
Appendix B.
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SUBCHAPTER 6. ADVISORY ACCESS TO CARE

8:39-6.1 Advisory admission policies and procedures

(a) The waiting list of the facility incorporates a system to
contact applicants or families at least quarterly, or according
to an alternate schedule approved by the Department, to
advise them concerning the status of the application and to
inquire of the applicant’s interest in remaining on the
waiting list.

(b) Before admission, the resident’s physician, the facili-
ty’s social worker, the facility’s admissions officer (if differ-
ent from the social worker), and a registered professional
nurse discuss the appropriateness of the placement.

(c) The facility makes available to indigent individuals at
least 10 percent of its beds or, if the facility is licensed for
100 or more beds, at least 15 percent of its beds. For
purposes of this subsection, an individual is “indigent” if he
or she is an applicant for admission or a current resident of
the facility, and if he or she would otherwise meet the
eligibility requirements of Medicaid reimbursement or coun-
ty or municipal financial assistance for nursing home care.

(d) The facility provides a copy of admissions policies and
criteria to all applicants for admission.

SUBCHAPTER 7. MANDATORY RESIDENT
ACTIVITIES

8:39-7.1 Mandatory administrative organization for

resident activities

The director of resident activities shall supervise all other
resident activities staff and coordinate all resident activity
programs.

8:39-7.2 Mandatory staff qualifications for resident
activities
(a) The facility shall have a director of resident activities
who holds at least one of the following four qualifications:

1. A baccalaureate degree from an accredited college
or university with a major area of concentration in recre-
ation, creative arts therapy, therapeutic recreation, art, art
education, psychology, sociology, or occupational therapy;
or

2. A high school diploma and three years of experi-
ence in resident activities in a health care facility and
satisfactory completion of an activities education program
approved by the New Jersey State Department of Health,
after a review of the specific curriculum, consisting of 90
hours of training, and incorporating the following ele-
ments:

i. Overview of the activity profession;
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ii. Human development: the late adult years;
iii. Standards of practice: practitioner behavior;
iv. Activity care planning for quality of life; and

v. Methods of service delivery in the activity profes-
sion; or v

3. Served as director of resident activities on June 20,
1988, and has continuously served as activities director
since that time; or

4. Holds current certification from the National Certi-
fication Council for Activity Professionals (National Certi-
fication. Council for Activity Professionals, 520 Stewart,
Park Ridge, Illinois 60068) or the National Council for
Therapeutic Recreation Certification (National Council
for Therapeutic Recreation, Inc., P.O. Box 479, Thiells,
NY 10984-0479).

(b) Currently employed activities directors who have
completed an activities education course which was previ-
ously approved by the Department will not be required to
complete the course described at (a)2 above.

8:39-7.3 Mandatory staffing amounts and availability for
activities
At least 45 minutes of resident activities staff time per
resident per week shall be devoted to resident activities.
(This is an average. It is equal to one full-time equivalent
staff member for every 53 residents.)

8:39-7.4

(a) Resident activities staff shall arrange a diversity of
programs to maintain residents’ sense of usefulness and self-
respect. Included shall be activities in each of the following
categories:

Mandatory resident activities services

1. Social (for example, parties, club meetings, picnics,
and other special events);

2. Physical (for example, exercise, sports, dancing, and
swimming);

3. Creative (for example, crafts, poetry, drama, music
therapy, art therapy, and gardening);

4. Educational and cultural (for example, discussion
groups, guest speaker programs, concerts and other forms
of live entertainment, and international meals);

5. Spiritual, such as religious services;

6. Awareness, including cognitive and sensory individ-
ual and group stimulation for confused and disoriented
residents; and

7. Community-integrating (for example, visits by com-
munity volunteers, visits. by nursery school classes, ex-
change visits with other health care facilities, participation
in senior citizen organization meetings or support group
sessions, and participation in adopt-a-grandparent pro-
grams).

Supp. 12-18-95

(b) If the facility requires an exception from any of the
categories of activities listed at (a)l through 7 above, rea-
sons for the exception, such as impracticability or lack of
appropriateness or interest on the part of residents, shall be
documented and written documentation of the reasons for

‘the exception shall be provided to the Department upon

request.

(c) Resident activity programs shall take place in individ-
val, small group, and large group settings.

(d) Resident activities shall be scheduled for seven days
each week, and during at least two evenings per week.
Religious services shall be considered resident activities for
purposes of complying with this requirement.

(e) Residents may participate in the activities program
regardless of their financial status, with the exception of
special events for which there is a charge for all residents.

(f) At least weekly, a listing of all scheduled activities
shall be posted in a conspicuous place in the facility.

(g) Resident activities programs shall be developed and
modified on- the basis of input from residents, as well as
staff, family, and others.

8:39-7.5 Mandatory space and environment for resident
activities
Each facility shall have an activities room that is equipped
with arts and crafts supplies, games, and reading materials.

SUBCHAPTER 8. ADVISORY RESIDENT
ACTIVITIES

8:39-8.1 Advisory policies and procedures for resident
activities
There is a formal, continuous mechanism for activity
planning, implementation and evaluation.

Case Notes
Former N.J.A.C. 3:39-1.16 required one professional nurse per unit
around the clock; minimum direct nursing care standards; reimburse-
ment denied for nursing Staff hours occasioned by erroneous reliance
on non-applicable standards. In re: Preakness Hospital, 8 N.J.A.R.
389 (1982).

8:39-8.2 Advisory staff qualifications for resident activities

The director of resident activities possesses a baccalau-
reate degree from an accredited college or university with a
major area of concentration in therapeutic recreation or
creative arts therapy or holds current certification from the
National Certification Council for Activity Professionals
(National Certification Council for Activity Professionals,
520 Stewart, Park Ridge, Illinois 60068) or National Council
for Therapeutic Recreation Certification (National Council
for Therapeutic Recreation, Inc., P.O. Box 479, Thiells, NY
10984-0479).
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8:39-9.2

8:39-8.3 Adyvisory staffing amounts and availability for
' resident activities

(a) At least 55 minutes of resident activities staff time per
resident per week is devoted to resident activities. (This is
an average. It is equal to one full-time equivalent staff
member for every 44 residents.)

(b) The facility maintains an active volunteer program
that includes scheduled visits to the facility on at least a
weekly basis.

8:39-8.4 Advisory resident services for resident activities

(a) Resident activity programs are conducted during at
least four evenings per week.

(b) Field trips are accessible for all residents who choose
to participate, unless their participation would not be clini-
cally feasible.

(c) Regularly scheduled outdoor recreation is provided.

(d) There is a pet therapy program for interested resi-
dents, with safeguards to prevent interference in the lives of
other residents, and the program complies with policies and
procedures developed by the facility (See Appendix A for
example). »

(e) The facility has an organized program for visits to
residents by school or pre-school children throughout the
year.

SUBCHAPTER 9. MANDATORY
ADMINISTRATION

8:39-9.1 Mandatory administrative organization and
responsibilities : '

(a) The facility shall inform the New Jersey State Depart-
ment of Health of the ownership and management of the
facility and its location, and proof of ownership shall be
available at the facility.

1. In the case of group or corporate management of a
facility, the facility shall specify:

i. Name and address of the firm or corporation;
and

ii. Names and addresses of all directors of the firm
or corporation.

2. Any proposed change in ownership shall conform
with NJ.A.C. 8:33.

(b) The facility shall not be owned or operated by any

\__, person convicted of a crime relating adversely to the per-

son’s capability of owning or operating the facility.
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(c) In a facility with more than 240 beds, in addition to
the licensed administrator, there shall be a full-time admin-
istrative supervisor who is assigned the evening shift and
reports directly to the licensed administrator.

(d) The administrator shall serve full-time in an adminis-
trative capacity within the facility in facilities with 100 or
more beds. In facilities with fewer than 100 beds, a licensed
administrator shall serve at least half-time within the facility.
The administrator shall be administratively responsible for
all aspects of the facility.

(e) A licensed administrator shall only be responsible for
one facility, except that an administrator may be responsible
for two facilities if such facilities are within a 20-mile radius
and if the total number of beds for which both facilities .are
licensed is no more than 120.

Law Review and Journal Commentaries

Disputing Care Advance Care Directives, Robert J. Romano, Jr., 132
N.J.LJ. No. 15, S16 (1992).

8:39-9.2 Mandatory policies and procedures for
administration
(a) The facility shall maintain a written record of all
financial arrangements with the resident, next of kin, and/or
guardian. Copies of the record shall be accessible to the
resident or guardian during normal business hours or by

prior arrangement.

(b) The facility shall provide the resident with 30 days
prior written notice of charges, expenses, or other financial
liabilities that are in addition to the agreed per diem rate.
The resident’s prior written approval for additional charges
shall not be required in the event of a health emergency that
requires the resident to receive immediate special services
or supplies.

(c) Funds deposited with a facility for a particular resi-
dent’s use and safekeeping shall be held in an account which
is separate from any of the facility’s operating accounts.

1. Funds in excess of $50.00 shall be deposited in an
interest bearing account(s) and all interest earned on
resident’s funds shall be credited to that account.

2. If a resident’s personal funds do not exceed $50.00,
they shall be maintained in a separate interest bearing
account, a non-interest bearing account, or a petty cash
fund.

3. The facility shall assure the security of all personal
funds of residents deposited with the facility, through
purchase of a surety bond or an alternative which pro-
vides protection equivalent to a surety bond.

(d) Effective July 6, 1993, all residents who have ad-
vanced a security deposit to a facility prior to or upon their
admission shall be entitled to receive interest earnings which
accumulate on such funds or property after the effective
date.
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1. The facility shall hold such funds or property in
trust for the resident and they shall remain the property
of the resident. All such funds shall be held in an
interest-bearing account as established under require-
ments of N.J.S.A. 30:13-1 et seq.

2. The facility may deduct an amount not to exceed
one percent per annum of the amount so invested or
deposited for costs of servicing and processing the ac-
counts.

3. The facility, within 60 days of establishing an ac-
count, shall notify the resident, in writing, of the name of
the bank or investment company holding the funds and
the account number. The facility shall thereafter provide
a quarterly statement to each resident it holds security
funds in trust for, identifying the balance, interest earned,
and any deductions for charges or expenses incurred in
accordance with the terms of the contract or agreement of
admission.

(e) The administrator shall provide to the owner and/or
governing body of the facility a copy of the licensing survey
report and any additional survey-related data sent by the
New Jersey State Department of Health to the administra-
tor of the facility.

(f) The following documents shall be submitted to the
New Jersey State Department of Health:

1. An annual financial report or a Medicaid cost
report; and

2. Statistical data, such as resident census and facility
characteristics, in a format provided by the Department.

(g) The facility shall notify the New Jersey State Depart--
ment of Health immediately by telephone (609) 588-7725,
or (609) 392-2020 after office hours, followed within 72
hours by written confirmation, of any of the following:

1. Interruption for three or more hours of physical
plant services and/or other services essential to the health
and safety of residents;

2. Termination of employment of the administrator or

the director of nursing, and the name and qualifications -

of the proposed replacement;

3. All alleged or suspected crimes which endanger the
life or safety of residents or employees, which are also
reportable to the police department, and which result in
an immediate on-site investigation by the police.

i. In addition, the State Office of the Ombudsman
for the Institutionalized Elderly shall be immediately
notified of any suspected resident abuse, neglect, or
exploitation of residents aged 60 or older, pursuant to
P.L. 1983 c.43, N.J.S.A. 52:27G-7.1, and the Depart-
ment of Health shall be immediately notified for resi-
dents under the age of 60; and

Supp. 12-18-95

4. All fires, disasters, deaths, and imminent dangers to
a resident’s life or health resulting from accidents or
incidents in the facility.

(h) The facility shall investigate every reported case of
misappropriated property.

(i) When a vacancy exists in the position of administrator
for 48 hours or more, the facility shall arrange for licensed
administrative supervision on a consultant basis, which shall
continue until a new licensed administrator shall be appoint-
ed, which shall be within 90 days of the appointment of the
consultant.

(j) The facility shall make all policy and procedure manu-
als available to residents, families, and guardians during
normal business hours or by prior arrangement.

(k) Results of the most recent licensure survey and Fed-
eral Standard Certification conducted by the New Jersey
State Department of Health shall be available for inspection
by any resident or visitor, in a readily accessible place, at all
times. A notice announcing the availability of those results
and all other surveys conducted in the past 12 months shall
be conspicuously posted in diverse readily accessible areas
of the facility.

() A facility shall notify the Department of Health,
Division of Health Facilities Evaluation and the Division of
Medical Assistance and Health Services, Department of
Human Services, if it is a participating Medicaid provider,
immediately in writing at such time as it becomes financially
insolvent and upon the filing of a voluntary or involuntary
petition for bankruptcy under Title 11 of the United States
Code. Insolvency means that the sum of the facility’s debts
is greater than the value of all of its assets, that the facility
defaults on the primary debt on the property, or that in any
month the current ratio falls below 1.0, or that the average
payment period ratio for current liabilities exceeds 150 days.
Facilities which are in the first 12 months of operation from
the date of initial licensure are exempt from reporting a
condition of insolvency to the Department. All notification
of insolvency or a bankruptcy filing, when received by the
Department of Health or the Department of Human Ser-
vices, shall be kept confidential from the public and any
other organization unless express authorization to do so has
been provided by the facility.

(m) No resident shall be discharged between 5:00 P.M.
and 8:00 A.M., except in an emergency or with the consent
of the resident and family or responsible person.
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8:39-9.5

(n) Policies for transfer shall include method of transpor-
tation, a transfer form that is consistent with “Hospital and
Nursing Home Patient Transfer Form and Plan of Care” in
Appendix B, incorporated herein by reference, copies of
relevant medical records, including assessments (MDS;
PASSAR) and advance directives if applicable, to accompa-
ny or follow the resident, procedures for security of the
resident and his or her personal effects, and timeliness of
transfer.

8:39-9.3 Mandatory staff qualifications

(a) The facility shall be directed by an individual who
holds a current New Jersey license as a nursing home
administrator.

(b) A nursing home administrator whose license is either
suspended or revoked, pursuant to N.J.S.A. 25:2H-27 and
26:2H-28 (P.L. 1968, c¢.356) shall not be appointed or
retained in the facility in any administrative, managerial,
supervisory, or similar position.

(c) All personnel who require licensure, certification or
authorization in order to provide resident care shall be
licensed, certified or authorized under applicable laws and
regulations of the State of New Jersey. The licenses, certifi-
cations or authorizations shall be verified by the facility.

(d) The facility shall make reasonable efforts to ensure
that staff providing direct care to residents in the facility are
in good physical and mental health, emotionally stable, of
good moral character, are concerned for the safety and well-
being of residents; and have not been convicted of a crime
relating adversely to the person’s ability to provide resident
care, such as homicide, assault, kidnapping, sexual offenses,
robbery, and crimes against the family, children or incompe-
tents, except where the applicant or employee with a crimi-
nal history has demonstrated his rehabilitation in order to
qualify for employment at the facility. (“Reasonable ef-
forts” shall include an inquiry on the employment applica-
tion, reference checks, and/or criminal background checks
where indicated or necessary.)

(e) The facility shall ensure that all private duty nursing
staff and contract personnel are monitored and those who
do not meet the requirements at (d)1 and 2 above or facility
policies and procedures are not permitted to perform ser-
vices in the facility.

(f) There shall be written policies and procedures for
personnel that are reviewed annually, revised as needed, and
implemented. They shall include at least:

1. A written job description for each category of
personnel in the facility and distribution of a copy to each
newly hired employee;

2. Personnel policies in compliance with Federal and

State requirements;

3. A system to ensure that written, job-relevant crite-
ria are used in making evaluation, hiring, and promotion
decisions;
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4. A system to ensure that employees meet ongoing
requirements for credentials; and

5. Written criteria for personnel actions that require
disciplinary action. ‘

(g) The facility shall develop and implement a grievance
procedure for all staff. The procedure shall include, at
least, a system for receiving grievances, a specified response
time, assurance that grievances are referred appropriately
for review, development of resolutions, and follow-up ac-
tion.

(h) Personnel records shall be confidential and accessible
only to authorized personnel.

(i) Each staff member shall wear clean clothes and shall
use good personal hygiene.

8:39-9.4 Staffing amounts and availability

The administrator or an alternate designated by the ad-
ministrator shall be on the premises at all times to direct
operations.

8:39-9.5 Mandatory policies and procedures for advance
directives

(a) The facility shall develop and implement procedures
to ensure that there is a routine inquiry made of each adult
resident, upon admission to the facility and at other appro-
priate times, concerning the existence and location of an
advance directive. If the resident is incapable of responding
to this inquiry, the facility shall have procedures to request
the information from the resident’s family or in the absence
of a family member, another individual with personal knowl-
edge of the resident. The procedures must assure that the
resident or family’s response to this inquiry is documented
in the medical record. Such procedures shall also define
the role of facility admissions, nursing, social service and
other staff as well as the responsibilities of the attending
physician.

(b) The facility shall develop and implement procedures
to promptly request and take reasonable steps to obtain a
copy of currently executed advance directives from all resi-
dents. These shall be.entered when received into the
medical record of the resident.

(c) A resident shall be transferred to another health care
facility only for a valid medical reason, in order to comply
with other applicable laws or Department rules, to .comply
with clearly expressed and documented resident choice, or
in conformance with the New Jersey Advance Directives for
Health Care Act in the instance of private, religiously
affiliated health care institutions who establish policies de-
fining circumstances in which it will decline to participate in
the implementation of advance directives. Such institutions
shall provide notice to residents or their families or health
care representatives prior to or upon admission of their
policies. A timely and respectful transfer of the individual
to another institution which will implement the resident’s
advance directive shall be effected. The facility’s inability to
care for the resident shall be considered a valid medical
reason. The sending facility shall receive approval from a
physician and the receiving health care facility before trans-
ferring the resident.

Supp. 12-18-95



8:39-9.5

DEPT. OF HEALTH

-

(d) The facility shall, in consultation with the attending
physician, take all reasonable steps to effect the appropriate,
respectful and timely transfer of residents with advance
directives to the care of an alternative health care profes-
sional in those instances where a health care professional
declines as a matter of professional conscience to participate

in withholding or withdrawing life-sustaining treatment. In-

those instances where the health care professional is the
resident’s physician, the facility shall take reasonable steps,
in cooperation with the physician, to effect the transfer of
the resident to another physician’s care in a responsible and
timely manner. Such transfer shall assure that the resi-
dent’s advance directive is implemented in accordance with
their wishes within the facility, except in cases governed by
(c) above.

(e) The facility shall have procedures to provide each
adult resident upon admission, and where the resident is
unable to respond, to the family or other representative of
the resident, with a written statement of their rights under
New Jersey law to make decisions concerning the right to
refuse medical care and the right to formulate an advance
directive. Such statement shall be issued by the Commis-
sioner. Appropriate written information and materials on
advance directives and the institution’s written policies and
procedures concerning implementation of such rights shall
also be provided. Such written information shall also be
made available in any language which is spoken as a primary
language, by more than 10 percent of the population served
by the facility.

(f) The facility shall develop and implement procedures
for referral of residents requesting assistance in executing an
advance directive or additional information to either staff or
community resource persons that can promptly advise
. and/or assist the resident.

(g) The facility shall develop and implement policies to
address application of the facility’s procedures for advance
directives to residents who experience an urgent life-threat-
ening situation.

(h) The facility shall develop and implement policies and
procedures for the declaration of death of residents, in
instances where applicable, in accordance with N.J.S.A.
26:6-1 et seq. and the New Jersey Declaration of Death Act,
N.J.S.A. 26:6A-1 et seq. (P.L. 1991, c.90). Such policies
shall also be in conformance with rules promulgated by the
New Jersey Board of Medical Examiners which address
declaration of death based on neurological criteria (N.J.A.C.
13:35-6A), including the qualifications of physicians autho-
rized to declare death based on neurological criteria and the
acceptable medical criteria, tests, and procedures which may
be used. The policies and procedures shall also accommo-
date a resident’s religious beliefs with respect to declaration
of death.
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(i) The facility shall establish procedures for considering
disputes among the resident, health care representative and
the attending physician concerning the resident’s decision-
making capacity or the appropriate interpretation and appli-
cation of the terms of an advance directive to the resident’s
course of treatment. The procedures may include consulta-
tion with an institutional ethics committee, a regional ethics
committee or another type of affiliated ethics committee, or
with any individual or individuals who are qualified by their
background and/or experience to offer clinical and ethical
judgements. ' ‘

(j) The facility shall establish a process for residents,
families, and staff to discuss and address questions and
concerns relating to advance directives and decisions to
accept or refuse medical treatment.

(k) The facility shall provide periodic community edu-

" cation programs, individually or in coordination with other

area facilities or organizations, that provide information to
consumers regarding advance directives and their rights
under New Jersey law to execute advance directives.

SUBCHAPTER 10. ADVISORY
ADMINISTRATION

8:39-10.1 Advisory policies and procedures for
administration

(a) The administrator monitors trends in staff turnover.

(b) Each of at least five service directors participates in
facility planning through preparation of annual budgets and
annual reports, and participates in annual budget confer-
ences among all service directors and the administrators.

8:39-10.2 Adyvisory staff qualifications

The administrator holds current professional certification
from the American College of Health Care Administrators,
or possesses a master’s degree in health care administration
or a related field.

8:39-10.3 Advisory staff education and training

(a) Personnel who provide direct resident care are of-
fered an opportunity to attend at least one education pro-
gram each year and receive fee reimbursement or compen-
satory time off. Records of continuing education programs
attended are maintained.

(b) The facility conducts a tuition aid program directed
toward the career development and upward mobility of staff,

_including both professional and ancillary personnel.

39-20

(



LICENSURE OF LONG-TERM CARE FACILITIES

8:39-12.1

(c) The facility is a teaching nursing home, that is, the
site of an internship, externship, or residency training pro-
gram for health professionals, as part of the curriculum of
an accredited or State-approved school or training program.
The facility has sought input from the residents and/or the
resident council concerning teaching programs.

(d) The facility maintains a library of textbooks and/or
recent periodicals on long-term care, geriatric care, nursing,
and other disciplines that is accessible to staff.

SUBCHAPTER 11. MANDATORY RESIDENT
ASSESSMENT AND CARE PLANS

8:39-11.1 Mandatory completion of resident assessment
and coordination of care plans

A registered professional nurse (RN) shall assess the
nursing needs of each resident, coordinate the written inter-
disciplinary care plan, and ensure the timeliness of all
services.

8:39-11.2 Mandatory policies and procedures for resident
assessment and care plans

(a) A physician shall provide orders for each resident’s
care beginning on the day of admission.

(b) Each physician order shall be executed by the nursing,
dietary, social work, activities, rehabilitation or pharmacy
service, as appropriate in accordance with professional stan-
dards of practice.

(c) Each resident shall be examined by a physician within
five days before, or 48 hours after, admission.

(d) An initial assessment and care plan shall be devel-
oped on the day of admission and include at least personal
hygiene, immediate dietary needs, medications, and ambula-

tion.

(e) A comprehensive assessment shall be completed for
each resident within 14 days of admission, utilizing the
Standardized Resident Assessment Instrument (Minimum
Data Set) (see Appendix D, incorporated herein by refer-
ence) as specified by the Department, or on an equivalent
assessment instrument which has been developed by the
facility. The complete assessment and care plan shall be
based on oral or written communication and assessments
provided by nursing, dietary, resident activities, and social
work staff; and when ordered by the physician, assessments
shall also be provided by other health professionals. The
care plan shall include measurable objectives with interven-
tions based on the resident’s care needs and means of
achieving each goal.
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(f) The complete care plan shall be established and im-
plementation shall begin within 21 days, and shall include, if
appropriate, rehabilitative/restorative measures, preventive
intervention, and training and teaching of self-care.

(g) If a resident is discharged to a hospital and returns to
the facility within 30 days of discharge, reassessment shall be
conducted in those areas where the resident’s needs have
changed substantially. A complete reassessment shall be
performed if the resident was discharged for more than 30
days.

(h) There shall be a scheduled comprehensive reassess-
ment in each service involved in the initial assessment, plus
other areas which the physician or interdisciplinary team
indicates are necessary. Reassessments shall be performed
according to time frames established in the previous care
plan.

(i) A reassessment shall be performed in response to all
substantial changes in the resident’s condition, such as frac-
tures, onset of debilitating chronic diseases, loss of a loved
one, or recovery from depression.

(j) The facility shall have a written transfer agreement
with one or more hospitals for emergency care and inpatient
and outpatient services.

8:39-11.3 Mandatory resident services for discharge and
transfer

(a) Discharge plans, for those residents considered to be
likely candidates for discharge into the community or a less
intensive care setting, shall be developed by the interdiscipli-
nary team prior to discharge and shall reflect physician’s
orders, and communication with the resident and the resi-
dent’s family.

(b) The facility shall arrange for transfer of residents to
other health care facilities, and to health care services
provided outside the long-term care facility, in accordance
with the physician’s orders.

SUBCHAPTER 12. ADVISORY RESIDENT
ASSESSMENT AND CARE PLANS

8:39-12.1 Adyvisory policies and procedures for resident
assessment and care plan

(a) The resident care plan is developed at a meeting held
by an interdisciplinary team that includes professional
and/or ancillary staff from each service providing care to the
resident.

(b) The facility makes care planning meetings available at

mutually agreeable times, including evenings and weekends,
for the convenience of families and significant others.
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8:39-12.2 - Advisory resident services for off-site services

The facility provides and/or arranges for someone to
accompany each resident to scheduled visits to off-site
health care services.

SUBCHAPTER 13. MANDATORY
COMMUNICATION

8:39-13.1 Mandatory communication policies and

procedures

(a) Each service shall maintain a current manual of poli-
cies and procedures for providing services.

- (b) The administrative staff shall retain a written current
manual of policies and procedures for the facility as a whole
and for each individual service.

(c) The facility shall notify any family promptly of an
emergency affecting the health or safety of a resident.

(d) The facility shall notify the attending physician
promptly of substantial changes in the resident’s medical
condition.

8:39-13.2 Mandatory resident communication services

(a) Residents and their families shall be given the oppor-
tunity to participate in the development and implementation
of the care plan, and their involvement shall be documented
in the resident’s medical record.

(b) Before or on the day of admission, residents and
families shall be informed in writing about services provided
by the facility, charges imposed for services at the facility,
the availability of financial assistance, the rights and respon-
sibilities of residents and families, and the role of each
service on the health care team; and they shall be given a
tour of resident care units in the facility.

(c) When a resident or family group exists, the facility
shall listen to the views and act upon or respond to the
grievances and recommendations of residents and families
concerning proposed policy and operational decisions affect-
ing resident care and life in the facility.

8:39-13.3 Mandatory staff communication qualifications

(a) Staff shall always communicate with residents and
families in a respectful way, and shall introduce and identify
themselves to residents as required and necessary.

(b) The facility shall ensure that all staff including staff

members not fluent in English are able to communicate
effectively with residents and families.
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8:39-13.4 Mandatory staff education and training for
) communication

(a) Each service shall conduct an orientation program for
new employees of that service unless the orientation pro-
gram is conducted by the administrator or a qualified desig-
nee.

1. For purposes of complying with this requirement,
“new employees” shall be defined to include all perma-
nent and temporary resident care personnel, nurses re-
tained through an outside agency, and persons providing
services by contract.

2. The orientation program shall begin on the first day
of employment.

3. The orientation program for all staff shall include
orientation to the facility and the service in which the
individual will be employed, at least a partial tour of the
facility, a review of policies and procedures, identification
of individuals to be contacted under specified circum-
stances, and procedures to be followed in case of emer-
gency.

(b) Each service shall provide education or training for
all employees in the service at least four times per year and
in response to resident care problems, implementation of
new procedures, technological developments, changes in
regulatory standards, and staff member suggestions. All
staff members shall receive training at least two times per
year about the facility’s infection control procedures, includ-
ing handwashing and personal hygiene requirements.

(c) At least one education training program each year
shall be held for all employees on each of the following
topics:

1. Procedures to follow in case of emergency;
2. Resident rights; and

3. Pharmacy (for all direct care staff).

(d) All nursing and professional staff of the facility shall
receive orientation and annual training in the use of re-
straints, including at least:

1. Policies and procedures in accordance with

N.J.A.C. 8:39-27.2;
2. Emergency and non-emergency procedures;

3. Practice in the application of restraints and alterna-
tive methods of intervention; and

4. Interventions by licensed and non-licensed nursing
personnel,

(e) At least one education or training program each year
shall be held for all administrative and resident care staff
regarding the rights and responsibilities of staff under the
New Jersey Advance Directives for Health Care Act (P.L.
1991, ¢.201) and the Federal Patient Self Determination Act
(P.L. 101-508), and internal facility policies and procedures
to implement these laws.
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8:39-17.2

(f) The facility shall maintain attendance lists for all
education or training programs conducted in, or sponsored
by, the facility.

SUBCHAPTER 14. ADVISORY
COMMUNICATION

8:39-14.1 Advisory resident services

(a) The facility has one or more wellness programs open
to the public, such as programs to reduce or prevent smok-
ing, alcohol and drug abuse, elder abuse, obesity, or hyper-
tension.

(b) Periodic meetings are open to all staff, residents, and
families to discuss any problems, encourage the resident to
reach his or her potential, examine the goals and expecta-
tions of different individuals, describe how questions and
complaints can be presented, and review the concept of
interdisciplinary care.

(c) Provision is made for residents to retain membership,
join, and/or participate in community activities. These
should include organizations, community projects, holiday
observances, or charitable events.

(d) A facility newsletter is provided to résidents and
families at least quarterly.

(e) Each staff member wears an easily readable name tag.

8:39-14.2. Advisory staff education and training for
communication

(a) Periodic meetings are held with each service to dis-
cuss ways to improve care of all residents.

(b) Education and training of staff includes an accredited
program in cardiopulmonary resuscitation (CPR) which of-
fers staff an opportunity to be recertified on an annual basis.

(c) Each service establishes and implements education or
training programs for members of other services on diverse
topics.

(d) Education or training sessions are offered which ad-
dress new concepts and directions in cultural and interper-
sonal concepts.

SUBCHAPTER 15. MANDATORY DENTAL

SERVICES

8:39-15.1 Mandatory resident dental services

(a) The facility shall provide or arrange emergency dental
care to relieve pain and infection.
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(b) The facility shall assist interested residents in making
arrangements to receive dental examinations, routine pro-
phylaxis, and care.

(c) The facility shall ensure that arrangements are made
to transport residents for routine and emergency dental
care.

(d) All resident dentures shall be labeled.

SUBCHAPTER 16. ADVISORY DENTAL
SERVICES

8:39-16.1 Adyvisory resident dental services

(a) The facility provides in-house dental services, includ-
ing treatment and prophylactic care.

(b) The facility follows established protocols for providing
all residents with regularly scheduled routine prophylactic
dental services and treatments when indicated, delivered by
a dentist or a dental hygienist, except for residents whose
medical records contain an explanation of why such services
would not benefit the resident.

SUBCHAPTER 17. MANDATORY DIETARY
SERVICES

8:39-17.1 Mandatory structural organization for dietary

services

(a) The facility shall designate a food service director
who, if not a dietitian, functions with scheduled consultation
from a dietitian. The food service director shall be respon-
sible for the direction, provision, and quality of dietary
services.

(b) Menus shall be planned and scheduled by the food
service director or the dietitian, and shall be approved by
the dietitian at least 14 days in advance.

(c) The dietitian shall perform the dietary assessment and
reassessment, which shall include examination of and com-
munication with the resident if the resident’s condition
permits.

(d) Services that are provided by a food service company
shall be covered by a written contract.

8:39-17.2 Mandatory policies and procedures for dietary
services

(a) The facility shall make available a current dietary
manual which shall have been approved by the dietitian and
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the medical director. The facility shall serve diets which are
consistent with the dietary manual.

(b) The facility shall post current menus with portion
sizes in the food preparation area. The facility shall keep
menus for 30 days with any changes accurately recorded.

(c) The facility shall designate responsibility for observa-
tion and documentation of meals refused or missed by a
resident and of any resident who requires assistance with
meals.

(d) A dietitian shall adhere to an established system of
nutritional assessment, which shall include examination of
and communication with the resident if the resident’s condi-
tion permits.

(e) The facility shall routinely provide nondisposable
dishes and cutlery at all meals except for special meal
activities or individual resident needs. '

(f) Meals shall be scheduled in such a way that no more
than 14 hours elapse between a substantial evening meal
and breakfast the next morning and that the first meal shall
not be served before 7:00 A.M. unless requested by the
resident.

1. Up to 16 hours may elapse between a substantial
evening meal and breakfast the following day if the
following conditions are met:

i. A resident group agrees to this meal span; and

ii. A nourishing bedtime snack is served.

(g) All food service facilities shall operate with safe food
handling practices in accordance with Chapter XII of the
New Jersey Sanitary Code, N.J.A.C. 8:24.

8:39-17.3 Mandatory staff qualifications for dietary

services

(a) The dietitian shall possess a bachelor’s degree from
an accredited college or university with a major area of
concentration in a nutrition-related field of study, and one
year of full-time professional experience or graduate-level
training in nutrition.

(b) There shall be a full-time food service director or
manager who has met the requirements of a dietitian, or has
graduated from a New Jersey State-approved course in food
service management or its equivalent.
8:39-17.4 Mandatory staffing amounts and availability for
dietary services

(a) The dietitian shall spend an average of 15 minutes per
resident each month providing dietary services in the facility.
(This is an average. It is equal to one full-time equivalent
dietitian for every 693 residents.)

Supp. 12-18-95

(b) Dietary service personnel shall be present for a peri-
od of at least 12 hours each day.

8:39-17.5 Mandatory resident dietary services
(a) Each resident shall receive a diet which:

1. Corresponds to the physician’s order, the dietitian’s
instructions, and resident’s food preferences;

2. Is served in the proper consistency and at the
proper temperature; and

3. Provides nutrients and calories based upon current
recommended dietary allowances of the National Acade-
my of Sciences, adjusted for the resident’s age, sex,
weight, physical activity, physiological function, and thera-
peutic needs.

(b) The facility shall provide between-meal and bedtime
nourishment, and beverages shall be available at all times
for each resident unless contraindicated by a physician, as
documented in the resident’s medical record.

(c) The facility shall offer substitute foods and beverages
to all residents who refuse the food served at meal times.

Such substitutes shall be of equivalent nutritional value and"

planned in advance in writing.

(d) No resident shall have to wait for assistance in eating
for more than 15 minutes following delivery of a tray to the
resident.

(e) The facility shall select foods and beverages, which
include fresh and seasonal foods, and shall prepare menus
with regard to the nutritional and therapeutic needs, cultur-
al backgrounds, food habits, and personal preference of
residents.

SUBCHAPTER 18. ADVISORY DIETARY
SERVICES

8:39-18.1 Advisory structural organization for dietary
services

A registered dietitian performs the.resident dietary assess-
ment and participates in the interdisciplinary plan of care.

8:39-18.2 Adpvisory staff qualifications for dietary services

The director of dietary services or the dietitian is regis-
tered by the Commission on Dietetic Registration of the
American Dietetic Association (R.D.).

8:39-18.3 Advisory staffing amounts and availability for
dietary services

The dietitian spends an average of 20 minutes per resi-
dent each month providing dietary services in the facility.
(This is an average. It is equal to one full-time equivalent
dietitian for every 520 residents.)
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8:39-19.4

8:39-18.4 Advisory resident dietary services

(a) There are dietary observances for national and/or
religious holidays. ‘

(b) Fresh fruits and vegetables are served in season on a
daily basis.

(c) The facility utilizes a dining room/area, other than day
rooms, for residents with special needs.

(d) Residents have access to a refrigerator or snack bar.

(e) Residents are offered a selective menu consisting of
at least three main entrees at each meal.

(f) A menu committee composed of residents participates
in meal planning.

(g) The facility sponsors a guest meal program.

8:39-18.5 Supplies and equipment

The facility provides cloth table covers and cloth napkins
at least once a day.

SUBCHAPTER 19. MANDATORY INFECTION
CONTROL AND SANITATION

8:39-19.1 Mandatory organization for infection control
and sanitation

(a) The facility shall have an infection prevention and
control program conducted by an infection control commit-
tee which shall include representatives from at least admin-
istrative, nursing, medical, dietary, housekeeping or environ-
mental services, and pharmacy staffs. The infection control
committee shall review all infection control policies and
procedures, periodically review infection control surveillance
data, and formulate recommendations to the administrator
regarding infection control activities.

(b) Responsibility for the infection prevention and con-
trol program shall be assigned to an employee who is
designated as the infection control coordinator, with edu-
cation, training, completed course work, or experience in
infection control or epidemiology; or services shall be pro-
vided by contract. If the services are provided by contract,
the facility shall designate an on-site employee to imple-
ment, coordinate, and ensure compliance with infection
control policies and procedures.

8:39-19.2 Mandatory employee health policies and
procedures for infection control and sanitation

(a) Employees who have signs or symptoms of a commu-
nicable disease shall not be permitted to perform functions
that expose residents to risk of transmission of the disease.
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(b) If a communicable disease prevents the employee
from working, a physician’s statement approving the em-
ployee’s return shall be required. Prior to the employee’s
return to work, the physician’s statement shall be reviewed
by the administrator or the administrator’s designee. If the
employee has been absent for no longer than three days, the
employee’s return to work may be approved by the nursing
director or the infection control committee, following assess-
ment by the nurse.

(c) The facility shall develop and implement procedures
for the care of employees who become ill while at work or
who have a work-related accident.

8:39-19.3 Mandatory waste removal policies and
procedures

(a) Regulated medical waste shall be collected, stored,
handled, and disposed of in accordance with applicable
Federal laws and regulations, and the facility shall comply
with the provisions of N.J.S.A. 13:1F-48.1 et seq., the
Comprehensive Regulated Medical Waste Management Act,
and all rules promulgated pursuant to the aforementioned
Act.

(b) The infection control committee shall develop and
implement written policies and procedures for collection,
storage, handling, and disposal of all solid waste that is not
regulated medical waste.

(c) All solid waste that is not regulated medical waste
shall be disposed of in a sanitary landfill or other manner
approved by the Department of Environmental Protection
and Energy. Disposal shall be as frequent as necessary to
avoid creating a nuisance.

8:39-19.4 Mandatory general policies and procedures for
infection control and sanitation

(a) The facility shall develop, implement, comply with,
and review, at least annually, written policies and proce-
dures regarding infection prevention and control which are
consistent with the most up-to-date Centers for Disease
Control and Prevention publications, including, but not lim-
ited to, the following:

1. Guidelines for Handwashing and Hospital Environ-
mental Control;

2. Guidelines for Isolation Precautions in Hospitals;

3. Prevention and Control of Tuberculosis in Facilities
Providing Long-term Care to the Elderly;

4. Prevention of Nosocomial Pneumonia;

5. Prevention of Catheter Associated Urinary Tract
Infections; and

6. Prevention of Intravascular Infections.

NOTE: Centers for Disease Control and Prevention
publications can be obtained from:
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National Technical Information Service
U.S. Department of Commerce

5285 Port Royal Road

Springfield, VA 22161

or

Superintendent of Documents
U.S. Government Printing Office
Washington, D.C. 20402

(b) The facility shall comply with applicable current Oc-
cupational Safety and Health Administration (OSHA) re-
quirements.

(c) The infection control coordinator shall provide con-
" tinuous collection and analysis of data, including determi-
nation of nosocomial infections, epidemics, clusters of in-
fections, infections due to unusual pathogens or multiple
antibiotic resistant bacteria, and any occurrence of nosoco-
mial infection that exceeds the usual baseline levels.

(d) The infection control coordinator shall make recom-
mendations for corrective actions based on surveillance and
data analysis.

(e) The facility shall have a system for investigating,
evaluating, and reporting the occurrence of all reportable
infections and diseases as specified in Chapter II of the
State Sanitary Code (N.J.A.C. 8:57-1.1 through 1.12).

(f) The facility shall maintain listings of all residents and
personnel who have reportable infections, diseases, or con-
ditions.

(g) The facility shall implement a policy for tuberculosis
screening of all residents which begins prior to admission
and concludes within 30 days following admission. If the
admission screening is conducted through chest X-ray within
three months prior to admission, the resident shall receive a
two-step Mantoux skin test within three months after admis-
sion.

(h) If used, all reusable respiratory therapy equipment
and instruments that touch mucous membranes shall be
disinfected or sterilized in accordance with the Centers for
Disease Control and Prevention publication “Guidelines for

Handwashing and Hospital Environmental Control,” incor-

porated herein by reference, and with manufacturer’s rec-
ommendations.

(i) Disinfection procedures for items that come in contact
with bed pans, sinks, and toilets shall conform with estab-
lished protocols for cleaning and disinfection, in accordance
with the Centers for Disease Control publication “Guide-
lines for Handwashing and Hospital Environmental Con-
trol,” incorporated herein by reference, and with manufac-
turer’s recommendations. All resident care items shall be
cleaned, disinfected, or sterilized, according to the use of
the item.

(j) All residents shall be provided with an opportunity to
wash their hands before each meal and shall be encouraged
to do so. Staff shall wash their hands before each meal and
before assisting residents in eating. Handwashing practices
shall be monitored at least monthly by the infection control
coordinator.

(k) Personnel shall wash their hands with soap and warm
water for between 10 and 30 seconds or use other effective
hand sanitation techniques immediately prior to contact
with residents.

8:39-19.5 Mandatory staff qualifications; health history
and examinations

(a) The facility shall require all new employees to com-
plete a health history and to receive an examination per-
formed by a physician or NP/CNS, or New Jersey licensed
physician assistant, within two weeks prior to the first day of
employment or upon employment. If the new employee
receives a nursing assessment upon employment, the physi-
cian’s examination may be deferred for up to 30 days from
the first day of employment. The facility shall establish
criteria for determining the completeness of physical exami-
nations for employees.

(b) Each new employee, including members of the medi-
cal staff employed by the facility, upon employment shail
receive a two-step Mantoux tuberculin skin test with five
tuberculin units of purified protein derivative. The only
exceptions shall be employees with documented negative
two-step Mantoux skin test results (zero to nine millimeters
of induration) within the last year, employees with a docu-
mented positive Mantoux skin test result (10 or more mil-
limeters of induration), employees who have received appro-
priate medical treatment for tuberculosis, or when medically
contraindicated. Results of the Mantoux tuberculin skin
tests administered to new employees shall be acted upon as
follows:

1. If the first step of the Mantoux tuberculin skin test
result is less than 10 millimeters of induration, the second
step of the two-step Mantoux test shall be administered
one to three weeks later.

2. If the Mantoux test is significant (10 millimeters or
more of induration), a chest x-ray shall be performed and,
if necessary, followed by chemoprophylaxis or therapy.

3. Any employee with positive results shall be referred
to the employee’s personal physician and if active tuber-
culosis is suspected or diagnosed shall be excluded from
work until the physician provides written approval to
return.

(c) The facility shall have written policies and procedures
requiring annual Mantoux tuberculin skin tests for all em-
ployees, except those exempted under (b) above.
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(d) The facility shall assure that all current employees
who have not received the two-step Mantoux test upon
employment, except those exempted by (b) above, shall
receive a test by February 21, 1995. The facility shall act on
the results of tests of current employees in the same manner
as prescribed in (b) above.

(e) The facility shall report at least semi-annually the
results of all tuberculin testing of personnel to the Depart-
ment of Health, Division of Epidemiology, Tuberculosis
Program, on forms provided by the Department.

(f) Yearly influenza immunization shall be offered to
employees at no charge.

8:39-19.6 Mandatory space and environment for water
supply

(a) The water supply used for drinking or culinary pur-
poses shall be adequate in quantity, of a safe sanitary
quality, and from a water system which shall be constructed,
protected, operated, and maintained in conformance with
the New Jersey Safe Drinking Water Act, N.J.S.A. 58:12A-1
et seq. and N.J.A.C. 7:10 and local laws, ordinances, and
regulations. Copies of the Safe Drinking Water Act can be
obtained from the Department of Environmental Protec-
tion, Bureau of Potable Water, CN 209, Trenton, New
Jersey 08625.

(b) There shall be no cross connections between city and
well water supplies. When the facility uses well water for
potable water every day, a double check valve shall be
permitted if the facility has approval for such use from the
water company and the New Jersey State Department of
Environmental Protection.

(c) Equipment requiring water drainage, such as ice ma-
chines and water fountains, shall be properly drained to a
sanitary connection.

(d) Hot (95 to 110 degrees Fahrenheit) and cold running
water shall be provided. Hot water in resident areas shall
not exceed 110 degrees Fahrenheit.

8:39-19.7 Mandatory space and environment for
sanitation and waste management

(a) Solid waste shall be stored in clean, solidly construct-
ed containers with tight-fitting lids for the storage of solid
wastes.

(b) Storage areas for solid waste containers shall be kept
clean. Waste shall be collected from all storage areas
regularly to prevent nuisances such as odors, flies, or ro-
dents.

(c) There shall be no back siphonage conditions present.
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(d) All food service facilities shall be maintained in con-
formance with Chapter XII of the New Jersey State Sanitary
Code, NJ.A.C. 8:24.

(e) If the facility has an incinerator, it shall operate with
the necessary permits from the New Jersey Department of
Environmental Protection and Energy and shall not create a
nuisance to the facility or the community.

(f) Solid waste which is not regulated medical waste shall
be stored within the containers provided for it outside the
facility or in a separate room that is maintained in a clean
and sanitary condition. Waste shall be collected from the
storage room regularly to prevent nuisances such as odors,
flies, or rodents, and so that the waste shall not overflow or
accumulate beyond the capacity of the storage containers.

(g) Garbage compactors shall be located on an impervi-
ous pad that is graded to a drain. For new construction, the
drain shall be connected to the sanitary sewage disposal
system.

(h) Plastic bags shall be used for solid waste removal
from resident care units and supporting departments. Bags
shall be of sufficient strength to safely contain waste from
point of origin to point of disposal and shall be effectively
closed prior to disposal.

8:39-19.8 Mandatory supplies and equipment for infection
control and sanitation

(a) The sewage disposal system shall be maintained in
good repair and operated in compliance with state and local
laws, ordinances, and regulations.

(b) Water piping carrying non-potable water shall be
clearly labeled.

(c) Commercial sterile supplies shall be used in accor-
dance with manufacturers’ recommendations, and before
expiration dates, and packages shall be inspected to ensure
integrity.

(d) Bed pan washers shall be in good working order and
properly maintained.

(e) Toilet tissue and proper waste receptacles shall be
provided.

(f) Suitable hand cleanser and sanitary towels or ap-
proved hand-drying machines shall be provided.

(g) Equipment and supplies used for sterilization, disin-

fection, and decontamination purposes shall be maintained
according to manufacturers’ specifications.
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8:39-20.1

DEPT. OF HEALTH

SUBCHAPTER 20. ADVISORY INFECTION
CONTROL AND SANITATION

8:39-20.1 Advisory policies and procedures for infection
control

(a) The facility routinely offers Hepatitis B vaccine to all
employees, regardless of risk status or duties, without
charge.

(b) Employees undergo periodic or annual health screen-
ing. ~

(c) The facility maintains records documenting conta-
gious diseases contracted by employees during employment.

8:39-20.2 Advisory staff qualifications

(a) The infection control coordinator is certified in Infec-
tion Control (CIC) by the National Board of Infection
Control, P.O. Box 14661, Lenexa, KS 66286—4661.

(b) The infection control coordinator is an active member
of the National Association for Practitioners in Infection
Control and Epidemiology, Inc. (APIC), 1016 Sixteenth
Street NW, Sixth Floor, Washington, DC 20036.

(c) The infection control coordinator has completed an
APIC Basic Training Course or has received at least 25
hours of training in infection control, and receives an addi-
tional six hours of training annually.

8:39-20.3 Advisory staff education and training for
infection control

At least four education or training programs on infection
control are held every year so that all staff members are
fully informed about infection control requirements that
apply to them. :

SUBCHAPTER 21.
SERVICES

MANDATORY LAUNDRY

8:39-21.1 Mandatory laundry policies and procedures

(a) Soiled laundry shall be stored in a ventilated area,
separate from other supplies, and shall be stored, sorted,
rinsed, and laundered only in areas specifically designated
for those purposes.

(b) All soiled laundry from resident rooms and other
service units shall be stored, transported, collected, and
delivered in a covered laundry bag or cart. Laundry carts
shall be in good repair, kept clean, and identified for use
with either clean or soiled laundry.
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(c) Soiled laundry contaminated with blood and/or body
fluids shall be collected in an effectively closed leakproof
bag of sufficient strength to safely contain such laundry from
point of origin to point of processing.

(d) Clean laundry shall be protected from contamination
during processing, storage, and transportation within the
facility.

(e) Soiled and clean laundry shall be kept separate.

(f) An established protocol, reviewed by the infection
control committee, shall be followed to reduce the number
of bacteria in the fabrics.

(g) Equipment surfaces that come into contact with laun-
dry shall be sanitized.

(h) The facility shall develop and.implement policies and
procedures, reviewed by the infection control committee, to
protect staff from contamination when handling soiled laun-

dry. :

(i) Sour testing to ensure neutralization of alkaline resi-
dues from built detergents shall be conducted, and fabric
pH shall be maintained at 7.0 or below after souring.

(j) The facility shall develop and implement policies and
procedures to ensure that residents’ personal clothing is
collected, processed and returned to the resident in a sani-
tary manner and in good condition.

(k) The facility shall have a system to identify each
resident’s clothing and a procedure to locate and/or mini-
mize loss of clothing.

8:39-21.2 Mandatory space and environment for laundry
facilities

If the facility has an on-premises laundry, it shall provide
a receiving, holding, and sorting area with hand-washing
facilities. The walls, floors, and ceilings of the area shall be
clean and in good repair. The flow of ventilating air shall
be from clean to soiled areas, and ventilation shall be
adequate to prevent heat and odor build-up.

8:39-21.3 Mandatory supplies and equipment for laundry

(a) The facility shall have a supply of linen appropriate to
the resident’s needs that is clean, in good repair, and is at
least three times the number of residents.

(b) The facility shall have a supply of blankets that is at
least two times the number of residents.

8:39-21.4 Mandatory quality assurance for laundry

All facilities, including those which contract with a com-
mercial laundry service, shall evaluate the service as part of
the quality assurance program.
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SUBCHAPTER 22. ADVISORY LAUNDRY
SERVICES (RESERVED)

SUBCHAPTER 23. MANDATORY MEDICAL
SERVICES

8:39-23.1 Mandatory structural organization for medical
services

(a) Each facility shall have a medical director who is
currently licensed to practice medicine by the New Jersey
State Board of Medical Examiners.

1. The medical director shall coordinate medical care
and direct the administrative aspects of medical care in
the facility.

2. The medical director shall approve all medical care
policies and procedures. These policies and procedures
shall be followed.

3. The medical director shall participate in the facili-
ty’s quality assurance program through meetings, inter-
views, and/or preparation or review of reports.

4, The medical director shall be an active participant
on the facility’s infection control committee, pharmacy
and therapeutics committee, and a committee that is
responsible for developing policies and procedures for
resident care.

(b) Facilities with fewer than 60 beds may develop an
alternate system of medical direction, if the facility can
document that medical staff perform the requirements at
(a)1 through 4 above.

Case Notes

Nursing home did not violate Conscientious Employee Protection
Act by discharging physician. Fineman v. New Jersey Dept. of Human
Services, 272 N.J.Super. 606, 640 A.2d 1161 (A.D.1994), certification
denied 138 N.J. 267, 649 A.2d 1287.

8:39-23.2

(a) The medical director shall ensure that for each resi-
dent there is a designated primary and an alternate physi-
cian who can be contacted when necessary.

Mandatory resident care policies

(b) Each physician order shall be properly entered into
the resident’s medical record.

(c) Each resident’s attending physician shall review the
resident’s medical record on a scheduled basis to ensure
that care plans and medical orders are properly followed.

(d) The facility shall maintain a list of consultant physi-
cians who are available for referrals made by the attending

, physician and shall make arrangements for referrals to

psychological services.
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(e) The medical director shall review all reports of inci-
dents which have been documented in accordance with
N.J.A.C. 8:39-9.2(g)4 and 33.1(d).

(f) The medical director, or physicians designated by the
medical director, shall respond quickly and effectively to
medical emergencies which are not handled by another
attending physician, including in-patient admissions.

(g) A physician shall visit each resident at least every 30
days unless the medical record contains an explicit justifica-
tion for not doing so. Following the initial visit, alternate
30 day visits may be delegated to a nurse practitioner or
clinical nurse specialist, certified in accordance with The
Nurse Practitioner/Clinical Nurse Specialist Certification
Act (P.L. 1991, ¢.377), and as regulated by the New Jersey
State Board of Nursing statutes (N.J.S.A. 45:11-23 et seq.)
and regulations (N.J.A.C. 13:37), or to a New Jersey li-
censed physician assistant, in accordance with facility poli-
cies.

Law Review and Journal Commentaries

Retaliatory Termination—Physicians. Steven P. Bann, 137 N.J.L.J.
No. 5, 61 (1994).

Case Notes
Nursing home did not violate Conscientious Employee Protection
Act by discharging physician. Fineman v. New Jersey Dept. of Human
Services, 272 N.J.Super. 606, 640 A.2d 1161 (AD 1994), certification
denied 138 N.J. 267, 649 A.2d 1287.

SUBCHAPTER 24.
SERVICES

ADVISORY MEDICAL

8:39-24.1 Adyvisory medical staff qualifications

The medical director is board-certified in a primary care
specialty, such as family medicine, gerontology, or general
internal medicine.

8:39-24.2 Advisory resident medical services

(a) The facility arranges for physician visits in the facility
on a scheduled appointment basis in an office provided for
that purpose.

(b) The facility has a staff or consultant psychiatrist with
admitting privileges to the inpatient psychiatric unit at a
hospital. .

SUBCHAPTER 25. MANDATORY NURSE
STAFFING

8:39-25.1 Mandatory policies and procedures for nurse
staffing
(a) There shall be a full-time director of nursing or

nursing administrator who is a registered professional nurse
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licensed in the State of New Jersey, who has at least two
years of supervisory experience in providing care to long-
term care residents, and who supervises all nursing person-
nel.

(b) During a temporary absence of the director of nurs-
ing, there shall be a registered professional nurse on duty
who shall be designated in writing as an alternate to the
director of nursing. The alternate shall be temporarily
responsible for supervising all nursing personnel.

8:39-25.2 Mandatory nurse staffing amounts and
availability

(a) The facility shall provide nursing services and licensed
nursing and ancillary personnel at all times. In accordance
with N.J.A.C. 13:37-6.2, the registered professional nurse
may delegate selected nursing tasks in the implementation
of the nursing regimen to licensed practical nurses and
ancillary nursing personnel.

(b) Registered professional nurses, licensed practical
nurses, and nurse aides shall spend the following amounts of
time on professional duties (the hours of the director of
nursing are not included in this computation, except for the
direct care hours of the director of nursing in facilities
providing more than the minimum hours required at
N.J.A.C. 8:39-25.1(a) above):

1. Total number of residents multiplied by 2.5 hours/
day; plus

2. Total number of residents receiving each service
listed below, multiplied by the corresponding number of
hours per day:

Tracheostomy

Use of respirator

Head trauma stimulation/
advanced neuromuscular/
orthopedic care

Intravenous therapy

Wound care

Oxygen therapy

Nasogastric tube feedings and/or
gastrostomy

1.25 hours/day
1.25 hours/day

1.50 hours/day
1.50 hours/day
0.75 hour/day
0.75 hour/day

1.00 hour/day

(c) In facilities with 150 licensed beds or more, there
shall be an assistant director of nursing who is a registered
professional nurse.

(d) There shall be visual observation by a member of the
resident care staff of each resident at least once per hour.
These observations need not be documented.

(e) A registered professional nurse shall be on duty at all
times in facilities with more than 150 licensed beds.

(f) At least 20 percent of the hours of care required by

(b) above shall be provided by individuals who are either
registered professional nurses or licensed practical nurses.
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(g) The nurse aide component of the facility’s total hour-
ly nurse staffing requirement, as specified in (b) above, shall
be met by nurse aides who have completed a nurse aide
training course approved by the New Jersey State Depart-
ment of Health and have passed the New Jersey Aide
Certification Examination, in accordance with N.J.A.C.
8:39-43.

Case Notes

State’s Medicaid reimbursement plan was not shown to be inade-
quate to provide recipients with nursing care required by federal law.
New Jersey Ass’n of Health Care Facilities, Inc. v. Gibbs, D.N.J.1993,

838 F.Supp. 881.

State substantially complied with procedural requirements for com-
puting Medicaid reimbursement rates for nursing facilities. New Jersey
Ass’n of Health Care Facilities, Inc. v. Gibbs, D.N.J.1993, 838 F.Supp.
881.

8:39-25.3 Mandatory nursing staff qualifications

(a) There shall be at least one registered professional
nurse on duty in the facility during all day shifts. (During a
temporary absence, not to exceed 72 hours, the registered
professional nurse may be on duty during the evening or
night shift).

(b) There shall be at least one registered professional
nurse on duty or on call during all evening and night shifts.

8:39-25.4 Mandatory nursing staff education and training

(a) A program shall be established and implemented for
individualized orientation of nurse aides, including resident
care problem simulations, training and demonstrations in
basic nursing skills, and an internship of two to five days,
depending on experience.

(b) Each nurse aide shall receive, at a minimum, 12 hours
of regular in-service education per year, the content of
which shall be based on the outcome of performance re-
views of every nurse aide which are completed at least once
every 12 months. (The 12 hours may include topics includ-
ed in OBRA requirements which overlap or are duplicative
of those required at N.J.A.C. 8:39-13.4(b), up to a maxi-
mum of six hours of inservice training per year.)

SUBCHAPTER 26. ADVISORY NURSE STAFFING

8:39-26.1 Advisory structural organization for nurse
staffing

Facilities with more than 200 licensed beds employ at
least one full-time equivalent staff educator; facilities with
between 100 and 200 licensed beds employ at least a half-

time staff educator; or facilities with fewer than 100 li- \_

censed beds employ a staff educator at least one-fifth time.
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8:39-26.2 Advisory policies and procedures for nurse
staffing

(a) The facility establishes and implements a system for
assigning nursing personnel on the basis of a classification
system involving resident acuity.

(b) The facility uses a primary system in which nurse
aides are assigned on a regular basis to specific residents to
provide continuity of care.

8:39-26.3 Advisory nurse staffing amounts' and availability

(a) A registered professional nurse is on duty at all times
in facilities with fewer than 100 licensed beds, two registered
professional nurses are on duty at all times in facilities with
100 to 200 licensed beds, and three registered nurses are on
duty at all times in facilities with more than 300 beds.

(b) The facility provides direct nursing services pursuant
to N.J.A.C. 8:39-25.2(b) of this chapter which are increased
by at least ten percent. '

(c) At least 50 minutes per resident per day of resident
care is provided by licensed nurses, that is, registered profes-
sional nurses and licensed practical nurses. (This is an
average. It is equal to one full-time equivalent nurse for
every ten residents.)

(d) All nurse aides working in the facility have completed
a training and orientation program to all services of at least
two weeks full-time duration within the facility prior to their
permanent assignment in the facility.

(e) Each resident care unit in the facility meets the nurse
staffing requirements mandated in N.J.A.C. 8:39-25.2(b).

Case Notes

State’s Medicaid reimbursement plan was not shown to be inade-
quate to provide recipients with nursing care required by federal law.
New Jersey Ass’n of Health Care Facilities, Inc. v. Gibbs, D.N.J.1993,
838 F.Supp. 881.

State substantially complied with procedural requirements for com-
puting Medicaid reimbursement rates for nursing facilities. New Jersey
Ass’n of Health Care Facilities, Inc. v. Gibbs, D.N.J.1993, 838 F.Supp.
881. '

8:39-26.4 Advisory qualifications for nurse staffing

(a) The director of nursing has a baccalaureate or mas-

ter’s degree in nursing or a health related field.

(b) A nurse practitioner or gerontologist nurse practition-
er is available on staff or under contract with the facility to
perform assessments and to provide consultation to other
staff members.

(c) The facility employs a certified nurse practitioner or a
clinical nurse specialist certified in gerontology or psychiat-
ric nursing on at least a half time basis.
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(d) A nurse who holds certification in gerontological
nursing, rehabilitation nursing, or a related field of nursing
from the American Nurses Credentialing Center of the
American Nurses Association, is available on staff or under
contract with the facility.

(e) The nurse educator who provides inservice training to
nursing staff has completed the HIV/AIDS Train the Train-
er program offered by the New Jersey Department of
Health, Division on AIDS and the New Jersey State Nurses
Association (320 West State Street, Trenton, N.J. 08618).

SUBCHAPTER 27. MANDATORY QUALITY OF
CARE

8:39-27.1 Mandatory policies and procedures and

practices for quality of care

(a) The facility shall provide and ensure that each resi-
dent receives all care and services needed to enable the
resident to attain and maintain the highest practicable level
of physical, emotional and social well-being, in accordance
with individual assessments and care plans.

(b) All resident care policies shall be written and devel-
oped by a resident care committee, shall be available to
physicians, staff, residents, their relatives or guardians, and
the public, and shall be implemented in accordance with
acceptable professional standards of practice.

(c) Residents under 18 years of age shall only be admit-
ted to the facility if the admission has been approved by the
New Jersey State Department of Health, in accordance with
N.J.A.C. 8:39-43.

(d) Residents shall be weighed accurately every month.
Whenever there is a gain or loss of five percent or more, a
note shall be entered into the medical record stating wheth-
er the care plan should be modified. If the resident cannot
be weighed, alternate measures shall be used to monitor
weight change.

(e) Nonambulatory residents shall be repositioned at
least once every two hours.

(f) The facility shall take preventive measures against the
development of pressure sores, including assessing the resi-
dent’s skin daily and minimizing friction and pressure
against clothing and bed linens. When present, pressure
sores shall be identified, documented, and treated.

(g) The facility shall conduct a bladder and bowel retrain-
ing program for selected residents on a 24-hour basis with
results documented.
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(h) Precautions shall be taken to prevent complications
resulting from the use of nasogastric or gastrostomy tube
feedings.

8:39-27.2 Mandatory policies and procedure for the use of
restraints

(a) The standards in this section shall apply to the use of
restraints in all resident care areas. Restraints are defined
as devices, materials, or equipment that are attached or
adjacent to a person and that prevent free bodily movement
to a position of choice, with the exception of devices used
for positioning supports.

(b) The facility shall have an interdisciplinary committee,
or an equivalent process, which has responsibility for the use
of restraints in the facility.

(c) The interdisciplinary committee or equivalent shall
develop, review at least annually, revise as needed, and
ensure implementation of written policies and procedures
for the use of restraints. Guidance for such policies and
procedures is provided in Appendix E.

(d) Psychopharmacological agents shall be administered
only upon written physician’s orders as part of the resident’s
treatment plan and shall not be used as a method of
restraint, discipline, or for the convenience of staff.

(e) Policies and procedures for the application of re-
straints in an emergency shall be developed and implement-
ed. Guidance for such policies and procedures is provided
in Appendix E.

(f) In non-emergency cases, a resident shall be restrained
only after the attending physician or another designated
physician has executed an order for restraint as part of the
resident’s plan of care.

(g) The facility shall continuously attempt to remediate
the resident’s condition to eliminate or lessen the need for
restraints through ongoing nursing or 1nterd1501phnary as-
sessment and intervention as requ1red

(h) The facility shall establish and implement written
policies and procedures to ensure that appropriate nursing
interventions while a resident is restrained are performed by
nursing personnel. Guidance for such policies and proce-
dures is provided in Appendix E.

(i) The facility shall establish and implement written poli-
cies and procedures for interventions by nursing personnel
for residents in restraints for overnight sleeping. Guidance
for such policies and procedures is provided in Appendix E.

8:39-27.3 Mandatory post-mortem policies and procedures

(a) Deceased residents shall be removed in a timely
fashion from rooms where other residents are staying.

Supp. 12-18-95

(b) Deceased residents shall receive post-mortem care,
including cleaning and shrouding in conformance with each
resident’s religious practices. Prostheses shall accompany
the body out of the facility.

(c) The next of kin or guardian shall be notified at the
time of a resident’s death. The deceased shall not be
removed from the facility until pronounced dead with the
death documented in the resident’s medical record.

(d) The body of a deceased resident who, at the time of
death, had a communicable disease, as defined in N.J.A.C.

8:57-1.2, shall be tagged accordingly before being released

from the facility.

(e) Transportation of the deceased within and from the
facility shall be conducted in a dignified manner.

(f) Personal effects and financial accounts of deceased
residents shall be safeguarded.

8:39-27.4 Mandatory staffing amounts and availability for

resident care

For each meal, the facility shall assign staff on the basis of
resident needs to help residents who require assistance with
eating.

8:39-27.5 Mandatory resident services for personal care

(a) Effective and safe measures shall be taken to ensure
that residents do not harbor parasitic insects.

(b) Effective and safe measures shall be taken to ensure
that residents are not malodorous.

(c) Any dehydrated resident shall be accurately evaluated
and effectively treated.

(d) Oral hygiene care of the resident shall be performed
by staff or the resident on a daily basis.

(e) The resident’s hair and nails shall be groomed.
(f) Each resident shall be kept clean and dry.

(g) Each resident shall receive at least one bath (tub or
shower) per week unless contraindicated.

(h) Each resident’s bed shall be made daily. Clean linen
shall be provided for each resident at least once a week or
whenever linens are soiled or wet.

(i) Each resident shall have access to fresh drinking water
or juice at all times, unless contraindicated.

(j)- Non-bedfast residents shall be provided with the

-

means for leaving and returning to their beds and rooms |\ )

each morning and afternoon.
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(k) Residents shall be assisted in performing either pas-
sive or active range-of-motion exercises every day, unless
their level of physical activity makes this unnecessary.

(1) Toileting needs of all residents shall be met.

(m) Measures to prevent contractures shall be used, and
contractures shall be identified, documented, and managed
by rehabilitative nursing and physical therapy.

(n) Indwelling catheters shall not be used for the conve-
nience of staff.

8:39-27.6 Mandatory general resident services

(a) Residents shall be afforded the opportunity to eat in a
group setting unless contraindicated with the reasons noted
in the resident’s medical record. The need for feeding
assistance shall not constitute an acceptable contraindica-
tion.

(b) Residents shall be afforded an opportunity to go
outdoors on a regular basis.

(c) Clothing, including undergarments and footwear, shall
be clean, comfortable, and personally assigned to each
resident, and shall reflect personal preference and safety.

(d) Residents shall be encouraged and helped to select
the clothing they will wear each day.

8:39-27.7 Mandatory supplies and equipment for resident
care

(a) Prostheses, including eyeglasses, dentures, and hear-
ing aids, shall be functional and individualized, and shall be
kept available to the resident, unless the resident specifically
rejects their use.

(b) Adaptive devices and equipment shall be functional
and individualized, and shall be kept available to the resi-
dent unless the resident specifically rejects their use.

(c) All drinking water containers shall be washed daily
and sanitized weekly. Containers that cannot be sanitized
shall be discarded.

(d) The facility shall maintain at least one bag-valve-mask
resuscitator.

(e) Bath thermometers or other temperature controls
shall be used to monitor the temperatures of each bath or
shower.

Case Notes

Nursing home violated regulation establishing maximum permitted
hot water temperature; penalty assessed. Sterling Manor Nursing
Center v. Department of Health. 92 N.J.A.R.2d (HLT) 14.
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SUBCHAPTER 28. ADVISORY QUALITY OF
CARE ‘

8:39-28.1 Advisory policies and procedures for resident
care

(a) The facility conducts scheduled interdisciplinary staff
discussions, and discussions with residents and families,
about the right of residents to die with dignity.

(b) The facility develops and provides individualized non-
restrictive equipment meeting individual needs which fosters
and supports a restraint-free environment for all residents.

(c) The facility maintains an on-going and on-site pro-
gram of preventative treatment and referral to mental
health services which includes prevention, treatment, and
referral directed by a qualified mental health professional.

8:39-28.2 Adyvisory resident care services

(a) There are education programs provided on at least a
quarterly basis, open and accessible to residents, families,
and significant others addressing the following issues:

1. The enhancement and maintenance of physical and
mental well-being;

2. The prevention of deterioration;
3. The teaching of self-care; and

4. Death, dying and bereavement.

(b) There are education and training programs provided
on at least a quarterly basis, open and accessible to families -
and significant others, which teach skills and help in the
provision of support services that enable residents to leave
the facility for visits and vacations.

(c) The facility promotes residents’ sense of personal
control in acquiring clothing, for example, through the
establishment of a clothing concession in the facility or
clothing vendors’ periodic visits to the facility, the arrange-
ment of shopping excursions, and/or the use of catalogue
shopping by residents.

(d) Donated clothing is made available so that residents
can select desired items.

(e) The facility provides a non-commercial washer and
dryer for residents who wish to launder their own personal
items.

SUBCHAPTER 29. MANDATORY PHARMACY

8:39-29.1 Mandatory pharmacy organization

(a) A New Jersey licensed pharmacist shall serve as di-
rector of pharmaceutical services or as consultant pharma-
cist.
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(b) The facility shall have an interdisciplinary pharmacy
and therapeutics committee, appointed by and reporting to
the administrator and consisting of at least the administra-
tor, a representative of the nursing staff, and the consultant
pharmacist, with oversight as needed by the medical di-
rector. The committee may include a licensed pharmacist
representing the provider pharmacy. The committee shall
hold meetings as needed and records, including the dates of
meetings, attendance, activities, findings, and recommenda-
tions, shall be maintained.

(c) The facility shall appoint a consultant pharmacist who
is not also the director of pharmaceutical services or phar-
macist provider and does not have an affiliation with either
the director of pharmaceutical services or the pharmacist
provider.

(d) If the facility keeps emergency injectable or oral
controlled substances, a current Drug Enforcement Admin-
istration registration and Controlled Dangerous Substance
registration for that location shall be available. . (See
N.J.S.A. 24:21-10 for registration requirements; registration
application procedures are specified at N.J.A.C. 8:65-1.4.)

8:39-29.2 Mandatory drug administration policies and
procedures

(a) The pharmacy and therapeutics committee shall es-
tablish and enforce procedures for documenting drug ad-
ministrations in accordance with law.

(b) The facility shall have a system to accurately identify
recipients before any drug is administered.

(c) Self-administration of drugs shall be permitted only as
specified by the recommendations of the pharmacy and
therapeutics committee or the interdisciplinary team. Self-

administration procedures shall include, at a minimum, the '

following:
1. The written order of the prescriber;

2. Storage of medications in the resident’s room,
based on resident assessments;

3. Specifications for labéling, including directions for
use;

4. Methods for documentation in the medical record,
based on resident assessment;

5. Training of residents in self-administration by the
nursing staff or the consultant pharmacist; and

6. Policies for individual assessment of residents’ abili-
ty to self-administer medications.

(d) Medications shall be accurately administered by prop-
erly authorized individuals who shall ensure that the right
drug is administered to the right resident in the right dose
through the right route of administration at the right time.

8:39-29.3 Mandatory pharmacy reporting policies and
procedures

(a) The consultant pharmacist shall conduct a drug regi-
men review and enter appropriate comments into the medi-
cal record of every resident receiving medication, at least
monthly, on a pharmacist consultation sheet ‘or another
portion of the medical record in accordance with N.J.A.C.
13:39.

(b) The consultant pharmacist shall report any irregulari-
ties to the attending physician and to the director of nurses
and these reports shall be acted upon.

(c) Drug product defects and adverse drug reactions shall
be reported in accordance with the ASHP-USP-FDA
(American Society of Hospital Pharmacists, United States
Pharmacopoeia, Food and Drug Administration) Drug
Product Defect Reporting System and the USP Adverse
Drug Reaction Reporting System.

(d) Drug allergies shall be documented in the resident’s
medical record and on its outside front cover and communi-
cated to the provider or dispensing pharmacy.

(e) Drugs that are not specifically limited as to duration
of use or number of doses shall be controlled by automatic
stop orders. The resident’s attending physician shall be
notified of the automatic stop order prior to the last dose so
that he or she may decide whether to continue use of the
drug.

(f) If medication is withheld, the reason for withholding
the medication shall be documented in the resident’s medi-
cal record.

(g) Medication errors and adverse drug reactions shall be
reported immediately to the director of nursing or the
alternate to the director of nursing, and a description of the
error or adverse drug reaction shall be entered into the
medical record before the end of the employee shift. 1If the
resident has erroneously received medication, the resident’s
physician shall be notified immediately. If a medication
error originated in the pharmacy, the pharmacy shall be
notified immediately.

8:39-29.4 Mandatory pharmacy control policies and
procedures

(a) The label of each resident’s individual medication
container or package shall be permanently affixed and con-
tain the following information:

1. The resident’s full name;

2. The physician’s name;

3. The prescription number;

4. The name and strength of drug;
5. The quantity dispensed;
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The lot number;

6

7. The date of issue;

8. The expiration date;
9

The manufacturer’s name if generic; and
10. Cautionary and/or accessory labels.

i. If a generic substitute is used, the drug shall be
labeled according to the Drug Utilization Review
Council Formulary, N.J.S.A. 24:6E-1 et seq. and
N.J.A.C. 8:71.

ii. Required information appearing on individually
packaged drugs or within an alternate medication deliv-
ery system need not be repeated on the label.

(b) If a unit dose distribution system is used (“unit dose
drug distribution” means a system in which drugs are deliv-
ered to the resident areas in single unit packaging), the
following requirements shall be met:

1. Each resident shall have his or her own medication
tray labeled with the resident’s name and location in the
facility;

2. Each medication shall be individually wrapped and
labeled with the generic or trade (brand) name and
strength of the drug, lot number or reference code,
expiration date, dose, and manufacturer’s name, and shall
be ready for administration to the resident;

3. Cautionary instructions shall appear on the resi-
dent’s record of medication, and the system shall include
provisions for noting additional information, including,
but not limited to, special times or routes of administra-
tion and storage coriditions; and

4. Delivery and exchange of resident medication trays
shall occur promptly, and at least one exchange of resi-
dent medication trays shall occur every 24 hours, includ-
ing weekends and holidays.

(c) Both over-the-counter and prescription medications
may be kept as stock. A limited amount of prescription
medications may be kept as stock for the administration of
stat (emergency) doses, lost doses, or doses not sent by the
provider pharmacy. These medications shall be approved
by the pharmacy and therapeutics committee, monitored for
accountability, and labeled to include drug name, drug
strength, manufacturer’s name, lot number, expiration date,
recommended dosage for over-the-counter medications, and
applicable cautionary and/or accessory labels.

(d) The consultant pharmacist shall:

1. Make monthly inspections of all areas in the facility
where medications are dispensed, administered, or stored;

2. Periodically, as determined by the quality assurance
program, observe a medication pass and review the credit-
ing system; and
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3. Document any problems and propose solutions to
these problems.

(e) The contents of emergency kits shall have been ap-
proved by the pharmacy and therapeutics committee.
Emergency kits shall be stored securely at each nursing unit,
but not kept under lock and key, checked after each use,
and checked at least monthly by the consultant pharmacist.
Emergency kits shall not be accessible to residents but shall
be accessible to staff in a timely manner.

(f) All medications repackaged by the pharmacy shall be
labeled with an expiration date, name and strength of drug,
lot number, date of issue, manufacturer’s name if generic,
and cautionary and/or accessory labels, in accordance with
United States Pharmacopoeia (U.S.P.) requirements and
applicable FDA regulations.

(g) The pharmacy and therapeutics committee shall es-
tablish and enforce procedures for removal of discontinued,
unused, expired, recalled, deteriorated, and unlabeled drugs
and intravenous solutions and for removal of containers of
medications with worn, illegible, damaged, incomplete, or
missing labels.

(h) All medications shall be stored in accordance with
manufacturers’ and United States Pharmacopoeia (U.S.P.)
requirements and all medications shall be kept in locked
storage areas.

(i) All medication destruction in the facility shall be
witnessed by at least two persons, each of whom shall be
either the pharmacist consultant, a registered professional
nurse or a licensed practical nurse. A record of each
instance of drug destruction shall be maintained.

(j) Where allowable by law, the facility shall generate a
crediting mechanism for medications dispensed in a unit-of-
use drug distribution system, or other system which allows
for the re-use of medications. The crediting system shall be
monitored by the provider pharmacist and a facility repre-
sentative. (The operative date of these requirements shall
be deferred until 12 months after the adoption of these
rules.)

(k) The pharmacy and therapeutics committee shall es-
tablish and enforce procedures for the inventory of con-
trolled substances in accordance with law.

(') The facility shall implement written methods and
procedures for obtaining prescribed prescription medi-
cations and biologicals from a pharmacy licensed by the
New Jersey State Board of Pharmacy. The telephone num-
ber of the pharmacy and procedures for obtaining drugs
shall be posted at each nursing unit.

(m) If the facility utilizes drugs marked “sample,” the
pharmacy and therapeutics committee shall develop a mech-
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anism for the control and limitation of these drugs, in
accordance with N.J.A.C. 13:35-6.6.

(n) The facility shall develop and implement a system
whereby instructions for use are provided whenever medi-
cations are released to residents. Instructions shall be
written in a manner intended to promote proper storage,
secure handling, and safe administration of medications
released to residents. Documentation.of released medi-
cations shall be entered into the resident’s medical record.

8:39-29.5 Mandatory pharmacy staff qualifications

If the facility maintains a pharmacy in-house, the pharma-
cy shall be licensed by the New Jersey State Board of
Pharmacy, and shall possess a current Drug Enforcement
Administration registration and a Controlled Dangerous

Substance registration from the New Jersey State Depart- .

ment of Law and Public Safety.

8:39-29.6 Mandatory resident pharmacy services

 (a) The facility shall provide pharmaceutical services, ei-
ther directly or by contract with a provider pharmacy, 24
hours a day, seven days a week.

(b) If a resident obtains medications from a pharmacy
which is not the facility provider pharmacy, the following
conditions shall be met:

1. The pharmacy provider shall comply with all label-
ing requirements specified at N.J.A.C. 8:39-29.4(a); and

2. The facility shall establish a plan for obtaining the
resident’s drugs on an emergency basis.

(c) A resident may obtain medications from a pharmacy
that is not the facility provider pharmacy unless:

1. The resident is expressly informed during the ad-
mission process and within the admission agreement that
this service is not permitted in the facility, or

2. For existing residents, the facility submits documen-
tation to the Department, prior to denying the request,
demonstrating a significant risk to the health and safety of
residents as a result of this practice.

8:39-29.7 Mandatory pharmacy supplies and equipment

(a) Medication containers and carts shall be  handled
properly to prevent damage, injury, and harm.

(b) Needles and syringes shall be stored, used, and dis-
posed of in accordance with New Jersey State law, and a
record shall be maintained of the purchase, storage, and
disposal of needles and syringes.

(c) Controlled substances shall be stored, and records
shall be maintained, in accordance with the Controlled
Dangerous Substances Acts and all other Federal and State
laws and regulations concerning procurement, storage, dis-
pensation, administration, and disposition. Controlled sub-
stances shall be stored separately from all other substances
except in a unit dose drug distribution system.

(d) Pharmaceutical reference materials and other infor-
mation sources about drugs, including investigational drugs,
if used, shall be approved by the pharmacy and therapeutics
committee and shall be current.

8:39-29.8 Mandatory pharmacy quality assurance

The pharmacy and therapeutics committee shall review

medication errors and adverse drug reactions.

SUBCHAPTER 30. ADVISORY PHARMACY

8:39-30.1 Advisory pharmacy staff qualifications

The consultant pharmacist holds current certification by
the Joint Board of Certification of Consultant Pharmacists.

8:39-30.2 Advisory pharmacy staffing amounts and
availability

The consultant pharmacist or a licensed pharmacist repre-
senting the provider pharmacy provides or arranges for
quarterly meetings open to residents, families, and interest-
ed others to discuss medication issues. '

8:39-30.3 Advisory pharmacy resident services

The consultant pharmacist reviews the records of all
newly admitted residents within 14 days of admission.

8:39-30.4 Advisory pharmacy quality assurance

The consultant pharmacist performs at least one Drug
Utilization Evaluation (DUE) study per year, as part of a
continuous quality improvement program.

SUBCHAPTER 31. MANDATORY PHYSICAL
ENVIRONMENT

8:39-31.1 Mandbatory space and environment; all facilities
(a) All exit doors to the facility shall be kept externally
locked from 8:00 P.M. until 6:30 A.M.

(b) All residents shall have, in their rooms:

1. A bed and a mattress of the correct size to fit the
- bed;

Supp. 12-18-95 " 3936



\

LICENSURE OF LONG-TERM CARE FACILITIES

8:39-31.3

2. A bed table with drawer;

3. A separate closet area and shelves for personal
needs;

4. A privacy curtain around the bed excepting private
rooms;

5. An unobstructed doorway;

6. Window coverings that are properly mounted and
maintained;

7. Night lights; and

8. Call bells immediately accessible to the resident in
bed or an individual at bedside.

(c) Glare from windows and reflections on floors and
tables in the multi-purpose or dining room shall be con-
trolled.

(d) All supplies and equipment in the facility shall be of
such quality as not to break or tear easily.

(e) Each facility shall provide:

1. Good lighting at entrances and, where applicable,
in parking areas;

2. Sounding devices or visual monitoring for all exit
doors;

3. A comfortable chair for each resident in his or her
room for use by the resident or resident’s visitors;

4. An individual light for each resident in a room;
and '

5. A written policy for a procedure to refrigerate
biologicals according to manufacturer’s guidelines in case
of emergency.

(f) Effective and safe controls shall be used to minimize
and eliminate the presence of rodents, flies, roaches, and
other vermin in the facility.

- 1. The premises shall be kept in such condition as to
prevent the breeding, harborage, or feeding of vermin.

2. All openings to the outer air shall be effectively
protected against the entrance of insects.

8:39-31.2 Mandatory housekeeping policies and
procedures

(a) The facility shall provide and maintain a safe, clean,
orderly and homelike environment for residents.

(b) The facility shall have a written schedule that deter-
mines the frequency of cleaning and maintaining all equip-
ment, structures, areas, and systems.

(c) Mattresses, mattress pads and coverings, pillows,
bedsprings, and other furnishings shall be properly main-
tained and kept clean and replaced as needed. They shall
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be thoroughly cleaned and disinfected on a regular schedule
and whenever a new resident is using them.

(d) Scatter rugs shall be not permitted and floors shall be
coated with slip-resistant floor finish.

(e) Carpeting shall be kept clean and odor free and shall
not be frayed, worn, torn, or buckled.

(f) If pets are allowed in the facility, the facility shall
provide safeguards to prevent interference in the lives of
residents, and the facility should comply with guidelines for
pets in health care facilities issued by the Veterinary Public
Heaith Program of the New Jersey State Department of
Health (See Appendix A).

(g) All equipment and environmental surfaces shall be
clean to sight and touch.

8:39-31.3 Mandatory supplies and equipment

(a) All residents shall have, in their rooms:

1. Sheets, blénkets, a pillow, and additional pillow if
required or desired;

2. Supplies for oral needs, including a denture cup, if
needed, and a clean toothbrush; and

3. A basin, comb, soap dish, and bedpan and/or urinal
unless clearly unnecessary, stored at bedside.

{b) All resident rooms shall have a waste receptacle.

(c) A walker or a tripod cane shall be available to each
resident who requires mechanical assistance to walk.

(d) A wheelchair shall be available to each resident who
is not fully ambulatory.

(e) All equipment in the facility shall be in working order
and shall be in good repair.

(f) All supplies and equipment in the facility shall be:
Up-to-date;

Free of hazards;

Sl S

In conformance with applicable Federal standards;

4. Properly stored and maintained in accordance with
manufacturers’ instructions; and

5. Readily available when needed.

(g) Buildings and grounds shall be maintained in a clean
and safe condition.

(h) There shall be a list of all cleaning and disinfecting
agents used in the facility. The facility’s list of all cleaning
and disinfecting agents used shall be maintained with an
accompanying list of corresponding antidotes.

Supp. 12-18-95



8:39-31.3

DEPT. OF HEALTH

(i) All cleaning and disinfecting agents shall be correctly
labeled as to the product and its use, including agents that
have been repackaged from a bulk source. '

(j) Housekeeping and cleaning supplies shall be selected,
measured, and used correctly and in accordance with manu-
facturers’ instructions.

(k) When not in use, cleaning and disinfecting agents
shall be stored separate from other supplies and shall be
inaccessible to residents.

(/) All toilets and bathrooms shall be kept clean to sight
and touch, in good repair, and free of odors that reflect
poor housekeeping practices.

8:39-31.4 Mandatory staff qualifications for housekeeping

Facilities that contract with a housekeeping service shall
use quality assurance measures to ensure that the house-
keeping requirements of this chapter are met.

SUBCHAPTER 32. ADVISORY PHYSICAL
ENVIRONMENT

8:39-32.1 Advisory smoking policies and procedures

There is a smoke-free policy in the facility, which is in
accordance with N.J.A.C. 8:39-41.3(e)4.

8:39-32.2 Advisory physical environment for resident
services

Areas and furnishings are color coded and/or accented for
purposes of identification, function, ease of use, and/or
safety.

8:39-32.3 Advisory space and environment for all facilities
(a) All resident rooms have aesthetically attractive wall
hangings.

(b) The multi-purpose or dining room receives sunlight.

(c) The facility has attractive grounds, conducive to all
residents’ use, including shaded seating, gardens, and trees.

(d) Sound-absorbing materials are used throughout the
facility (for example, rough texture, pile, acoustic tile, soft
drapery).

(e) A multi-purpose room other than the dining room is
available for group activities.

" (f) A separate common room of at least 120 square feet

is available on each unit for quiet passive activity such as
visiting, reading and listening to music.
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(g) The facility provides at least one single-bedded room
in each nursing unit for isolation and/or special needs
residents.

(h) There are plants and flowers (live or artificial)
throughout the facility.

i A discrete and protected area of the facility is dedicat-
ed to free ambulation by confused and disoriented residents.

8:39-32.4 Advisory supplies and equipment
(a) All residents’ rooms have handwashing facilities.
(b) All residents have in their rooms:
1. Attractive window treatments;
2. Abedspread; and
3. Alap robe.

(c) The facility establishes and implements a policy en-

couraging and assisting residents to utilize their own person-

al furnishings in their room.

SUBCHAPTER 33. MANDATORY QUALITY
ASSESSMENT AND ASSURANCE

8:39-33.1 Mandatory quality assurance structural

organization

(a) Quality assurance procedures shall be developed and
implemented through a written plan which specifies time
frames. :

(b) Responsibility for the quality assurance program shall -

be assumed by designated individuals, who shall include the
director of nursing services, a physician, and at least three
other staff members, and who shall report directly to the
administrator.

(c) Summary findings of the quality assurance program
shall be submitted in writing to the administrator and the
administrator shall take action which includes staff edu-
cation or training on the basis of the program’s findings.

(d) The quality assurance program shall review at least
inventory control, maintenance inspections and reports, pro-
cedures for reporting incidents and hazards, and procedures
for emergency response to incidents and hazards.

(e) Quality assurance findings shall be presented to the
administrator with recommendations for corrective actions
to address problems.

39-38

\w/

»



LICENSURE OF LONG-TERM CARE FACILITIES

8:39-35.1

8:39-33.2 Mandatory quality assurance policies and
procedures

(a) The quality assurance program shall identify problems
in the care and services provided to the residents and shall
include the audit of medical records.

(b) The quality assurance program shall monitor the per-
formance of each service.

(c) The interdisciplinary committee or equivalent shall
develop a program of quality assurance for the use of
restraints that is integrated into the facility quality assurance
program and includes regularly collecting and analyzing data
to help identify problems and their extent, and recommend-
ing, implementing and monitoring corrective actions where
needed. '

(d) The quality assurance program for the use of re-
straints shall include the collection and evaluation of data at
least quarterly. This data shall include at least the follow-
ing:

1. All emergency restraint applications;

2. Indicators of the frequency of the use of restraints
in the facility;

3. Evaluation of all cases in which there is:
i. A failure to obtain or receive a physician’s order;

ii. A failure to follow and monitor procedures in
accordance with N.J.A.C. 8:39-27.1(f) through (i); or

ili. A negative clinical outcome; and

4. Indicators of the frequency of the use of psycho-
pharmacological agents.

(e) The quality assurance program shall monitor trends in
the following:

1. The prevalence of pressure sores and skin break-
downs;

2. Psychoactive drug use;

Transfers to hospitals;

Medication errors;

Catheterization rates and catheterization care;
Weight loss and fluid intake;

Infection rates in all residents;

© N kW

Resident depression;

9. Restoration of function following specific types of
events, such as hip fractures;

10. Use of restraints;

= 11. Resident falls resulting in injury; and
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12. Other possible indicators of level of quality care
not listed in this subchapter.

(f) The quality assurance program shall develop and im-
plement a system to measure the effectiveness of the reas-
sessment process with respect to: frequency, comprehen-
siveness, accuracy, implementation, and interdisciplinary
approach.

8:39-33.3 Mandatory quality assurance resident services

The quality assurance program shall include the gathering
of resident care information from residents and visitors.
8:39-33.4 Mandatory quality assurance staff education
and training

The quality assurance program shall evaluate staff edu-
cation programs.

SUBCHAPTER 34. ADVISORY QUALITY
ASSESSMENT AND ASSURANCE

8:39-34.1 Advisory quality assessment and assurance
policies and procedures

(a) The facility develops and maintains an active, continu-
ous quality improvement process which involves staff, resi-
dents, families and/or the community in improving the
quality of services provided by the facility.

(b) The quality assurance program uses a resident classifi-
cation system, such as acuities or specified diagnostic classi-
fications, as an indicator in measuring resident outcomes.

(c) The quality assurance program includes periodic sur-
veys of families to ascertain their satisfaction, suggestions,
knowledge of resident’s health conditions and treatments,
and/or knowledge of facility policies and staff members’
roles.

(d) There is a system to receive input on resident safety
issues.

SUBCHAPTER 35. MANDATORY MEDICAL
RECORDS

8:39-35.1 Mandatory organization for medical records

At least 14 days before a facility plans to cease opera-
tions, it shall notify the New Jersey State Department of
Health in writing of the location and method of retrieval of
medical records.
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8:39-35.2 Mandatory policies and procedures for medical
records

(a) Each active medical record shall be kept at the nurs-
es’ station for the resident’s unit.

(b) The facility shall maintain for staff use a current list
of standard professional abbreviations commonly used in the
facility’s medical records.

(c) Medical records shall be organized with a uniform
format across all records.

(d) A medical record shall be initiated for each resident
upon admission. The current medical record shall be readi-
ly available and shall include at least the following informa-
tion, when such information becomes available:

1. Legible identifying data, such as resident’s name,
date of birth, sex, address, and next of kin, and person to
notify in an emergency;

2. The name, address, and telephone number of the
resident’s physician, an alternate physician, and dentist;

3. Complete transfer information from the sending
facility, including results of diagnostic, laboratory, and
other medical and surgical procedures, and a copy of the
resident’s advance directive, if available, or notice that the
resident has informed the sending facility of the existence
of an advance directive;

4. A history and results of a physical examination,
including weight, performed by the physician on admis-
sion, in accordance with N.J.A.C. 8:39-11.2(c) and results
of the most recent examination by the physician, or
NP/CNS, or New Jersey licensed physician assistant;

5. An assessment and plan of care made by each
discipline involved in the resident’s care;

6. Clinical notes for the past three months incorporat-
ing written, signed and dated notations by each member
of the health care team who provided services to the
resident, including a description of signs and symptoms,
treatments and/or drugs given, the resident’s reaction, and
any changes in physical or emotional condition entered
into the record when the service was provided;

7. All physician’s orders for the last three months;

8. Telephone orders, each of which shall be counter-
signed by a physician within seven days, except for orders
for non- prescription drugs or treatments, which shall be
signed at the physician’s next visit to the resident;

9. Records of all medications and other treatments
which have been provided during the last three months;

10. Consultation reports for the last six months;

11. Records of all laboratory, radiologic, and other
diagnostic tests for the last six months;
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12. Records of all admissions, discharges, and trans-
fers to and from the facility that occurred in the last three
months;

13. Signed consent and release forms;

14. Documentation of the existence, or nonexistence,
of an advance directive and the facility’s inquiry of the
resident concerning this;

15. A discharge plan for those residents identified by
the facility as likely candidates for discharge into the
community or a less intensive care setting; and

16. A discharge note written on the day of discharge
for residents discharged to the community, a less intensive
care setting, another nursing home or hospital, which
includes at least the diagnosis, prognosis, and psychosocial
and physical condition of the resident.

(e) The medical record shall be completed within 30 days
of discharge. ’ :

(f) If part of a care plan is not implemented, the record
shall explain why.

(g) All entries in the resident’s medical record shall be
written legibly in ink, dated, and signed by the recording
person or, if a computerized medical records system is used,
authenticated.

1. If an identifier such as a master sign-in sheet is
used, initials may be used for signing documentation, in
accordance with applicable professional standards of prac-
tice.

2. If computer-generated orders with an electronic
signature are used, the facility shall develop a procedure
to assure the confidentiality of each electronic signature
and to prohibit the improper or unauthorized use of
computer-generated signatures.

3. If a facsimile communications system (FAX) is
used, entries into the medical record shall be in accor-
dance with the following procedures:

i. The physician, or NP/CNS, or New Jersey li-
censed physician assistant shall sign the original order,
history and/or examination at an off-site location;

ii. The original shall be FAXed to the long-term
care facility for inclusion into the medical record;

ili. The physician shall submit the original for inclu-
sion into the medical record within 72 hours; and

iv. The FAXed copy shall be replaced by the origi-
nal. If the facsimile reports are produced by a-plain-
paper facsimile process which produces a permanent
copy, the plain-paper report may be included as a part
of the medical record, as an alternate to replacement of
the copy by the original report.
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(h) If a resident or the resident’s legally authorized repre-
sentative requests, orally or in writing, a copy of his or her
medical record, a legible photocopy of the record shall be
furnished at a fee based on actual costs, which shall not
exceed prevailing community rates for photocopying. (“Le-
gally authorized representative” means spouse, immediate
next of kin, legal guardian, resident’s attorney, or third party
insuror where permitted by law.) A copy of the medical
record from an individual admission shall be provided to the
resident or the resident’s legally authorized representative
within two working days of request.

1. The facility shall establish a policy assuring access
to copies of medical records for residents who do not
have the ability to pay; and

2. The facility shall establish a fee policy providing an
incentive for use of abstracts or summaries of medical
records. The resident or his or her authorized represen-
tative, however, has a right to receive a full or certified
copy of the medical record.

(i) Access to the medical record shall be limited only to
the extent necessary to protect the resident. A verbal
explanation for any denial of access shall be given to the
resident or legal guardian by the physician and there shall
be documentation of this in the medical record. In the
event that direct access to a copy by the resident is medical-
ly contraindicated (as documented by a physician in the
resident’s medical record), the medical record shall be made
available to a legally authorized representative of the resi-
dent or the resident’s physician.

(j) The resident shall have the right to attach a brief
comment or statement to his or her medical record after
completion of the medical record.

(k) The record shall be protected against loss, destruc-
tion, or unauthorized use. Medical records shall be re-
tained for a period of 10 years following the most recent
discharge of the resident, or until the resident reaches the
age of 23 years, whichever is the longer period of time, a
summary sheet shall be retained for a period of 20 years,
and X-ray films or reproductions thereof shall be retained
for a period of five years, in accordance with N.J.S.A.
26:8-5.

SUBCHAPTER 36. ADVISORY MEDICAL
RECORDS

8:39-36.1 Advisory policies and procedures for medical
records

(a) The name by which the resident wishes to be called is
entered on the cover or first page of the medical record.
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(b) There is a comprehensive discharge summary with
statistical and narrative information from each service com-
pleted for each resident.

(c) The full medical records for all discharged or de-
ceased residents are completed within 15 days.

(d) Telephone orders are countersigned by a physician
within 48 hours except for orders for non-prescription drugs
or treatments, which are countersigned within seven days.

8:39-36.2 Advisory staff education and training for
medical records

The facility requires that staff use only standard profes-
sional abbreviations in medical records and maintains a
current list of such abbreviations.

8:39-36.3 Advisory staff qualifications for medical records

(a) The facility utilizes the services of a medical record
practitioner or consultant who is:

1. Certified or eligible for certification as a registered
record administrator (RRA) or an accredited record tech-
nician (ART) by the American Medical Record Associa-
tion (American Medical Record Association, 875 North
Michigan Avenue, Suite 1850, John Hancock Center,
Chicago, Illinois 60611); or

2. A graduate of a program in medical record science
accredited by the Committee on Allied Health Education
and Accreditation of the American Medical Association
in collaboration with the Council on Education of the
American Medical Record Association (American Medi-
cal Record Association, 875 North Michigan Avenue,
Suite 1850, John Hancock Center, Chicago, Illinois
60611).

SUBCHAPTER 37. MANDATORY.
REHABILITATION

8:39-37.1 Mandatory policies and procedures for

rehabilitation

(a) Physician orders for speech therapy, physical therapy,
occupational therapy, and audiology services shall include
specific modalities and the frequency of treatment, and shall
be entered into the resident’s medical record.

(b) Physician orders for medically appropriate speech
therapy, physical therapy, and audiology services shall be
properly followed, and the results of these services shall be
entered into the resident’s medical record.

8:39-37.2 Mandatory rehabilitation staff qualifications

(a) Speech-language pathology and audiology services
shall be provided by one or more speech-language patholo-
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gists who hold a current New Jersey license issued by the
Audiology and Speech-Language Pathology Advisory Com-
mittee, Division of Consumer Affairs of the New Jersey
State Department of Law and Public Safety.

(b) Physical therapy shall be provided by or under the
direction of one or more physical therapists licensed by the
New Jersey State Board of Physical Therapy Examiners.

(c¢) Occupational -therapy shall be provided by or under
the direction of an occupational therapist who is certified or
eligible for certification as an occupational therapist, regis-
tered (OTR) by the American Occupational Therapy Asso-
ciation (American Occupational Therapy Association, 6000
Executive Boulevard, Rockville, Maryland 20852).

8:39-37.3 Mandatory rehabilitation staffing amounts and
availability

Speech-language pathology evaluation, physical therapy
evaluation, occupational therapy evaluation, and audiology
evaluation shall take place within 72 hours of the original
physician order, excluding weekends.

8:39-37.4 Mandatory rehabilitation supplies and
equipment
(a) Space for rehabilitation therapy shall be provided in
the facility. If space is unavailable, arrangements shall be
made for transportation or transfer of residents who require
rehabilitation therapy services.

(b) Visual privacy and provisions for auditory privacy
shall be provided for residents during evaluation and reha-
bilitation treatment, when clinically indicated.

(c) If the facility provides physical therapy on-site, physi-
cal therapy equipment available to the residents shall in-
clude at least parallel bars, stairs, mats, and padded tables.

SUBCHAPTER 38. ADVISORY REHABILITATION

8:39-38.1 Advisory rehabilitation staff qualifications

Speech-language pathology and audiology services are
provided by individuals who hold a Certificate of Clinical
Competence issued by the American Speech-Language-
Hearing Association.

8:39-38.2 Adyvisory rehabilitation space and environment

The facility has an examination and treatment room for
rehabilitation therapy.

8:39-38.3 Advisory rehabilitation supplies and equipment

(a) In addition to parallel bars and stairs, physical therapy
equipment available to residents includes a whirlpool for
hydrotherapy and ultrasound.
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(b) The occupational therapy program provides individu-
ally designed adaptive equipment as needed to enhance
residents’ independence.

SUBCHAPTER 39. MANDATORY SOCIAL WORK

8:39-39.1 Mandatory social work policies and procedures

A social worker shall develop and implement specific
criteria to identify residents who are likely candidates for
discharge into the community or a less intensive care setting
and to coordinate discharge planning.

8:39-39.2 Mandatory social work staff qualifications

Social work services shall be provided by one or more
social workers who are certified or licensed by the New
Jersey State Board of Social Work Examiners, in accordance
with the Social Worker’s Licensing Act of 1991 (N.J.S.A.
45:15BB-1 et seq.) and all amendments thereto and with the
rules of the New Jersey Board of Social Work Examiners,
N.J.A.C. 13:44G.

8:39-39.3 Mandatory social work amounts and availability

(a) The facility shall provide an average of at least 20
minutes of social work services per week for each resident.
(This is an average. It is equal to one full-time equivalent
social worker for every 120 residents.)

(b) A social worker shall assist staff in coping with the
personal needs and demands of particular residents. '

8:39-39.4 Mandatory resident social work services

(a) A social worker shall interview the resident and fami-
ly within 14 days before or after admission to the facility to
identify any social work needs or problems, and to take a
social history that includes family, education, and occupa-
tional background, adjustment and level of functioning,
interests, support systems, and observations.

(b) A social worker shall provide counseling for residents

and families.

(c) A social worker shall facilitate communication be-
tween staff and non-English speaking residents.

(d) A social worker shall offer information and help to
each resident and family on obtaining financial assistance
and on the meaning of administrative forms and releases to
be signed by the resident or family.

(e) A social worker shall coordinate the facility’s outreach
services to the families of residents.

(f) A social worker shall coordinate discharge services for \w)

residents.
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(8) A social worker shall perform advocacy services on
behalf of the residents to ensure that concrete needs are
met, such as clothing, laundry, and the resident’s personal
needs allowance if one is maintained.

(h) A social worker shall help residents and families
identify and gain access to community services, using re-
source materials and a knowledge of the residents’ needs
and abilities.

(i) The facility shall provide clinical social work services
to residents as needed and to families if related to issues
that directly affect the resident.

8:39-39.5 Mandatory space and environment for social
work

The facility shall provide visual and auditory privacy for
resident or family social service interviews, and for confiden-
tial telephone calls by social workers.

SUBCHAPTER 40. ADVISORY SOCIAL WORK

8:39-40.1 Advisory staff qualifications for social work

A social worker has a master’s degree in social work from
an accredited university or education program. He or she
should provide consultant services at least eight hours per
month, or be on the facility’s staff.

8:39-40.2 Advisory staff amounts and availability for
social work

(a) A social worker is available to the facility on evenings
and weekends at scheduled times or by previously arranged
appointments for interaction with residents and families,
and is available seven days a week in cases of emergency or
serious need.

(b) A social worker assists staff with probleins and issues
related to aging and illness.

(c) A social worker orients nurse aides to the social needs
of new residents before the resident’s arrival in the facility.

8:39-40.3 Adyvisory resident social work services
(a) A social worker meets with the resident on the day of
admission.

(b) A social worker conducts support groups for families.

(c) A social worker conducts group counseling sessions
for residents and families.

(d) A social worker participates in pre-admission plan-
ning with residents and families prior to their admission to
the nursing home.
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(e) The social worker encourages and monitors a regular

- visiting pattern by families and provides outreach services to

families where the visiting pattern has changed.

8:39-40.4 Advisory space and environment for social work

Social workers are to be provided with a private office
equipped with a telephone or, in facilities with 60 or fewer
licensed beds, with access to a private office equipped with a
telephone.

8:39-40.5 Advisory‘ social work staff education and
training
The facility encourages the social worker to participate in

community agency associations and other professional orga-
nizations.

SUBCHAPTER 41.
PLANT

MANDATORY PHYSICAL

8:39-41.1 Mandatory construction standards

(a) New construction, alterations and additions of Long
Term Care Facilities shall comply with the Uniform Con-
struction Code (N.J.A.C. 5:23) as adopted by the New
Jersey Department of Community Affairs.

(b) Fire safety maintenance and retrofit of Long Term
Care Facilities shall comply with the Uniform Fire Safety
Code (N.J.A.C. 5:18) as adopted by the New Jersey Depart-
ment of Community Affairs.

(c) Required annual maintenance inspections by the De-
partment of Health shall be conducted in accordance with
the 1994, as amended and supplemented, edition of the
National Fire Protection Associations Life Safety Code;
however, this code shall not be enforced to exceed the
requirements of the Uniform Construction Code referenced
in (a) above. (Copies of the Life Safety Code may be
obtained from the National Fire Protection Association,
Battery March Park, Quincy, MA 02200).

(d) The New Jersey Uniform Construction Code may be
obtained from the Construction Code Element of the De-
partment of Community Affairs, CN 805, Trenton, New
Jersey 08625-0805.

(e) The New Jersey Uniform Fire Safety Code may be
obtained from the Fire Safety Element of the Department
of Community Affairs, CN 809, Trenton, New Jersey
08625-0809.

(f) Facilities undertaking new construction, renovations
representing more than 25 percent of facility value, or
additions of beds shall maintain a minimum ratio of one
single-bedded room per 30 beds.
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8:39-41.2 Mandatory general maintenance

(a) Personnel engaged in general maintenance activities
shall receive orientation upon employment and, at least
once a year, education or training in principles of asepsis,
cross-infection control, and safe practices.

(b) There shall be a system for reporting physical plant,
safety, and maintenance problems to a designated staff
member and documentation of the correction of such prob-
lems.

(c) A current, written preventive maintenance program
shall be implemented. Records of inspections and repairs
shall be maintained for at least one year.

(d) Written instructions for operating and maintaining
equipment shall be systematically retained and followed.

(e) The facility shall be kept in good repair and main-
tained without harm or jeopardy to residents.

_(f) There shall be a maintenance contract on elevators
that includes routine maintenance inspections.

(g) All life-sustaining equipment shall be plugged into
outlets connected to an emergency power supply.

(h) The standby emergency power generator shall be
checked weekly, tested under load monthly, and serviced in
accordance with generally accepted engineering practices.

(i) Temperature and humidity shall be in accordance with
requirements specified in the 1992-1993 Guidelines for
Construction and Equipment for Hospital and Medical Fa-
cilities issued by the U.S. Department of Health and Human
Services, Health Resources Administration that apply, de-
pending on the time the building was constructed.

(j) There shall be a comprehensive, current, written pre-
ventive maintenance program for the electrical system that
is documented and followed.

8:39-41.3 Mandatory fire and emergency preparedness

(a) Employees shall be trained in procedures to be fol-
lowed in an emergency operations plan and instructed in the
use of fire fighting equipment and resident evacuation of the

buildings as part of their initial orientation and at least .

annually thereafter.

(b) Fire drills shall be conducted a total of 12 times per
year, with at least one drill on each shift and one drill on a
weekend. At least one drill shall be conducted in conjunc-
tion with the local fire department. An actual alarm shall
be considered a drill if it is documented.
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(c) Fire regulations and procedures shall be posted in
each unit and/or department. A written evacuation diagram
that includes evacuation procedures and locations of fire
exits, alarm boxes, and fire extinguishers shall be posted
conspicuously on a wall in each resident care unit and/or
department throughout the facility.

(d) There shall be a procedure for investigating and
reporting fires. All fires shall be reported to the New
Jersey State Department of Health immediately by phone
and followed up in writing within 72 hours. In addition, a
written report of the investigation by the fire department
containing all pertinent information shall be forwarded to
the Department of Health as soon as it becomes available.

(e) Smoking regulations shall be developed, implement-
ed, and enforced in accordance with N.J.S.A. 26:3D-1 et
seq. and 26:3D-7 et seq.

1. Residents shall not be permitted to smoke in their
rooms and in other secluded areas. The facility may
enforce a no-smoking rule for staff and visitors.

2. Restricted smoking areas shall be designated and
rules governing such smoking promulgated and rigidly
enforced. Nonflammable ashtrays in sufficient numbers
shall be provided in permitted smoking areas. In any
area where smoking is permitted, there shall be adequate
outside ventilation. '

3. A facility may continue to enforce a smoke-free
policy in effect on the implementation date of these rules
and shall set forth this policy in its admission agreement.

4. At the facility’s option, it may institute a smoke-
free policy after the implementation date of these rules.
Any prospective smoke-free policy shall be set forth in the
facility’s admission agreement and shall only apply to
residents entering the facility' on or after the policy’s
effective date. The facility shall protect the rights of
residents who smoke by providing a designated area with
adequate outside ventilation for controlled smoking. If
inside, the designated smoking room shall be adequately
ventilated to prevent recirculation of smoke to other areas
of the facility. If outside, the designated area shall
provide reasonable protection from inclement weather.

(f) The facility shall have a written comprehensive emer-
gency operations plan developed in coordination with the
local office of emergency management. This plan shall:

1. Identify potential hazards that could necessitate an
evacuation, including natural disasters, national disasters,
industrial and nuclear accidents, and labor work stoppage;

2. Identify the facility and an alternative facility to
which residents would be relocated, and include signed,
current agreements with the facilities;
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3. Identify the number, type and source of vehicles

available to the facility for relocation and include signed

_ current agreements with transportation providers. Spe-
cially configured vehicles shall be included;

4. Include a mechanism for identifying the number of
residents, staff, and family members who would require
relocation and procedures for evacuation of non-ambula-
tory residents from the facility;

5. List the supplies, equipment, records, and medi-
cations that would be transported as part of an evacua-
tion, and identify by title the individuals who would be
responsible;

6. Identify essential personnel who would be required
to remain on duty during the period of relocation;

7. Identify by title the persons who will be responsible
for the following:

i. Activating the emergency operations plan, issuing
evacuation orders, and notification of State and munici-
pal authorities;

ii. Alerting and notification of staff and residents;
iii. Facility shutdown and restart;

iv. In place sheltering of residents and continuity of
medical care; and

v. Emergency services such as security and firefight-
ing; and

8. Describe procedures for how each item in (f)7
above will be accomplished.

(g) There shall be a written plan for receiving residents
who are being relocated from another facility due to a
disaster. This plan shall include at least an estimate of the
number and type of residents the facility would accommo-
date and how staffing would be handled at different occu-
pancy levels.

(h) Copies of the emergency operations plan shall be sent
to municipal and county emergency management officials
for their review.

(i) The administrator shall serve as, or appoint, a disaster
planner for the facility.

1. The disaster planner shall meet with county and
municipal emergency management coordinators at least
once each year to review and update the written compre-
hensive evacuation plan; or if county or municipal offi-
cials are unavailable for this purpose, the facility shall
notify the State Office of Emergency Management.

2. While developing the facility’s evacuation plan, the
disaster planner shall coordinate with the facility or facil‘-
ties designated to receive relocated residents.
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(j) Any staff member who is designated as the acting
administrator shall be knowledgeable about and authorized
to implement the facility’s plans in the event of an emergen-

cy.

(k) All staff shall be oriented to the facility’s current
plans for receiving and evacuating residents in the event of a
disaster, including their individual duties.

(1) The facility shall ensure that residents receive nursing
care throughout the period of evacuation and return to the
original facility.

(m) The facility shall ensure that evacuated residents who
are not discharged are returned to the facility after the
€mMErgency is over.

(n) The facility shall maintain at least a three-day supply
of food and have access to an alternative supply of water in
case of an emergency.

(o) The facility shall conduct at least one evacuation drill
each year, either simulated or using selected residents.
State, county, and municipal emergency management offi-
cials shall be invited to attend the drill at least 10 working
days in advance.

(p) The facility shall establish a written heat emergency
action plan which specifies procedures to be followed in the
event that the indoor air temperature is 82 degrees Fahren-
heit or higher for a continuous period of four hours or
longer.

1. These procedures shall include the immediate noti-
fication of the Department of Health.

2. In implementing a heat emergency action plan, a
facility shall not prevent a resident from having a room
temperature in his or her resident room in excess of 82
degrees Fahrenheit if the resident and the resident’s
roommate, if applicable, so desire, and if the resident’s
physician approves.

3. A heat emergency plan need not be implemented if
the resident care areas are not affected by an indoor
temperature in excess of 82 degrees Fahrenheit.

4. The heat emergency action plan shall include a
comprehensive series of measures to be taken to protect
residents from the effects of excessively high tempera-
tures.

(q) The facility shall provide for and operate adequate
ventilation in all areas used by residents. All areas of the
facility used by residents shall be equipped with air condi-
tioning and the air conditioning shall be operated so that
the temperature in these areas does not exceed 82 degrees
Fahrenheit.
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8:39-41.4 Mandatory safety requirements

(a) An outlet that is connected to an emergency power
supply shall be available wherever life-sustaining equipment
is in operation.

(b) All draperies, curtains, and waste baskets shall be
maintained flame retardant.

(c) All decorations shall be flame retardant. Open
flames used for decoration or religious ceremonies shall not
be left unsupervised.

(d) Cooking equipment shall be properly installed and
maintained.

(e) Kerosene heaters and staff and resident-owned heat-
ing devices shall not be permitted.

(f) Extension cords shall not be permitted unless they are
provided by the maintenance or engineering department of
the facility, inspected regularly, and inventoried by the
maintenance and engineering department. Extension cords
shall be for temporary use only in resident care areas.

SUBCHAPTER 42. ADVISORY PHYSICAL PLANT

8:39-42.1 Advisory general maintenance

(a) Inspections or rounds are conducted at least monthly
by a designated person or committee on all units and areas
for maintenance problems. Results of these rounds are
reported to the administrator.

(b) Maintenance services are under the supervision of an
employee with at least one of the following:

1. Five years of experience in maintaining a physical
plant;

2. A baccalaureate degree in engineering from an
accredited college or university and two years of experi-
ence in maintaining a physical plant; or

3. Professional licensure in New Jersey as an engineer
with one year of experience in maintaining a physical
plant.

8:39-42.2 Advisory fire and emergency preparedness

(a) The facility conducts at least two evacuation drills
each year, either simulated or using selected residents, at
least one of which is conducted on a weekend or during an
evening or night work shift. Results of the drills are to be
summarized in a written report, which is shared with the
county and municipal emergency management coordinators.
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(b) A municipal, county, or State emergency management
official conducts an education or training program in the
facility on disaster planning and emergency preparedness at
least once a year.

(c) Fire drills are conducted annually on each weekend
shift.

8:39-42.3 Advisory safety

(a) There is a committee responsible for physical plant
and resident safety and maintenance, which includes, at a
minimum, representatives from administration, nursing, and
maintenance services and meets at least quarterly.

(b) Regularly scheduled’ training meetings are held for
residents and families, addressing safety issues in the facility.

SUBCHAPTER 43. NURSE AIDE IN LONG-TERM
CARE FACILITIES TRAINING AND
COMPETENCY EVALUATION PROGRAM

8:39-43.1 Fees

(a) Fees shall be charged by the testing agency to the
long-term care facility training program, for each person for
whom training and evaluation is sought, in the amount
specified by the testing agency for the following, in accor-
dance with N.J.S.A. 26:2H-12, except as noted in (b) below:

1. Clinical skills and written examination;
Clinical skills and oral examination;
Clinical skills examination only;

Written examination only;

SANFR

Oral examination;

6. Duplicate or equivalency certificate, which shall be
charged to the individual; and

7. Recertification certificate, which shall be charged to
the individual if the individual is neither currently em-
ployed nor has been offered employment by a long-term
care facility.

(b) The fee charged by the Department for approval of a
training program shall be $75.00.

(c) The Department shall provide timely notice of any
changes in fees specified in (a) above in the Public Notices
section of the New Jersey Register.

(d) No nurse aide who is employed by, or who has
received an offer of employment from, a facility on the date
on which the aide begins a nurse aide training and compe-
tency evaluation program may be charged for any portion of
the program, identified in (a) above, including any fees for
textbooks or other required course materials. The nurse

. aide may be charged only for the duplicate or equivalency

certificates in (a)6 above if requested by the nurse aide as
an individual.
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(e) If a nurse aide who is not employed, or does not have
an offer to be employed, as a nurse aide becomes employed
by, or receives an offer of employment from, a licensed
long-term care facility not later than 12 months after com-
pleting a nurse aide training and competency evaluation
program, the facility shall provide for the reimbursement of
reasonable costs incurred in completing the program on a
pro rata basis during the period in which the individual is
employed as a nurse aide. Such costs include, but are not
limited to, fees for textbooks or other required course
materials.

(f) No nurse- aide shall be required, as a condition of
employment, to pay the cost of the training program in the
event of voluntary or involuntary termination of employ-
ment.

(g) All fees referenced at (a) and (b) above are non-
refundable.

Amended by R.1995 d.506, effective September 5, 1995.
See: 27 N.J.R. 2155(a), 27 N.J.R. 3485(a).

8:39-43.2 Nurse aide employment

(a) An individual who meets the following criteria shall
be considered by the Department to be competent to work
as a nurse aide in a licensed long-term care facility in New
Jersey:

1. Has a currently valid nurse aide in long-term care
facilities certificate and is registered in good standing on
the New Jersey Nurse Aide Registry; or

2. Has been employed for less than four months and
is currently enrolled in a State-approved nurse aide in
long-term care facilities training course and scheduled to
complete the competency evaluation program (skills and
written/oral examination) within four months of employ-
ment.

8:39-43.3 Nurse aide functions

The nurse aide shall function under the supervision and
direction of a licensed nurse and perform tasks which are
delegated in accordance with the provisions of N.J.A.C.
13:37-6.2, Delegation of selected nursing tasks.

8:39-43.4 Approval of nurse aide in long-term care
facilities training program :

(a) An approved training course for nurse aides shall
consist of 90 hours of training. This shall include 50 hours
of classroom instruction and 40 hours of clinical experience
in a New Jersey licensed long-term care facility.

(b) The New Jersey competency evaluation shall consist
of both a skills examination and a written/oral examination.

(c) For each nurse aide, an approved training course and
the skills competency evaluation shall be scheduled so as to
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be completed within four months of the starting date of
employment.

(d) A training course approved by the Department shall
be conducted by an educational institution approved by the
Department and the New Jersey State Department of Edu-
cation subsequent to a review of each curriculum, or shall be
conducted by a licensed long-term care facility. All training
courses shall use the approved curriculum in order to be
approved by the Department of Health. Educational insti-
tutions shall develop a written statement of the program’s
purpose, philosophy, and objectives and shall develop ad-
mission, tuition, and course completion policies which shall
be available to students in written form.

(e) No resident care unit shall serve as the site of clinical
instruction for more than one training course at a time.

(f) The training course for nurse aides shall not be used
as a substitute for staff orientation or staff education pro-
grams.

(g) Classroom and clinical instruction for particular tasks
or procedures shall be scheduled concurrently to the extent
practicable.

(h) For training course approval, the following documents
shall be submitted to the Certification Program of the
Department with a check for the fee specified at N.J.A.C.
8:39-43.1, made payable to the New Jersey State Depart-
ment of Health, 90 days prior to the proposed starting date
of the training course:

1. Application for approval on the form provided by
the Department;

2. Resume(s) of the nursing instructor(s)/evaluator(s)
if they have not previously been approved by the Depart-
ment;

3. A schedule for the training course, including specif-
ic dates, locations and times of classroom and clinical
sessions; and -

4. Documentation of availability of classroom and
clinical facilities adequate to meet program needs, as
indicated in each curriculum submitted.

(i) Written approval of the Department is required prior
to enrollment of students and the commencement of the
training program. Such approval shall be granted for a
24-month period.

(j) The Department may request submission of additional
information or require the redesign and/or revision of the
program materials. Redesign or revision of the program
application does not ensure that approval will be granted.

(k) Any changes in a training course, such as changes in
location, dates, times or instructor(s), shall be reported to
the Certification Program of the Department by the licensed
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nursing home administrator or administrator of the edu-
cational institution at least 30 working days prior to the
planned change. No change may be implemented without
the written approval of the Department.

(!) The Department may conduct unannounced site visits
of a proposed program or an ongoing program.

(m) The Department may deny, suspend, or withdraw
approval if it determines that a nurse aide training and/or
skills competency evaluation program fails to meet the rules
in this subchapter.

(n) The Department may deny, suspend, or revoke ap-
proval of a nurse aide training and/or skills competency
evaluation program if the licensed long-term care facility has
been the subject of an enforcement action in accordance
with N.J.S.A. 26:2H-14 et seq. resulting in curtailment of
admissions or in assessment of a civil money penalty of not
less than $5,000.

(o) If the Department proposes to deny, suspend, or

revoke approval of a nurse aide training and/or skills com-
petency evaluation program, except where mandated by
Federal requirements noted at (p) below, the facility or
. educational institution may, within 30 days, request a hear-
ing which shall be conducted pursuant to the Administrative
Procedure Act, N.J.S.A. 52:14B-1 et seq. and 52:14F-1 et
seq., and the Uniform Administrative Procedure Rules,
N.J.A.C. 1:1. Revocation of program approval shall not
affect currently enrolled students, who shall be permitted to
complete the program and clinical skills examination unless
the Department determines that continuation of the pro-
gram would jeopardize the health or safety of residents.

(p) Approval of a nurse aide training and/or skills compe-
tency evaluation program offered by or in a Medicare or

Medicaid participating facility may be denied in accordance

with 42 CFR 483.151(b).

(q) If a facility or educational institution plans to volun-
tarily terminate a nurse aide training and/or skills competen-
cy evaluation program, the facility or educational institution
shall:

1. Provide the Department with a written statement of
the rationale and plan for the intended closing;

2. Continue the program until the class schedule es-
tablished for currently enrolled students has been com-
pleted; and

3. Notify the Department in writing of the closing
date of the program at least 90 days prior to that date.

(r) If a nurse aide training and/or skills competency
evaluation program is terminated due to denial or withdraw-
al of approval by the Department, the facility or educational
institution shall:

1. Terminate the program after assisting in the trans-
fer of students to other approved nurse aide training
and/or skills competency evaluation programs;

2. Submit to the Department a list of the students

who have transferred to another approved program, in-
cluding the dates on which the students were transferred;
and

3. Notify the Department that the requirements for
closing have been fulfilled and give notice of final closing.

8:39-43.5 The New Jersey Curriculum for Nurse Aide
Personnel in Long-Term Care Facilities

(a) The New Jersey Curriculum for Nurse Aide Person-
nel in Long-Term Care Facilities shall be the approved
curriculum for a 90-hour training program. The entire
content of the curriculum shall be taught. The course shall
address nursing team member skills, basic skills, personal
care skills, basic restorative skills, care of the cognitively
impaired, mental health and psychosocial skills, resident
rights, and communication skills and shall include the fol-
lowing modules:

1. MODULE I The Core Curriculum for the Nurse
Aide in Long-Term Care Facilities Training and Compe-
tency Evaluation Program;

2. MODULE I Psychosocial Needs of the Resident;
3. MODULEIII Physical Needs of the Resident;

4. MODULE IV Spiritual, Recreational and Activity
Needs of the Resident.

(b) The Department shall issue a curriculum incorporat-
ing the specific elements of each module.

(c) A copy of the New Jersey Curriculum for Nurse Aide
Personnel in Long-Term Care Facilities and the form need-
ed to apply for approval of the training course may be
obtained by contacting the following office:

Certification Program

New Jersey State Department of Health
- CN-367

Trenton, NJ 08625-0367

8:39-43.6 Responsibilities of administrator

(a) The licensed nursing home administrator or adminis-
trator of the educational institution conducting the training
program shall be responsible for implementation of the
training program in accordance with the rules in this sub-
chapter. This responsibility shall include, but not be limited
to, ensuring the following:

1. The curriculum is implemented in accordance with
the New Jersey Curriculum for Nurse Aide Personnel in
Long-Term Care Facilities and with the rules in this
subchapter; '
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2. Resident care provided by the student does not
exceed the tasks and procedures which the student has
satisfactorily demonstrated, as documented by the regis-
tered professional nurse on the Task and Procedure form.
(The Task and Procedure form may be found in the New
Jersey Curriculum for Nurse Aide Personnel in Long—
Term Care Facilities); and

3. Job descriptions are established indicating the re-
sponsibilities of each nurse instructor/evaluator.

8:39-43.7 Nurse aide training program instructors

(a) Each nurse instructor/evaluator shall:

1. Be currently licensed in New Jersey as a registered
professional nurse;

2. Possess at least three years of full-time or full-time
equivalent experience in a health care facility;

3. Possess at least one year of full-time or full-time
equivalent experience as a registered professional nurse in
a licensed long-term care facility within the five years
immediately preceding submission of the instructor/evalu-
ator resume to the Certification Program of the Depart-
ment for approval; and

4. Have successfully completed, if the individual is an
evaluator, an evaluator’s workshop course approved by
the Department.

(b) The student to instructor ratio for classroom instruc-
tion shall not exceed a ratio of 20 students to one instructor.

(c) The student to instructor ratio for clinical instruction
shall not exceed a ratio of 10 students to one instructor.

(d) Each student shall be under the supervision of the
registered professional nurse instructor at all times when
providing resident care as part of the student’s clinical
experience in the facility. The registered professional nurse
instructor shall be responsible for evaluating the student’s
classroom and clinical performance.

(e) The resume of each nurse instructor/evaluator cur-
rently teaching the training course shall be available in the
facility or educational institution.

(f) The nurse instructor shall be responsible for, but not
limited to, the following:

1. Developing a lesson plan for each lesson in the
curriculum;

2. Developing and implementing criteria, related to
curricular objectives, for evaluating the classroom and
clinical performance of students; and

3. Developing and implementing criteria to determine
whether or not a student has satisfactorily completed a
training course.
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(g) The facility or educational institution conducting a
training program shall maintain on file a copy of the lesson
plans for the course. Each lesson plan shall state, at a
minimum, the following:

1. The behavioral objective(s) of the lesson;
2. The content of the lesson;

3. A description of clinical activities for each lesson,
consistent with the objectives in the curriculum;

4. The hours of instruction;

5. Method(s) of presentation and teacher strategies;
and

6. Method(s) for evaluation of students with respect
to their classroom and clinical performance in the facility.

8:39-43.8 Student records and attendance

(a) Each facility or educational institution which conducts
a training program shall establish a student record for each
student. The student record shall include, at a minimum,
the following:

1. The beginning and ending dates of the training
course;

2. An attendance record;
3. Assigned Task and Procedure Form; and

4. The instructor’s evaluation of the student’s class-
room performance and clinical performance in the facility.

(b) The facility shall retain the records specified at (a)1, 2
and 4 above for at least four years.

(c) The facility or educational institution conducting a
training program shall ensure that a student who is absent
receives a reasonable and timely opportunity to obtain the
classroom and/or clinical instruction missed, as documented
in the student’s record.

(d) If a nurse aide training and/or skills competency
evaluation program is terminated but the facility or edu-
cational institution continues to operate, the facility or
educational institution shall assume responsibility for the
records of students and graduates. The Department shall
be advised, in writing of the arrangements made to safe-
guard the records.

(e) If a nurse aide training and/or skills competency
evaluation program is terminated and the facility or edu-
cational institution ceases to operate, the records of students
and graduates shall be transferred to an agency acceptable
to the Department.

8:39-43.9 Training program evaluation

(a) The facility or educational institution conducting a
training program shall develop, implement, and document a
process for evaluating the effectiveness of the training pro-
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gram. The evaluation process shall include, at a minimum,
the following:

1. Assignment of responsibility for the evaluation pro-
cess;

2. An annual written evaluation report, including find-
ings, conclusions, and recommendations;

3. A written evaluation by the facility or educational
institution of instructor(s)/evaluator(s) performance;

4., Written evaluations, by students, of the training .

program; and

5. Statistical data, which shall be maintained on file in
the facility or educational institution. The statistical data
shall include, at a minimum, the following for each
course: :

i. Beginning and ending dates;
ii. Number of students e_:nrolled;

iii. Number and percentage of students who satis-
factorily completed the course;

iv. Number and percentage of students who failed
the course;

v. Number and percentage of students who passed
the New Jersey Nurse Aide Competency Evaluation
Program, including written/oral and skills; and

vi. Number and percentage of students who failed
the New Jersey Nurse Aide Competency Evaluation
Program, including written/oral and skills.

(b) The facility or training program shall retain all evalu-

3. Upon passing the clinical skills competency exami-
nation, an applicant for nurse aide certification becomes
eligible to take the written/oral examination. A person
who fails to pass the written/oral examination may retake
the examination. If the person fails the third attempt to
pass the examination, he or she shall take another train-
ing course approved in accordance with N.J.A.C.
8:39-43.4 before proceeding to take the Department’s
written/oral examination again.

(b) The applicant shall pass the Department’s nurse aide
competency evaluation program in order to be listed on the
New Jersey Nurse Aide Registry. The competency evalua-
tion score reports shall be reported to the applicant as
“pass/fail.”

8:39-43.11 Application to take the competency
examination and for certification as a nurse
aide in long-term care facilities

(a) An applicant to take the competency examination and
for certification as a nurse aide in long-term care facilities
shall submit the following to the Department or its designat-
ed agent: '

1. Evidence of satisfactory completion of a nurse aide
in long-term care facilities training program approved by

the Department, unless the need is waived in accordance .

with N.J.A.C. 8:39-43.12; and

2. Evidence in such form as the Department may
prescribe that the applicant is of good moral character,
including at least the following:

i. Attestation that the applicant does not engage in

ation reports for at least three years and shall submit a
report to the Department upon request.

-8:39-43.10 Competency examination

(a) The Department shall establish the passing scores for
the clinical skills and written/oral examinations. A candi-
date shall pass both the skills and the written/oral examina-
tions prior to certification.

the illegal use of controlled substances; and

ii. Attestation that the applicant has never been
convicted of, or pleaded guilty to, any crime or disor-
derly persons offense of the types set forth in Title 2C
of the New Jersey Statutes. Evidence demonstrating

rehabilitation from such convictions, if any, may be -

submitted to the Department.

1. Upon satisfactory completion of the approved 8:39-43.12 Waiver of requirement to complete training

90-hour training program, an applicant for nurse aide
certification shall register for the next scheduled adminis-
tration of the clinical skills competency examination. A
person who fails to pass the skills competency examina-
tion may retake the examination. If the person fails the
third attempt to pass the examination, he or she shall take
another training course approved in accordance with
N.J.A.C. 8:39-43.4 before proceeding to take the Depart-
ment’s skills competency examination again.

2. The clinical skills competency examination shall be
administered to the applicant by a State-approved evalu-
ator other than the applicant’s training program instruc-
tor. »
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program

(a) The following persons may take the Department’s

written/oral competency examination without first complet-
ing a nurse aide training course and clinical skills evaluation
approved in accordance with N.J.A.C. 8:39-43:

1. Student or graduate nurses pending licensure who
submit evidence of successful completion of a course in
the fundamentals of nursing;

2. Persons who submit evidence of the successful com-
pletion of a course in the fundamentals of nursing within
the 12 months immediately preceding application to take
the written/oral competency examination;

-
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3. Persons certified as a nurse aide in long-term care
in another state by a state governmental agency and listed
on that state’s nurse aide registry, who do not meet the
requirements for equivalency specified at N.J.A.C.
8:3943.18; and

4. Persons who have had training and experience as a
nurse aide in a military service, equivalent to that of a
nurse aide.

8:39-43.13

(a) Nurse aide certificates shall be valid for a period of
two years from the date of issuance.

Certificates

(b) Nurse aide in long-term care facilities certificates
issued by the Department or its designated agent shall be
forwarded to the individual certified nurse aides.

(c) A certificate shall not be retained by a long-term care
facility as a condition of employment of a nurse aide.

(d) Nurse aide certificates are not transferable by sale,
gift, duplication, or other means and shall not be forged or
altered.

8:39-43.14 Revocation of a certificate

(a) A certificate issued to a nurse aide in accordance with
these rules shall be revoked in the following cases:

1. Conviction for resident abuse or neglect or misap-
propriation of resident property;

2. Conviction or guilty plea as specified at N.J.A.C.
8:39-9.3(d)2; or

3. Sale, purchase, or alteration of a certificate; use of
fraudulent means to secure the certificate, including filing
false information on the application; or forgery, impos-
ture, dishonesty, or cheating on an examination.

(b) If the Department proposes to suspend, revoke, or
deny certification of a nurse aide in a long-term care facility,
the aggrieved person may request a hearing which shall be
conducted pursuant to the Administrative Procedure Act,
N.J.S.A. 52:14B-1 et seq. and 52:14F-1 et seq., and the
Uniform Administrative Procedure Rules, N.J.A.C. 1:1.

8:39-43.15 Recertification

(a) The nurse aide shall file an application for recertifica-
tion. The Department shall require the renewal and updat-
ing of a nurse aide listing on the registry at least once every
two years on a schedule established by the Department.

(b) In order to be recertified, an individual shall have
been employed performing nursing or nursing-related ser-
vices for at least seven hours, either directly in a licensed
health care facility or under supervision provided through a
licensed health care facility, within the past 24 months from
the date of expiration as specified on the nurse aide certifi-
cate and shall not have been convicted of, or pleaded guilty
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to, a criminal charge resulting from resident abuse and/or
neglect, misappropriation or theft of a resident’s property,
or other crime or offense as specified at N.J.A.C.
8:39-43.11(a)2ii.

(c) The facility shall maintain records sufficient to verify
the previous employment of nurse aides who are not cur-
rently working but who were employed by the facility in
accordance with the time limitation specified at (b) above
for recertification. The licensed nursing home administra-
tor shall verify such employment by signing the individual’s
recertification application upon request.

8:39-43.16 ° Nurse aide registry
(a) The Department shall establish and maintain a nurse
aide registry. The nurse aide registry shall include, but not

‘be limited to, the following information for each individual

who has successfully completed an approved nurse aide
training program and competency evaluation program and is
employed in a long-term care facility:

1. The individual’s full name;
2. The individual’s home address;

3. The listing number assigned to the individual by the
state when he or she successfully completes the compe-
tency evaluation program;

4. The individual’s date of birth;

5. The individual’s most recent employer, the date of
hire, and the date of termination, if applicable, by that
employer; .

6. The date the individual passed the competency
evaluation program;

7. The date the listing expires;

8. The name and address of the approved nurse aide
training program;

9. Any substantiated findings of resident abuse, ne-
glect, or misappropriation of resident property, affirmed
by a conviction in a court of law or a hearing in accor-
dance with N.J.A.C. 8:39-43.17(d), in which the individual
has been afforded notice and a right to a hearing. All
such reports shall remain in the registry permanently; and

10. Any statement by the nurse aide disputing the
allegations underlying the convictions or findings in (a)9
above, in a format prescribed by the Department.

(b) The information at (a)l, 6, 9 and 10 above shall be
available to the public.

8:39-43.17 Hearings for resident abuse, resident neglect,
or misappropriation of property

(a) Upon receipt of a finding that a nurse aide has
abused, neglected, or misappropriated the property of a
resident, resulting from an investigation by the Office of the
Ombudsman for the Institutionalized Elderly, the Depart-
ment, or other state or local governmental agency, including
criminal justice authorities, the Department shall determine
whether the finding is valid and is to be entered onto the
nurse aide registry.
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(b) Prior to entering the finding on the nurse aide regis-
try, the Department shall provide a notice to the certified
nurse aide identifying the intended action, the factual basis
and source of the finding, and the individual’s right to a
hearing. '

(c) The notice in (b) above shall be transmitted to the
individual in such a way as to provide an opportunity of at
least 30 days prior to the entry to request a hearing. If a
hearing is requested, it shall be conducted by the Office of
Administrative Law or by a Departmental hearing officer in
accordance with hearing procedures established by the Ad-
ministrative Procedure Act, N.J.S.A. 52:14B-1 et seq. and
52:14F-1 et seq., and the Uniform Administrative Procedure
Rules, N.J.A.C. 1:1.

(d) No further right to an administrative hearing shall be
offered to individuals who have been afforded a hearing
before a state or local administrative agency or other neutral
party, or in a court of law, at which time the aide received
adequate notice and an opportunity to testify and to con-
front witnesses, and where there was an impartial hearing
officer who issued a written decision verifying the findings of
abuse, neglect, or misappropriation of property of a resi-
dent. The individual shall have a right to enter a statement
to be included in the registry contesting such findings.

8:39-43.18 Equivalency for nurse aides registered in other
states ‘

(a) A nurse aide certificate received in another state or

territory of the United States may be entered on the regis-

try, provided that the following conditions are satisfied:

1. The Department receives documentation from the
state’s or U.S. territory’s registry that such nurse aide has
completed a training and competency evaluation program
at least equal to that required in New Jersey; and

2. The nurse aide has not been convicted of any
crimes and has no documented findings of abuse, neglect,
or misappropriation of resident’s property on the registry.

8:39-43.19 Expiration of certification
(a) If an individual fails to become recertified in accor-

dance with N.J.A.C. 8:39-43.15, the name of the person

shall be removed from the New Jersey nurse aide registry.

(b) In order for an individual to be reentered onto the
New Jersey nurse aide registry, the individual shall success-
fully complete a training course approved in accordance
with N.J.A.C. 8:39-43.4 and shall pass the New Jersey
competency evaluation. If the individual became initially
certified within the five years immediately preceding reappli-
cation, and can demonstrate that he or she has been em-
ployed as a nurse aide in a long-term care facility for at least
seven hours during the 24 consecutive months immediately
preceding application for recertification, the individual shall
be recertified upon passing the New Jersey competency
evaluation, and completion of a training course shall not be
required.
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8:39-43.20 Employment of a nurse aide

(a) No licensed long-term care facility shall employ a
person as a nurse aide without making inquiry to the New
Jersey nurse aide registry and to any other state nurse aide
registry in which the facility has a good faith belief the nurse
aide is registered. '

(b) Registry confirmation of a nurse aide certification
shall not be sufficient to satisfy the requirement for refer-
ence checks identified at N.J.A.C. 8:39-9.3(d).

(c) The facility shall verify that the individual seeking
employment as a nurse aide possesses a valid nurse aide in
long-term care facilities certificate or shall ensure that the
individual becomes certified within four months of employ-
ment.

SUBCHAPTER 44. RESPITE CARE SERVICES

8:39-44.1 Scope and purpose

(a) Long-term care facilities are authorized by law to
accept short-term residents whose regular caregivers are
participating in a respite care program. A caregiver is
defined as any individual, paid or unpaid, who provides
regular in-home care for an elderly, disabled, or cognitively
impaired person.

(b) When a caregiver desires respite from this responsi-
bility, continuity of care for the elderly, disabled, or cogni-
tively impaired person is available through temporary place-
ment in a long-term care facility for a period of time
specified in advance.

(c) The standards in this subchapter apply only to those
long-term care facilities that operate a respite care program.

8:39-44.2 Mandatory policies and procedures

(a) The long-term care facility shall have written respite
care policies and procedures that are retained by the admin-
istrative staff and available to all staff and to members of
the public, including those participating in the program.

(b) The facility shall 6btain the following information
from the resident’s attending physician prior to admission:

1. A summary of the resident’s medical history and
most recent physical examination;

2. Signed and dated medication and treatment orders -

for the resident’s stay in the facility; and

3. Phone numbers of the attending physician and an
alternate physician for consultation or emergency services.
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(c) The facility shall choose whether to follow the resi-
dent care plan provided by the attending physician or to
establish a plan in accordance with N.J.A.C. 8:39-11. The
facility is exempt from compliance with N.J.A.C. 8:39-11, if
it chooses to follow the care plan provided by the resident’s
attending physician.

(d) The facility shall obtain the following information -

from the resident’s regular caregiver(s):

1. Nursing care needs, including personal hygiene and
restorative maintenance care;

2. Dietary routine and preferences; and

3. Social and activity routine and preferences.

(e) The facility shall choose whether to follow the dietary,
social, and resident activity plan provided by the caregiver(s)
or to establish a plan in accordance with N.J.A.C. 8:39-7, 17
and 39. The facility is exempt from compliance with
NJ.A.C. 8:39-7, 17 and 39, if it chooses to follow the plan
provided by the caregiver(s).

(f) The pharmacy and therapeutics committee shall estab-
lish policies and procedures for providing pharmacy services
for the respite care program according to the New Jersey
State Board of Pharmacy and other applicable rules and
regulations. These policies and procedures shall include the
following:

1. Options, if any, for provision of resident medi-
cations by sources other than the facility’s usual provid-
er(s);

2. Labeling and packaging of medications;

3. Self-administration of medications, if applicable;
and

4, Control measures.

(g) The facility shall apply to respite care residents all the
standards contained in N.J.A.C. 8:39, except those exemp-
tions cited in this rule, and in the following: N.J.A.C.
8:39-4.1(a)31, 4.1(b), 5.1(a)-(e), 11.3(a), 15.1(b), subchapter
29, 35.2(d)3 to 16, and 37.3.

8:39-44.3 Adpvisory staffing

A long-term care facility should assign specific staff mem-
bers to an individual respite care resident to provide conti-
nuity of care during the resident’s stay in the facility.

SUBCHAPTER 45. ALZHEIMER’S/DEMENTIA
" PROGRAMS—MANDATORY STANDARDS

8:39-45.1 Scope and purpose

Long-term care facilities may establish Department ap-
proved programs to meet the needs of residents with Al-

zheimer’s disease or other dementias. In addition to meet-
ing all mandatory requirements specified in subchapters 1
through 43 of the long-term care licensing standards,
N.J.LA.C. 8:39 and the rules in this subchapter, the program
shall provide individualized care based upon assessment of
the cognitive and functional abilities of Alzheimer’s and
dementia residents who have been admitted to the program.
The standards in this subchapter shall apply only to those
long-term care facilities that operate a Department ap-
proved Alzheimer’s/dementia program, as defined at
N.J.A.C. 8:39-2.9(f).

SUBCHAPTER 46. ALZHEIMER’S/DEMENTIA
PROGRAMS—ADVISORY STANDARDS

8:39-46.1 vAdvisory Alzheimer’s/dementia program policies
and procedures

(a) The long-term care facility has written policies and
procedures for the Alzheimer’s/dementia program that are
retained by the administrative staff and available to all staff
and to members of the public, including those participating
in the program.

(b) The facility has established criteria for admission to
the program and criteria for discharge from the program
when the resident’s needs can no longer be met, based upon
an interdisciplinary assessment of the resident’s cognitive
and functional status.

8:39-46.2 Advisory staffing

(a) Staffing levels are sufficient to provide care and pro-
gramming, based upon resident census in the program and
an interdisciplinary assessment of the cognitive and func-
tional status of residents in the program.

(b) The facility has established criteria for the determina-
tion of each staff member’s abilities and qualifications to
provide care to residents in the program.

(c) The facility provides an initial and ongoing education-
al, training and support program for each staff member
which includes at least the causes and progression of de-
mentias, the care and management of residents with demen-
tias, and communication with dementia residents.

(d) Each Alzheimer’s/dementia program has a full-time
employee, with specialized training and/or experience in the
care of residents with dementia, who has been designated as
coordinator/director and whose duties include responsibility
for the operation of the program.

(e) A consultant gerontologist is available to residents
and to the program, as needed, to address the medical
needs of the resident. “Consultant gerontologist” means a
physician, psychiatrist, or geriatric nurse practitioner who
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has specialized training and/or experience in the care of
residents with dementia.

8:39-46.3 Advisory environmental modification

(a) The program includes appropriate facility modifica-
tions to ensure a safe environment which allows each Al-
zheimer’s/dementia resident to function with maximum in-
dependence and success.

(b) The facility has developed safety policies and proce-
dures and a security monitoring system which are specific to
the program, based upon the physical location of the pro-
gram as well as the individual needs of the Alzheimer’s/de-
mentia residents. '

(c) The facility provides indoor and outdoor arrange-
ments which allow residents freedom to ambulate in a
controlled setting.

(d) Doors are marked with items familiar to the individu-
al resident which enhance the resident’s ability to recognize
his or her room, and bathrooms are specially marked and
easily accessible.

8:39-46.4 Advisory activity programming

(a) The Alzheimer’s/dementia program provides a daily
schedule of special activities, seven days a week and at least
two evenings per week, designed to maintain residents’
dignity and personal identity, enhance socialization and
success, and to accommodate the various cognitive and
functional abilities of each resident.

8:39-46.5 Advisory nutrition

(a) The Alzheimer’s/dementia program provides nutri-
tional intervention as needed, based upon assessment of the
eating behaviors and abilities of each resident. Interven-
tions may include, but are not limited to, the following:

1. Verbal and non-verbal eating cues;

2. Modified cups, spoons, or other assistive devices;
and

3. Simplified choices of foods or utensils.

"(b) The Alzheimer’s/dementia program provides a small
dining room, separate room, or designated dining area
furnished to meet the needs of the residents, with staff
members or trained volunteers to assist.

8:39-46.6 Advisory social services

(a) The facility provides individual and group counseling
to residents if appropriate, utilizing techniques designed to
reach the dementia resident and to maintain the resident’s
maximum level of functioning.

(b) Families are encouraged and provided with opportu-
nities to participate in planning and providing resident care.
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(c) The facility provides individual and group counseling,
support and education groups for families, and information
and referral on bioethical and legal issues related to demen-
tia, including competence, guardianship, conservatorship
and advance directives.

(d) Family members are referred to community Alzheim-
er’s Disease Support Groups or other family counseling
agencies, as required.

(e) Discharge care plans, including preparation for dis-
charge from the unit, are discussed with the legal next of
kin, and, if possible, with the resident at the time of
admission to the program.

APPENDIX A

GUIDELINES AND CONSIDERATIONS FOR
PET FACILITATED THERAPY IN NEW
JERSEY INSTITUTIONS

I. All Pets

A. Companion pets should not pose a threat or nuisance
to the patients, staff, or visitors because of size, odor,
sound, disposition, or behavioral characteristics. Ag-
gressive or unprovoked threatening behavior should
mandate the pet’s immediate removal.

B. Animals which may be approved include: dogs, cats,
birds (except carnivorous), fish, hamsters, gerbils,
guinea pigs, and domestic rabbits. Wild animals such
as turtles and other reptiles, ferrets, and carnivorous
birds should not be permitted in the program.

C. In order to participate, dogs or cats should be either
altered or determined not to be in estrus (“heat”).
D. Sanitary constraints:

1. Pets should be prohibited from the following areas:
a. food preparation, storage, and serving areas, with
the exception of participating resident’s bedroom;
b. areas used for the cleaning or storage of human

food utensils and dishes;

c. vehicles used for the transportation of prepared
food;

d. nursing stations, drug preparation areas, sterile
and clean supply rooms;

linen storage areas; and

areas where soiled or contaminated materials are
stored.

2. Food handlers should not be involved in the clean-
up of animal waste.

3. The administrator is responsible for acceptable pet
husbandry practices and may delegate specific
duties to any other staff members except food
handlers. The areas of responsibility include:
feeding and watering, food cleanup/cage cleaning,
exercising, and grooming.
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E.

Spilling or scattering of food and water should not
lessen the standard of housekeeping or contribute
to an increase in vermin or objectionable odor.

Dogs and cats must be effectively housebroken and
provisions made for suitably disposing of their body
wastes.

Animal waste should be disposed of in a manner
which prevents the material from becoming a com-
munity health or nuisance problem and in accor-
dance with applicable sanitation rules and ordi-
nances. Accepted methods include disposal in
sealed plastic bags (utilizing municipally approved
trash removal systems) or via the sewage system for
feces.

Proper and frequent handwashing shall be a consid-
eration of all persons handling animals.

Animals found to be infested with external parasites
(ticks, fleas, or lice) or which show signs of illness
(for example, vomiting or diarrhea) should be imme-
diately removed from the premises and taken to the
facility’s veterinarian.

The parent or guardian of a child bitten by a dog, cat,
or other animal, when no physician attends such
child, shall, within 12 hours after first having knowl-
edge that the child was so bitten, report to the person
designated by law or by the local board, under au-
thority of law, to receive reports of reportable com-
municable diseases in the municipality in which the
child so bitten may be the name, age, sex, color, and
precise location of the child (N.J.R.S. 26:4-80).

If an adult is bitten by a dog, cat, or other animal and

no physician attends him, the adult, or, if he is incapaci-
tated, the person caring for him, shall report to the
person designated by law or by the local board of
health to receive reports of communicable diseases in
the municipality in which the adult so bitten may be the

name, age, sex, color, and the precise location of the -

adult. The report shall be made within 12 hours after
the adult was so bitten, or if he is incapacitated, the
report shall be made within 12 hours after the person
caring for him shall first have knowledge that the adult
was so bitten (N.J.S.A. 26:4-81).

G.

1.

The local health department must be promptly noti-
fied by telephone of any pet which dies on the
premises.

If the deceased is a bird, the body should be
immediately taken to the facility’s veterinarian. If
the veterinarian is not available, the deceased
bird should be securely wrapped in impermeable
wrapping material and frozen until veterinary con-
sultation is available. Payment for a laboratory
examination should be the responsibility of the in-
stitution, or the pet’s owner.

If the deceased is another type of animal, the body
should not be disposed until it is determined by the

local department of health that rabies testing is not
necessary.

H. The rights of residents who do not wish to parﬁcipate

IL

in the pet program must be considered first. Pa-
tients not wishing to be exposed to animals should
have available a pet free area within the participating
facility.

Visiting Pets

A. Visiting pets are defined as any animal brought into

the facility on a periodic basis for pet therapy pur-
poses. The owner should accompany the animal and
be responsible for its behavior and activities while it
is visiting at the facility.

B. Visiting dogs should:

1.

be restricted to the areas designated by the facility
administrator;

maintain current vaccination against canine diseases
of distemper, hepatitis, leptospirosis, parainfluenza,
parvovirus, coronavirus, bordetella (kennel cough),
and rabies. Proof of vaccination shall be included
on a health certificate which is signed by a licensed
veterinarian and kept on file at the facility;

be determined not to be in estrus (“heat”) at the
time of the visit;

be licensed and wear an identification tag on the
collar, choker chain, or harness, stating the dog’s
name, the owner’s name, address, and telephone
number; and

be housebroken if more than four months of age.
Younger dogs may be admitted subject to the ap-
proval of the administrator.

C. Visiting cats should:

1.

2.

Maintain current vaccination against feline pneu-
monitis, panleukopenia, rhinothracheitis, calcivirus,
chlamydia, and rabies. Proof of vaccination should
be included on a health certificate which is signed
by a licensed veterinarian and kept on file at the
facility. .

Determined not be in estrus (“heat”) at the time of
the visit.

D. Visiting hamsters, gerbils, guinea pigs, domestic rab-

1.

bits, laboratory mice, or rats:

The owner should be liable and responsible for the
animal’s activities and behavior.

E. No visiting birds should be allowed to participate in

1.

A.
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the program.

Residential Pets:

Residential pets are defined as any animal which
resides at a facility in excess of four hours during any
calendar day and is owned by a staff member, pa-
tient, the facility, or a facility approved party. The
financial responsibility for the residential animal’s
maintenance is the animal owner’s responsibility.
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B. All documentation of compliance will be maintained

by the facility administrator in a file for review and
inspection. The official health records should in-
clude the rabies vaccination certificate and a current
health certificate.

Residential animals should have a confinement area
separate from the patients where they can be restrict-
ed when indicated. An area should be available for
each participating unit and should be approved by
the administrator.

A licensed veterinarian should be designated as the
facility’s veterinarian and should be responsible .for
establishing and maintaining a disease control pro-
gram for residential pets.

Specific Species:
Residential dogs should:

a. Maintain current vaccination against canine dis-
eases of distemper, hepatitis, leptospirosis, para-
influenza, parvovirus and rabies. In addition, the
animal’s file should include a currently valid Ra-
bies Vaccination Certificate, NASPHV # 51. A
three year type rabies vaccine should be utilized.

b. Have an annual heartworm test commencing at
one year of age and should be maintained on
heartworm preventive medication.

c. Have a fecal examination for internal parasites
twice yearly. Test results should be negative
before the dog’s initial visit to the facility.

d. Follow the recommended procedures of the facil- -

ity’s veterinarian for controlling external para-
sites.

e. Be neutered.

f. Be licensed with the municipality and wear an
identification tag on the collar, choker chain, or
harness, stating the dog’s name, the owner’s
name, address, and telephone number.

g. Have a health certificate completed by a licensed
veterinarian within one week before the animal’s
initial visit to the facility. The certificate should
be updated annually thereafter.

h. Be immediately removed from the premises and
taken to the facility’s veterinarian if infested with
internal or external parasites, vomit, or have
diarrhea, or show signs of a behavioral change or
infectious disease. Medical records of the veteri-
narian’s diagnosis and treatment should be main-
tained in the animal’s file. The animal should
not have patient contact until authorized by the
facility’s veterinarian.

i. Be housebroken if more than four months of age.
Younger dogs may be admitted subject to the
requirements of the administrator.

j. Be fed in accordance with the interval and quanti-
ty recommended by the facility’s veterinarian.
Feeding and watering bowls should be washed
daily and stored separately from dishes and uten-
sils used for human consumption.

k. Be provided fresh water daily and have 24-hour
access to the water dish.

l. Be provided a suitable bedding area. Bedding
should be cleaned or changed as needed. Dirty
bedding should be processed or disposed of as
necessary.

m. Be permitted outside the facility only if under
the supervision of a staff member, a responsible
person or within a fenced area.

n. Be regularly groomed and receive a bath whenev-
er indicated.

2. Residential birds:

a. Should be treated by a licensed veterinarian with
an approved chlortetracycline treatment regimen
prior to being housed at the institution to ensure
the absence of psittacosis. The period of treat-
ment varies between 30 to 45 days and is species-
dependent. A signed statement from the veteri-
narian indicating such treatment should be kept
in the bird’s file. , ’

b. That die, or are suspected of having psittacosis,
should be immediately taken to the facility’s vet-
erinarian. In the event the bird dies and the
veterinarian is not available, the bird’s body
should be securely wrapped in impermeable
wrapping material and frozen until® veterinary
consultation is available.

3. Residential hamsters, gerbils, guinea pigs, domestic
rabbits, laboratory mice or rats should be examined
yearly by a licensed veterinarian for health status.
A health certificate should be completed for each
animal or group of animals. Any animal which
becomes sick or dies should be promptly taken to
the facility’s veterinarian.

APPENDIX B

GUIDELINE FOR THE MANAGEMENT
OF INAPPROPRIATE BEHAVIOR AND
RESIDENT TO RESIDENT ABUSE

I. The initial resident assessment should include a psycho-
social behavior component with interventions, if appropri-
ate, in the care plan. Reassessment should be done at
least quarterly, or at any time when a resident’s pattern of
behavior changes. Resident response to interventions
should be recorded in the medical record.
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II. Inappropriate behavior and/or actions should trigger an  VIII. In the event all guidelines have been followed and

P immediate reassessment with adjusted interventions; noti-
fication of the physician and/or the designated resident

the medical record. K The facility’s actions/interventions in
response to behavior changes should also be part of the
plan of care and should be appropriately recorded.
Prompt reassessment of behavioral changes will in most
cases avert the continued progression of inappropriate
behavior.

III. Inappropriate behavior and/or actions involving other
residents should be identified in the records of all in-
volved residents including assessments, interventions and
responses. Notifications of physician and/or designated
resident representatives should also be recorded in medi-
cal records of all involved residents.

IV. Incidents of inappropriate behavior or actions of abuse
between residents should result in the following actions,
as applicable:

Immediate assessments of involved residents.
Notification of attending physicians. - -
Interventions and responses of residents.

Notification of residents’ designated representatives.

Protection of involved residents’ civil and constitu-
tional rights.

Determination by administrator of facility’s ability to
assure safety and security of all patients.

G. Implementation of emergency or short-term precau-
tions to assure safety while working toward resolu-
tion.

H. Notification of police if necessary.

V. In the event that it is determined that a resident must
be removed from the facility, the transfer should be
initiated in accordance with the provisions of this chapter.

VI. Transfer from the facility should be based on the
appropriate evaluation and transfer order of the attending
physician, facility medical director and/or consultant psy-
chiatrist.

VII. In the event of an immediate emergency situation

1 only:

} 1. Have patient removed to emergency room of local

‘ hospital for medical and/or psychiatric evaluation and

consultation by a physician. Return of patient to the
long term care facility should be based on the physi-
cian’s written notation of the appropriateness of re-
turning the resident to the long term care setting.

‘ The administrator is responsible for the decision to

i accept or deny the return of the resident according to

f N.J.AC. 8:39.

2. A police complaint should be filed against the abuser
- and have the individual removed. The complaint can

be filed by the facility or the abused party.

3. Notify all agencies (i.e., Medicaid if applicable, Om-

e’ budsman for the Institutionalized Elderly, if applica-

ble (over 60) and the Department of Health.)

moOw»

e
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resolution has not taken place, assistance should be re-
quested from the Health Department.

representative. Resident response should be recorded in  [X, Facility policies and procedures to address inappropri-

ate resident behavior, including resident to resident abuse,
should include all of the above outlined actions.

X. To determine resident’s emotional adjustment to the

nursing facility, including his/her general attitude, adapta-
tion to surroundings, and change in relationship patterns,
the following areas should be evaluated:

1. Sense of Initiative/Involvement

Intent: To assess degree to which the resident is
involved in the life of the nursing home and
takes initiative in activities.

Process: Selected responses should be confirmed by
the resident’s behavior (either verbal or non-
verbal) over the past seven days. The pri-
mary source of information is the resident.
Secondarily, staff members who have regular
contact with the resident should be consulted
(e.g., nursing assistants, activities personnel,
social work staff, or therapists if the person
receives active rehabilitation). Also, consid-
er how resident’s cultural standards affect
the level of initiative or involvement.

Definition: At ease interacting with others—Consider
how resident behaves during time you are
together, as well as reports of how resident
behaves with other residents, staff, and visi-
tors. Does resident try to shield himself/her-
self from being with others? Does he/she
spend most time alone? How does he/she
behave when visited?

At ease doing planned or structured activi-
ties—Consider how resident responds to
such activities. Does he/she feel comforta-
ble with the structure or restricted by it?
[Note: The item on the MDS form was inad-
vertently referred to as “‘structural” activities.]

At ease with self-initiated activities—
These include leisure activities (e.g., reading,
watching TV, talking with friends), and work
activities (e.g., folding personal laundry, or-
ganizing belongings). Does resident spend
most of his/her time alone, or does resident
always look for someone to find something
for him/her to do?

Establishes his/her own goals—Consider
statements resident makes like, “I hope I am
able to walk again,” or “I would like to get
up early and visit the beauty parlor.” Goals
can be as traditional as wanting to learn how
to walk again following a hip replacement, or
wanting to live to say goodbye to a loved
one. Some things may not be stated verbal-
ly, as when resident is observed to have a
personal way of living at the facility (e.g.,
organizing own activities or setting own
pace).

Involvement in life of the facility—Consid-
er whether resident. partakes of facility
events, socializes with peers, discusses activi-
ties.

Supp. 12-18-95
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Resident accepts invitations into most
group activities—Is resident willing to try
group activities even if later, deciding the
activity is not suitable and leaving? Does
resident ‘regularly refuse to attend group
programs?

2. Unsettled Relationships

Intent:

Process:

Definition:

3. Past Roles

Supp. 12-18-95

To indicate the quality and nature of the
resident’s interpersonal contacts (i.e., how
resident interacts with staff members, family,
and other residents).

During routine nursing care activities, ob-
serve how the resident interacts with staff
members and with other residents. Do you
see signs of conflict? Talk with direct-care
staff (e.g., nursing assistants, dietary aides
who assist in the dining room, social work

‘staff, or activities aides) and ask for their

observations of behavior that indicate either
conflicted or harmonious interpersonal rela-
tionships. Consider the possibility that the
staff members describing these relationships
may be biased.

Covert/open conflict with and/or repeated
criticism of staff—Resident chronically com-
plains about some staff members to other
staff members; resident verbally criticizes
staff members in therapeutic group situa-
tions, causing disruption within the group;
or resident constantly disagrees with routines
of daily living. [Note: Checking this item
does not require any assumption about why the
problem exists or how it could be remedied.]

Unhappiness with roommate—Includes
frequent requests for roommate changes,
grumbling about roommate spending too
long in the bathroom, or complaints about
roommate rummaging in another’s belong-
ings.

Unhappiness with residents other than
roommate—Includes chronic complaints
about the behaviors of others, poor quality
of interaction with other residents, lack of
peers for socialization. This refers to con-
flict or disagreement outside of the range of
normal criticisms or requests (i.e., beyond a
reasonable level). '

Openly expresses conflict/anger with fami-
ly or close friends—Includes expressions of
feelings of abandonment, ungratefulness,
lack of understanding, or hostility regarding
relationships with family/friends.

Absence of personal contact with fami-
ly/friends—Absence of visitors or telephone
calls from significant others in the last seven
days.

Recent loss of close family mem-
ber/friend—Includes relocation of family
member/friend to a more distant location,
even temporarily (e.g., for the winter
months); incapacitation or death of a signifi-
cant other; a significant relationship that
recently ceased.

Intent:

Deﬁnition:

Process:

XI.

To indicate recognition or acceptance of

feelings regarding role or status now that the
person is in the nursing home.

Strong identification with past roles and life
status—This may be indicated, for example,
when resident enjoys telling stories about
own past; or takes pride in past accomplish-
ments or family life; or prefers to be con-
nected with prior lifestyle (e.g., celebrating
family events, carrying on life-long tradi-
tions).

Expresses sadness/anger/empty feelings
over lost roles/status—Resident expresses
feelings such as “I’'m not the man I used to
be” or “I wish I had been a better mother to
my children” or “It’s no use; I'm not capa-
ble of doing the things I always liked to do.”
Resident cries when reminiscing about past
accomplishments. Be careful not to take the
reaction out of context. For the response to
apply, the resident should repeat these concerns
or initiate these topics.

Discuss past life with resident. Use environ-
mental cues to prompt discussions (e.g., fam-
ily photos, grandchildren’s letters or art-

work). This information may emerge from .

discussions around other MDS topics (e.g.,
Customary Routine, Activity Pursuits,
ADLs). Direct-care staff may also have use-
ful insights relevant to these items.

To determine resident’s mood and behavior patterns,

the following elements should be considered:

1. Sad or Anxious Mood

Intent:

Definition:

Process:
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To identify the presence of behaviors that
may be interpreted as physical or verbal
expressions of sadness or anxiety.

A distressed mood characterized by explicit
verbal or gestural expressions of feeling de-
pressed or anxious (or a synonym such as
feeling sad, miserable, blue, hopeless, empty,
or tearful). This may be a disorder of mood
which is usually, but not always, accompa-
nied by a painful mood of such magnitude
that it calls for relief because it is severely,
or unnecessarily, distressing or threatening
to physical health and life, or interferes with
functional performance and adaptation.
These symptoms may be preceded by anger
or withdrawal.

Determine if resident expressed signs of a
sad or anxious mood over the past 30 days.
Draw on your own interactions with the resi-
dent. Pay particular attention to statements of
direct-care staff, social workers, and licensed
personnel who may have evaluated the resident
in this area. Does the resident cry or look
dejected (unhappy) when no one is talking
with him/her? When you talk with the resi-
dent, does he/she sound hopeless, fearful, sad,
anxious? Does the resident report feelings of
worthlessness, guilt? Does the resident appear
withdrawn, apathetic, without emotion?
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If you are unsure, seek confirming informa-
tion from others who regularly come in con-
tact with the resident (e.g., activities profes-
sionals, social workers, or family members).

2. Mood Persistence

Intent: To identify a persistent sad/anxious mood
that has existed on each day over the last
seven days and was not easily altered by
attempts to “cheer up” the resident.

Process: Normally, these moods apply to one or more
of the indicators mentioned above of
sad/anxious mood.

3. Problem Behavior

Intent: To identify the presence of problem behav-
iors in the last seven days that cause disrup-
tion to facility residents or staff members, in-
cluding those that are potentially harmful to
the resident or disruptive in the environment,
even though staff and residents appear to have
adjusted to them (e.g., “Mrs. R’s calling out
isn’t much different than others on the unit;
there are many noisy residents.”)

Definition: Wandering—Movement with no identified
rational purpose; resident appears oblivious
to needs or safety. This behavior must be
differentiated from purposeful movement—e.g.,
a hungry person moving about the unit in
search of food; pacing.

Report on the most disruptive resident be-
havior across all three shifts. Code “1” if the
described behavior occurred less than daily
and “2” if the behavior occurred daily or
more frequently.

4, Resident Resists Care

Intent: Identify problem behaviors related to deliv-
ering care/treatment to the resident. These
behaviors are not necessarily positive or neg-
ative; they provide observational data.
They may prompt further investigation of
causes in the care-planning process (e.g., fear
of pain, fear of falling, poor comprehension,
anger, poor relationships, eagerness to par-
ticipate in care decisions, past experience
with medication errors and unacceptable
care, desire to modify care being provided).

Process: Consult medical record and primary staff
caregiver. How does the resident respond
to staff members’ attempts to deliver care to
him/her? Signs of resistance may be verbal
and/or physical (e.g., verbally refusing care,
pushing caregiver away, scratching).

5. Behavior Management Program

Intent: Determine if a behavior-management pro-
gram is in place wherein staff members iden-
tified causal factors and developed a plan of
action based on that understanding. There
must be evidence of structure and continuity
of care in the program (e.g., written docu-
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Process:

mentation). This category does NOT in-
clude behavioral management by physical re-
straints or psychoactive drugs, if these are
the only interventions used. '
Consult medical record (including current
care plan); consult primary caregiver.

Examples

® Mrs. S has been observed on numerous
occasions to hit, shove, and curse the
woman seated next to her at each meal.
After observing the pattern of Mrs. S’s
behavior for several days, staff noticed
that her tablemate was in the habit of
moving toward Mrs. S to take food from
her tray. As a result of their observa-
tions, the primary nurse made a change in
seating arrangements. [Note: Although
staff might have increased the amount of
food provided at meals, the real issue was
the taking of food; Mrs. S would not want
to share with others, no matter how much
food she was given.] Mrs. S does not
tend to ask staff for help when she is
annoyed; she takes direct and aggressive
action on her own. Now that staff under-
stand this behavior, they are aware of the
need to be vigilant. Code “1” for Yes.
® Provisions were made for safely monitored
wandering for Mr. V (including use of
“secure bands” that activate an alarm if
he wanders away from a designated area).
Mr. V does not really disturb others (he
does not go into others’ rooms). Without
this “band,” however, staff lost track of
him and he was in danger of harming
himself if he got off the unit (a busy street
is very near his unit). Code “1” for Yes.

6. Change in Mood

Intent:

Determine whether the resident’s mood
changed in the past 90 days, i.e., onset of
recent mood problem or changes in a long-
standing problem. Changes may have been
expressed verbally or demonstrated physical-
ly; they include increased/decreased number
of signs/symptoms, or increase/decrease in
the frequency, intensity, or persistence of sad
or anxious mood.

Examples

® Mrs. D has a long history of depression.
Two months ago she had an adverse reac-
tion to a psychoactive drug. She ex-
pressed fears that she was going out of her
mind and was observed to be quite agitat-
ed. Her attention span diminished and
she stopped attending group activities be-
cause she was disruptive. After the medi-
cation was discontinued, these feelings
and behaviors improved. She is better
than she was, but still has feelings of
sadness. Code “1” for “Improved.” Mrs.
D is now better than her worst status in
the 90-day period, but she has not fully
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recovered. [Note: If the mood problem
was no longer present due to the contin-
ued efficacy of the treatment program, the
correct code would also be “1” (Im-
proved).]

Mrs. Y has bipolar disease. Historically,
she has responded well to lithium and her
mood state has been stable for almost a
year. About 2 months ago, she became
extremely sad and withdrawn, expressed
the wish that she were dead, and stopped
eating. She was transferred to a psychiat-
ric hospital. For the last 30 days (follow-
ing readmission), Mrs. Y has improved
and her appetite is restored. Code “1”
for Improved.
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7. Change in Problem Behavior

Intent:

Process:

Determine if problem behaviors or resis-
tance to care increased/decreased in number,
frequency, or intensity in the past 90 days—
i.e., onset of recent behavior problems or
changes in a more longstanding problem.

Changes can occur in many different ar-
eas, including (but not limited to) wandering,
verbal or physical abuse, socially inappropri-
ate behavior, or resistance to care. Changes
can be exhibited as increases/decreases in the
number of signs/symptoms and/or change in
the frequency or intensity of the behavior(s).
Review nursing notes, medical records, and
consult with primary staff caregiver.

N/
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APPENDIX C

YELLGW COPY FOR mevsma s HOSPITAL AND NURSING HOME

- PATIENT TRANSFER FORM AND PLAN OF CARE

Tnis form has been adopted by the Boards of Trustees of the N.J. Hospital Association and N.J. Assn. of Health Care Facllitles
USE REVERSE SIDE IF NECESSARY (PROVIDE COPY)

Last First Middle | STATUS: O Private O Medicad pShort Term
OMedicare [Unoetermined [JlLong Term

Name. Ounderermined

Address. TRANSFERRED FROM:

Social Secunty No. S M W D | Date Admitteo _ Dale Dischargeo ___ ——

MmiCare =. M/Caid =, TRA ED TO:

Other |

Binth Date Sex Religion Dale Admilied

Relative of Pnysician in Charge a1 Time of Transler

Sponsor

M.D
Adoress Address
Pnone No

Home Pnhone -] Phone Will 1his physician care for patient ahier lranslet?

DISCHARGE DIAGNOSIS

Otner Diat Infections: Resolved O

Surgery Date Surgery Type

VITAL SIGNS T P R Be HT WT Aliergies

DIET, DRUGS AND OTHER THERAPY At Time of Discharge (incluge time of last medicalion dose of treaiment)

SOCIAL INFORMATION (inciude reasen for transier)

Has patient made any advance directives (Iving will/ldurabie power of attorney)? O Yes O No Copy atiached 0 Yes O No

Does patient have DNR oroers? DO Yes O No Copy attached O Yes ([0 No

PLAN OF CARE AT TIME OF DISCHARGE

CATHETERS/TUBES/ DATE LAST

BEHAVIOR ASSISTIVE DEVICES IMPAIRMENTS DRAINS CHANGED FUNCTIONAL STATUS

(1 Alen (1 Dentures * . P 0 Soeezh 0 Foley oa { penden: or wiassist.)

1 Foraeitu! O Giasses . €1 visson 0 KRG —_— 0 Beg 10 Chaw

O Contused O Heanng Aid 0] Hearng D Gasine JOR— O Beolast

{1 wanaers O Prosthesis Q Sensauon DOwer _________ ——— O Restram andiiype
- [ Combative O Pacemaker ELIMINATION O Physical Tneraoy (descride mocalny)

O Noisy £l Otner ae

O Comatose ontinent Dale Las! Enema/8M

(Semi) Q Inconunent

SPECIAL CARE & EQUIPMENT

o ounc
Other
FACILITY CONTACT PERSON TEL. NO.

| CERTIFY 1his pauen: requires
the following ievel of care

PHYSICIAN DATE
(Signature required)

NOTE ATTACH LAB X-RAY AND OTHER SIGNIFICANT REPORTS

0 SNF O NF O RNCF
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APPENDIX D

MINIMUM DATA SET FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING (MDS)
BACKGROUND INFORMATION/INTAKE AT ADMISSION

1. IDENTIFICATION INFORMATION Il. BACKGROUND INFORMATION AT RETURN/READMISSION
1] RESIDENT [v DATE OF ‘
NAmE (Firs1) (Middle inital} Lasty i %Tgﬁ:’; | -— l || ‘ |
N SN MonT [ Yoa
2] DaTE O i i
CURAENT =] I !_r [ 1 l ] T MAATTAL |1 Neve Mane 3 Weomee & Ueeree
ADMIS SION Mont Dav Yoar LSTATUS {2 Mernes 4 Separsioc -
3| MEDKCARE T| AGUITTED |1 Prvare nome o aor 3 Acate care rosb mr
FROM |2 Nurang nome i Omw
SOC SEC or «| UvED
o f fo r ] l I I ] ] I i l l B [ B ] ALONE  [0. No 1 Yes 2 Inome facity
Med.care No ) 5 Aﬁ:m (Check all that apply)
FACLTY T -
T TTT I I I ] i | evemarn v s c
NO AMENDED | 0 pngton revealed acaimones mibrmaton > |
Feoeral No ( —l [ ] ! [ I I I ] l I Resioen( unstabie 8t aamiemon ' ﬁ
5| GENOER |1 Mue 2 Femwe
[ ISR vttt il CUSTOMARY ROUTINE (ONLY AT FIRST ADMISSION)
3 Biacx. not of Hioanc ongin Hiscanc ongr | T

CUSTOMAAY | (Chack &/l thal apply. ! s/l nirmawon UNKNOWN, creck ias! 00 orvy |

BIRTHDATE LML ]_[ l l__L I ‘l 1 - } . :?_U,T:f, CYCLE OF DALY EVENTS

0 hrat Stays up ke at At {0.0.. aher § pm)

T
oy somisaon o
8] LIFETIME 0 & nrung | NaDs reguiarly dunng oay (at leest | hour) [
O(ZY%JL’A» homel | Goss out 1+ cays 8 week <
7| PRIMARY | Rawoents pamary anguape 1t & (angusge 0Tver Tan Engheh Stays busy with hoboes. reading. of faed oaily roudne <
LANGUAGE Soencs MOT bMe aone of waThrg TV .
i O v O
° b Teomny MOves INGependenDy NGOOTS [with apphances. if used) h
0| RESIDEN. | (Check a7l samiings rescent Ived in ourng 5 yeers pror B NONE OF ABOVE ©
JuL | somsson) EATING PATTERNS
RISTORY | Pror stay at ows nuraing rome ATING PA
:Ei;; Oter nursing home/rassoentel eikty Orsonct tood preferences LN
MRosychat serong Ea% between Meals al o moxt days .
MRDO Use of alconoke bvernoe(t) et leas] weskly R
NONE OF ABOVE NONE OF ABOVE N
©5.| MENTAL |Does tescents RECORD inocale any nisiory of mental DL PATTERNS
HEALTH  [retarcator. menti Miness. of any other mental healt™ N 1
HISTORY ovem? ¢ No T Yes - in becciothes much of cay JEN—
|2 | CONGITIONS | [Check ai condRions i a7¢ reiaied o MADO stafs, Wexent 10 Diot sk or most nighis Im

RELATED | thai were meniosied belors age 22, and are ey b

Has ! bower
TO MADD | comarue nde ewiely) Hiwpuar Mmovement panetn

E}

TA . Prelers showers for ba!
STATUS Not apokcable—no MR/DO (Swp o ltem 13) il
MRDO win Orpanc Condion NONE OF ABOVE
Careoral paisy INVOLVEMENT PATTERNS

Dusy conact wat relatves/ciose mencs
Usuely 53008 church. tempse. synagogue (e1c.)
Finds svength i aith

Deily arwmal companon/presence

Down's synorome

i Autsm

Epdepsy

Other orpanc condivon relamd o MO0

MADO wth PO oparnc condbon Invotved in OrOUD BCTVINES

T

un NONE OF ABOV
3| MARTTAL [1. Mever Maneg 3. Wicowes 5. Dworced h Urate o orovoe A
STATUS 2. Mwnec 4. Separaiec
14| ADMITTED [1. Prvate home o adt 3 Acule care hospm!
FROM |2 Nursmg nome L O
‘8 LIVED
ALONE  |C No 1 Yes 2. in ot tacikly
‘& [ ADMISSION | (Check alf that applyj
NFORMA-
TIoON Accuraie iInformabon unavailebie sate »
AMENDED | Otuervanon teveaied acdibonas intorrmanon S
Rewosni unstabie al aouasor. &
Sgnanre of RN c

3ignatires of Othen Who Carmosetec Pan of The Acsess men:
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MINIMUM DATA SET FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING (MDS)
(Status in last 7 days, unless other time trame indicated)
SECTION A, IDENTIFICATION AND BACKGROUND INFORMATION

.

COGNITIVE | Owcans roparin ) mass of @ty M)
SXKLS FOR

Y
os?:‘:so.. ! :‘:"‘""’ FOe0wCence—eoma g hCully In Aew MAEYoRe
MANG L oo oor,
requrec .

3 Seve ey PR “BG—rveriraresy Mace BACUONS

WOICATORS | (Chock # ond 2o over 151 7 Gays aptmars Bierent Fom
OF DELIRIUM | vsus Mncaonng!

{=PERIO0K | oty . cmsty mutmcnc

THINKING'
AWARENESS

Crangrg swarenses of srvaronment
Epes00wt of mconerent apsecn

Ponods of MOYX ressesaness of leargy
Cogrudve abkly vanes over course of Gay
NONE OF ABOVE

-~

CHANGE W (Changs m rescent s cogrsve status. ahiis. of atsibes i
COGNITIVE [last 90 days

STaTUS
0 Mo crange

1. morovec 2 Deleronaied

1 ASSESSNEN‘I l l
! Mone H
2| ReSIDENT
I hamE
| [ (00w repw') e
31 SOCWL
o [T -1 -
NO.
+| MEDKAD - T
o O O O = O
5.| MEDISAL - - — - ]
recoo (] ] [T [T I[o0 ]
NO
t| REASON 1. Avpal aomweson assess S Sipvhesni crengs n sl
FOR 2. HowMedunre reassens 6 Ome fe.g, UR]
ASSESS- |2 Resdmsson sssesamenm
MENT 4. Anrual assessment
CURAENT | (Biknp Ofice © mamstr check 811 1hal apply)
PAYWENT
SoURCELS) |Meve N VA 3
FO:N.N. Medicare s Sell pay/Prvaie neurance. | o.
AY
s CHAMPUS Ome 1.
¢ | RESPONSI- | [Chack &/l thal apply) .
BILITY/
LEGAL Lopal guardan . Famiy M-L\l:r
GUARDIAN 1o4p0nsbL LS
Other legal overmighl o .
Duraie power awnyJ Resoent responsibie .
hoalth care prory © NOWE OF ABOVE .
ADVANCED | For Zose et wilh sUDDOBNY GOCUMeNiadoNn n the medical
DIRECTIVES | record check all that apply)
Lrvng wi [ ] Feedng coszcons .
0o e . .
Do nothosoaize | | Otw vesmmertreamcoons | n
Orpan consson [e ] mowe oFasove [y
Aumoay requec:
DISCHARGE | (Dowes not ncide duschepe ase D oeeth)
PLANNED
WITHIN [, No 1. Yes 2 Unwnowrvurcermin
3 MOS.
BPARTICIPATE [ o Resicent b. Famey
IN ASSESS- €. ho 0. No
MENT 1. Yes 1Yo
3 2. No lamily
[ SIGNATURES | Sgnature of RN Assessmen: Cooromety
i

Sgransres of Others Wno Comoseied Pan of the Assesamen:

CTION B. COGNITIVE PATTERNS

COMATOSE

{Pcnn-unp-um S82/M0 caCHTIe CONMCIOUSNOSS]
1. Yes (Skip 10 SECTIONE)

MEMORY

(Rocall of wha ! was leamed of krown)

4. Shact-lenn memory OK—seema/ardesrs b recall

ahet 5 Menee

0. Memory OK 1. Memory problem

b Lonp«m\ memory OK—seema/ancearn © recsl
ong pas

0. vayO'( 1, WMermory probiem

{Check al Bl resiceni rommaty atse © recal ounrg !
7 cwys)

Currert season Y That hershe s 0
Locatonolownmom [n | &MMRmOrOmS

NONE OF ABOVE are
Safl namestecen

= Coae B 4poropra® resconet D-cn—aur—momlﬂﬂv

SECTION C. COMMUNICATION/'HEARING PATTERNS

HEARNG | (Wi heanng appncance, f vasd)

0. Hears adecuawy—normel mA. TV, phone

1. Ml Ghculty when ROl In quist setang

2 Hean in 10e08) MLIEBONS DRP—sDeuket has
adutl BAe Quehly and apeak dabncty

3. Highly vTOmsrecvabesnce of usetul heanng

COMMUNK | (Chack all Inel apply crry tast ? aays)
CATION
DEVICES' | Hewnmg an. present ands used

TECHNKOUES Heanrg axc, presant and rot used
Otwr recepove comm. tectTwaues used (e.C.. hp reed)

NOWE OF ABOVE
3.| MODES OF | (Chack all used Dy res/00mt © make rweds krown)
EXPRESSION Soench Segra/pestirev/acuncs
Whtrg rmesaages Communcason board
© exprees o Ot
clenty needa
4] ~MAKING | (Exdrecs wiOTIMHON CONMItOwever a3 e]

SELS €. Unoersiood

1, Usuaity Unosrsiooc—ddheuty Mde wonds o hraaheng
STOOD Touphe

2 Somatmes Unders nod—abity i lemiled 1 makng

concrete recues
3. Rereiv/Never Undersoc
S.| ABIUTYTO |1 vorvw) aon;
UNDER-  |g.

Understance
1. Ususlly UNOstamnas—may Muss 50Mma parvinuent st

2 © smoa,
deect communcaron
3. RasuyfNever Unoersmrau

{_{_HEARNG 0. No crange

CHANGE N | Rew0enTs abity D 8X0resl, UNOSTSIAN0 OF hasr WHOMME ION
COMMUNE- | has changed over last 50 days

1. kroroved 2 Dewronarnd

CTION D. VISION PATTERNS

VISION | (Abdity I see 11 adequatw ipft and with piasses i used)
0. Adecua w—seet ine delal, NCludng regula’ pnat N
Pewabacers/tooks

1. ITDAXsC—4set Wvpe Pl Bul MOt epuUia” prnt i
Ao s0aDerLbooNs
handhnet; aZoeers 1 fokow COMCTS Wt

o
3. Severety ITOAF #0-—0 VON O SEDEATS L3 50% Oy bOhY,
CHOM. OF AROeC

2 Mgy Fmowrec—bmaed veon; rot able tn ses newacape

VISUAL _ |S.cr vison probreme—ocecreassd penchers! wason
tr;um'rms/ (0.5, lemves 1000 o one 0% of Fay, GHcully Feveing.
FFICULTES| bumps nio pecose and abyech. hauiges piecament ol char
‘when seatng self)
|Expenences any of lolowng: sees koS or fnge around hgna ;.
ases fashws of WM Bews TUrIING” over Tyee.

1 Yo
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SECTIONE. PHYSICAL FUNCTIONING AND STRUCTURAL PROBLEMS

'

ADL SELF PERFORMANCE —(Code K rescenrs PERFORMANCE OVER ALL
SMIFTS dunng las 7 Baye—wol nIuong seiz)
© INDEPENDENT — No help o1 overs gni — OR — Heio/over k9ni proviaed oy

1 & 2 bmaes duting last 7 days
. SUPERVISION — Oversigm. #~Cuurgemen: of Cueng ZOvoe 3= tmes ounrg
10817 0ays — OR — Suienviedn pivs DIYBCA! BKERNCE OVIOSD ONVY 101 2
Srmes dunng we: 7 cays
LIMITED ASSISTANCE — Resi0ent Rgruy nvoived 1n acovity. tecened oy sxcal
D 1h QUIDES MR ® NG 0! ¥MDs O 0TV’ NONWE NI DeBrINg 8sMsWNCH I+
Wmes — OR — More heip OV0eC Onyy 1 0 2 bmes cunng Wel 7 oays
EXTENSIVE ASSISTANCE — While tasoeni periormea pan of scimty, over last
708y peroc. hop of tuh-nw type(s) Drovioed 3 OF More DMes.
— Waigni-0eenng supoo!
— Fub smfl performance dumv pant (but not al) of last 7 osys
o, TOTAL DEPENDENCE — Full staft pertormance ol scewily ounng enore 7 days

~

-

TASK SEG: | FReeosnt reauves et 40me o i 0f ADL 8CWAbes Ds Drowen
MENTATION |0 ¢ senes Of SuDWASAS 80 Tha! fewORNnl €8N PENOM Merm ‘

¢~ t Yo
ADL FUNC: | Rgu 0o~ Deveves hvine Caga DM Of 91CT 88 60 NOSORN0SC o g
TIONAL  alisast s0me ADLS |
REMABILI | Darac: care S1A° Leswve fonent CaDAD 0! IACTo0s oC —
TATION NOeOeNOPnCe M a! wadl some ADLS 10 '
POTENTIAL —_—
Fws00n: ate B DeNOM WAV ACTVIEY DUl i Vary b E—

Muyor 8herence n ADL Seil-Peormance or ADL Swosonin
MO/MNGs 8NG Pverengs (a1 lem sl & One CoIRgOY Charge | '

CNANGE Change in ADL seil-perormance v last $0 days

FV»C‘I\ON 0 _No crarge 1. roroved 2 Detenorated

SE!

CTION F. CONTINENCE IN LAST 14 DAYS

ADL PROVIDED ~— (Cods kor MOST SUPPORT PROVIDED
OVENALL SHIFTS auning lest 7 code reg. of resxient’s

nce closs/ics bon!
0 No serup or orysca’ hewp rom s’
1 Sewp neip ony
2. One-person pryscal asest
3 Two- persons prywcal assst

SELF -PEIV.
surron’

BED How resgen! moves to and Irom lyng posdON, tums
MOBILITY | moe 10 408, 810 POSIBONS DOCY whiie 1 Ded

TRANSFER Detween surtaces—ioArom; bec,

rding posison (EXCLUDE w/ivom

LoCO- How 105:06n1 MOVEs Detween IOCABONS 1N Nu/Ner 100M
MOTION | ano acmcent comoor on same hoor. H in wreeichar,
sail-suthoency once in chax

GONTWENCE SELF CONTROL CATEGORIES
reaidont pertormance ower sl shiRs)
D WYINENV Comame conwo!
USUALLY CONTINENT — BLADDER. mcondnent ers000s ONCe 8 wees o lees;
EL. loss Tan
2. OCCASIONALLY INCONTINENT — BLADOER 2+ 9mes a week bul not darly:
L. once ¢ ween

3. FREQUENTLY INCONTINENT — BLADOER 1D be ncontnent dedy,
DUt s0Me CONPO! present (s.0., ON Cay anh); sowean o waet

4. INCONTINENT — Hed naceouste convol. BLADOER. multpie caly epweodes;
BOWEL, of (or wmost alf) of Fw ¥me

BOWEL | Conpol of bowsl moveners, wi appiance of bowe: contnence | .
Sﬁ'fcs programa, il empioyed e

DER | Control of wrnary diadder luncaon (if 6rbbres. voume reulfr
CONTI- ©ent D s0ak TYoUPh um-nmu) witY apphances (... foley)
NENCE ©or consnence programs, # emoioyec

Py

DRESSING | How rescent puls on, lasiens, anc taxes off atl ems of
sTe0! COTING, INCRIGNG CONMNG/IEMOVING DrOSTe:s

-

EATING | How rescent sals and annks (regardiess of ssi)

[c | PERSONAL | How resent mamians personal nygeene.

TOILET USE | How ressent uses 1e wxiel 100m (0f COMMOOe, beaoan,
unnal); Tanster OVON KxleL Cleanses, Changes pad,
manages 0sTMy Of CADheter, AGWSLS COTWS

nouong
HYGIENE comong hau:, Brushing lee, heving. apoly:ng makeup,
waLwng/Oyng lRCe. NANGS. 8NC Denneum (EXCLUDE
e arc! snowers)

-

BATHING HOw rescen! aes Ni-DOOy DATVENOwS”, KOONOe D8

and panslens ivoul of tib/shower (EXCLUDE nuuw

ol bact and harr. Code for most Gependent in sell-
nce and suocort Bathung Seil-Periormance

€00es appeer below)

0. Incepenceni—No heip rovided

1. Subervison—Oversight hep only

2. Pryscal heio Imaiec 1© Tansler only

3. Pryuca! heid » pe:: of DeTwng actvly

4. Tom| cepencence

BOOY (Check &l that apply ourng last 7 days)
CONTROL | gaigrce—parsal of ! Hand—iack ol.dextenty

PROBLEMS | o4 of apivty 1 balerce (6.6.. prodwem uung
aotl whde smndng

Bedlas: a or most of ng heanng axd)
o bme Log—parnw of mwl ioss
Contacare o arme, legs.
. o hards L-o—mu..o, oait
J or D
Oueorviegs 1084 0f azsitly © positon
Arm—oarsal or DRI loss ba/ance. of hrn body
of volunmry movement Amoumben
NONE OF ABOVE
€ | MOBLITY | [Check aftthat apply dunnp last 7 cays)

Omer person wheeled

L.
of voluntary movemnent | n
L
-
'
-
T
DEVICES | Canemwainer <
Lined (manuaby
Bracepromess - ml’y’) e
Wreeled salf f

NONE OF ABOVE

INCONTIN: | (Skip ¥ resicent’s biacoer contnence code squels 0 or 1 AND
ENCE no caeir 1§ used)

RELATED | Rencent hes been leatd for & urirary vect infecton .
TESTING | Rewoent has besn checied for presence of & fecal Mmpacton,

o There i1s aOeQUE1e bowel svmnaton b
NONE OF ABOVE 3
3 APPL‘:NASCES Any scheduied Deebng
s |, :-n o [S Pacsbneh used .
emal Enemasimgaron o
catwier &
Inowsling cathater  * Oswmy
Inmemnent catewr NONE OF ABOVE
Ddnotuse st ooy [ )
‘commooe/unnal 0

CHANGE IN | Change n unnary conbnence/epokances and progral
URMNARY n-nony“- ™"

TINENCE! C. No change 1. kroroved 2 Delsnoratec

]

SECTION G. PSYCHOSOCIAL WELL-BEING

E OF | Al sase nieracong with others
INVOLVE. |Al sase cong planned of sTuctral actvides
Al sase GO sell<ntaled achvides
Esmbishes own goals

Pursues rvolvernent in e of teciity (e.9.. nnm
FIVONSS 1\ FOUD BCEVIDSS: 19ROONTs POMTYElY B
ACYVINOL: A5MEEE &I FbQOUS S0VICES)

Accept imviRIONs N MOS! Hroup actvies

NONE OF ABOVE
UNSE TSED | Covervooen contict win anaror reveases cnocem of sa-

IPS Unhagoy with roommate

UnNacoy with resicents 0her Tan reommale

Ooendy exoresses conhctanger with lamey or nends.

Absence of personal conmct mih lamity/inencs

Recent loss of close Iy memberinend

NONE OF ABOVE

r

v

i

J]'_L

Hii

P‘sTs S¥ong enIACADON wIth past rows and ke sl
Expresses sacness/angerremoty lesiing over iost miewsmius
NONE OF ABOVE

[Tt

"
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SECTION H. MOOD AND BEHAVIOR PATTERNS [¢7 GENERAL [1Chack st PREFERENCES whoirr or roi sciwy @ cumersy
ST SADOR | (Check aVi that apply Owe ias1 30 amys) “- l ;%gg ovade e 1 reacen)
i A:X'OUS VERBAL EXPRESSIONS of DISTRESS by resctent (saaness, | ENCES | Carosotne onmes |4 } Semualrehpous attvite
‘ sense Al NOTING Maferh. NOOw-SsaNess WOTeesNels. | 1acaniec Cistsana ;———‘ N
UrTeRsDC lears, VORI e1Er emLONE Of anssly Of g8’y . reboenty . s Tresnooong
DEMONSTRATED (OBSERVABLE] SIGNS of mers: aoheesy | CACsaspO 1¢ Waungmwheeung ouiooors | n
DISTRESS Musc le waer TV
—~ Teartuinens, smotonal GroanTg soNOS, Dreatvessness |t Festwnm N | mOwE OF ABOVE
— MODr BGIBION BICN &8 DACING, NENOWNNGIMG OF BCRNQ
— Fauure 10 041 07 tane Mmoo calons, wrdrawal hom sell- $ | PREFERS |Rewoen siprecseninacass prelerence lor oher acovires’
re Of Mwate aCTVIDSS MORE OR |choces
o ~ DIFFERENT
— Pervaame concern with health ACTNITIES |0. No 1. You
— Recument houghts of ceat—e.g., Delreves he/she aboul
© 0w, Nave & hean afack ]
— Sucal Poughiectons SECTION J. DISEASE DIAGNOSES
CABCE only thoss Eisessse preesnt thal Asve & relationship I current ADL ¢t
NONE OF ABOVE .
7| LO00 PER. | Sa0 of antious 00 MUuGes On Olry hhe over last 7 Gays — m‘":.";.';,":::‘" I0¢ laia, mecical Fesmens, of nex of ces. (Do rot et ok
SISTENCE | not essiy stisred, 0oesn ‘chee uo”™
C.No 1 Yee 1 | DISEASES | (il none apply, CHECK the NONE OF ABOYE bor)
3] PROBLEM | (Code for behavior m sl 7 Gays) A nCuATIoN PSYCHIATRICAMOOD
BEHAVIOA Ansmety disorcer
0. Benavior not exreixied i lasl 7 days ouesse (ASHD) ty
1. Benavior of Uva typs occured less Than ey Caroac oysmy¥vreas Degresson
2. Behavior of Ivs type occured duly of more brequendy Congestve hean huiure M?r-: uvuuv:.)
WANOERING (maved with o MBoral purpose. seemingly o b
abimout © needs or salety) Hyperienso SENSORY
VERBALLY ABUSIVE (omwrs were Uvoatened, screemed al Hypoternon Camracu
cursed at) Penpneral vascuiar
Grease Glaucorrs
PHYSICALLY ABUSIVE (others were hil shoved, scratched,
MUy abused) Ovrwr cardovascyiar OTHER
SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIOR Cuasase Alkerpes
(mMace CU/UPING BOUNGS, NDISY, SCTEAMS, sail-aDULIVE BCTS, REUROLOGICAL Anema
SeTUN DENAVIOr OF GiS/ODING 11 PUDIK, BTea s/ ew 100d" n .
Tocet, hoarang. rummaged Twouph oTwra’ belonginos) IZhevrer s A
Demente orer an
<] RESIDENT | (Check all types of reaistance tai occued i the las! . Cancer
RESISTS | 7 aays) Duabetes melins
CARE Aormsa
Rewmsted WG MedcADONS/Mecbon a Car acular E " . "
Reusted ADL asusmnce acooent (stoke} Myoomyromam
Mulipte scieross
NONE OF ABOVE 3 . ° Osisopomes
51 BEHAVIOR | Banavior prooiem has been a00ressed Dy Chnically Oeveioped anUNON's disease Secure Saore
MANAGE- | benaveor marmgement progrm. (Note® Do not incluoe PULMONARY
MENT oG TR THAl ivoive Qrvy DRyS«Cal (eSTMIALS O PEYCPROTOPK EmonysemwAstra/ Seoocem
PROGRAM | meoxcsbons in Oxs category) COPD Unnary tact inlecson—
0.No behavior problem Preumone. In i 20 ears
1.Yes. aodressec SR NONE OF ABOVE
2 iy
2.No, not adoressec ot |«
€j CHANGE |Change m moodin last 90 days DIAGNOSES
l IN MOOD AND D9 | ®
0.No charge 1. roroved 2. Detenoraies COOES
71 CHANGE IN | Change m prodiem pehaviorsl sgns i last 93 days e
PROBLEM
i BEHAVIOR |[0.No change 1. bmoraved 2.Detoncrasec .
1
SECTION I. ACTIVITY PURSUIT PATTERNS SECTION K. HEALTH CONDITIONS

1 TIME (Check approprisme time periods ove les! 7 days) 1.| PROBLEM | /Check all prodiems Prel are present n iasl 7 Geys Uriess
AWAKE Mmmnll&m-nlm(u.mummm CONDITIONS| other e Fame sicated)
o hour per e penad) n Cv: Pan—rwaident
Conaboabon - o shows evioence of
Morring I Evertng Dwmes 5 | penoedyor :
L4 3
. Aherrpon .. | noweoFasovE Omznesuverngo Racurrent kng ssorasons }——
7| AVERAGE Ecera < n las 50 says N
TME |G, Most—mors mah i ofome 2 Lie—ess ran '1 of sme :’ﬂ‘w » | Srommeusofvean L
WVOLVED IN(1. Some—'nm3nolome 3. None o [ Syncoce (lnwng) =
ACTIVITIES Hakucmabone Vomny }—_—
3. | PREFERRED |(Chack & sefnge o whvch acovioes are proferred) owusor 5. -
ACTNTY | 6 room N Outsoe maiity o Il bieeding [ ] MOWE OF ABOVE <
SETTINGS Jos: pan L
Dayracvy room | wowe o asove k. T ==
NHON unt Fell m past 30 days a. N‘:::‘:\n-nh- 180
Follin past 31.180 days \——‘

NONE OF ABOVE

Py
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STABILITY

Conailons/o senses Maae resovnt s cogrive. ADL. of
[=d Denavior sttus unstabee—Auctuatng. precarous, of
CONDITIONS

oetencraong

Rengent s1penencwng & acule epis00s of 8 hare-up of &
recumenlEnrOng protee

NONE OF ABOVE 3

SXiN
PROBLEMS'
CARE

Ooen weons 0Twr TN stads O prosaurs UIcen (e.g.. UB)
Shun Cenentd16d 10 DaN, ¥ esaure, GiecOmion
Proteceve > evantve san care

oln|e]r

Tuming1ecosibonng pogrem
Prossurs reseving Decs. bec/chax Dada (8 § . #0g cvate Daos! | &

Wound C/ e eathent (e.g . ressure UICe” Care. burgica’
wound; !

Ome sun careveatmen
NUTRITIONAL STATUS [
SECTION L. ORAU e o ABOVE 4
v ORAL o .
PROBLEMS | P9 PoBe™ S
Swalowing protrem v
Mouth pein «
NONE OF ABOVE V_‘J, SECTION O. MEDICATION USE
(2.1 HEIGHT | Record Aepht (a.) ; inches ana wenht (b.) ni pounds. Weephi! based 1.| NUMBER |(Record the number of ditlerent medca bons used n he lasi
: AND on mosl recent siatus in st J0 days; measure wehl CONGSIenty N OF MED- |7 days; enmer 0" none used)
WEIGHT | sccons moh stancard facily pracace—e p.. ;n & m_aher vosdng CATIONS ‘
Delore Mesl, i shows of, b.
2nd n nephicioTes HT WT : 2. NEW MEDI- | Reaioeni s recensd new Medicatons dunng the last 90 days
fn) awyl: | | _CATONS o no LYo
C.Weoni 088 (1 8, 5% 1n last 30 days; o 0% in last 180 3 | INJECTIONS [(Record ine number of days ryecoons of any type recemed
days) Gung e lest 7 days)
0. No 1. You 4, DAYS (Record Ihe number of Gunp last 7 cays; enter 0" d nol
3, [NUTRITIONAL Comprane about the Reguler compiant of RECENVED |used: enter 1° longacing meds. used less than weeily)
PROBLEMS | yie of many oas |4 Runger THE
Insuthcrent fuid: FOLLOWING |  Andpeychobes
denyarsies Lesves 25%« lood MEDICATION
O NOT toneume unesien al mosi mesls AndannetyMypnovcs
awaimos| NONE OF ABOVE Anvdeoressants
houxds provided -
duning last 3 days Ic S.| PREVIOUS |(SKIP this question if resicent curenty receming andpey-
I TNUTRIT IONAL MEDICATION | choses, o
. RESULTS |code comect response lor last 90 days)
IWPPROACHE S ParentersinV D::: luoo-oﬂ'lbm Rew0ont has ey od po cove .
Feeang tuibe oon mesls 10r & MOOd Of EMAVIO! problem, and Trwee MECALONS were -
Mechancally sltered Prate guwrd, staddzed ehectve (WTOUL UNGUS 8OVene conseqUencas)
det Buliup ulensd, e, 0. No, drups not used
1. Drugs wi Hecuve
Synnge (oral feedng) |e. NOWE OF ABOVE N M": o
Therapeunc aw! g 3. Drug eMecovenesa unkrown
SECTION M. ORAL/DENTAL STATUS SECTION P. SPECIAL TREATMENT AND PROCEDURES
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ORAL Deons (30t sasily MOVEDe KUDSIANC 6S) Dresent i MOUT 1.|__SPECIAL [SPECIAL CARE—~Check testments recened ounng e sl
sTA‘r\éssAEND POt 1 going o bed a1 reght . \'REA"!':BENTS 14 days
pn?egtnm Has dertures and/or removabie bndge ®. PROCE- |Chemothenaty - IV meds 1
Some/all nawral 164 081—00es o1 have or Goes notuse [ OURES | pygianon [o. | Tranensoms ¢
Gentures (of parval piates) © .
e | Oures o, .
Broken, loose, Of CANOUS leeT o 5 _
Infamed guims (Qingva): Swolien or biseding pums; oral Suctaning L f— [
aDsCesses, VICHS O/ rashes . Trach care _ NONE OF ABOVE B
Deiy eanng of tesmvoentures - THERAPIES—Record the humber of Gays eech of e
NOWE OF ABOVE ] 1Ddowang heracees was acminsiered (br al least 10 mnies
Ourng a dey) n 0w las! 7 cays:
Speech—ianguage palology and sudoiogy sennces =
SECTION N. SKIN CONDITION Occupasonal merapy
1.| STASIS |(oown twason caused by poof vencus Grouiason © ower Pryscal therapy
ULCER  |exvermdes) Paychological herapy (any icensed prolesaional)
0. No 1. Yes Resoranry thersoy
2.| PRESSURE |(Code lor highest stage of pressure uicer) 2.| ABNORMAL |Hes the resdent had any abnonmal lab vakies dunng T last
ULCERS | 0. No pressure uicers LAB VALUES | $0-days?
1. Smge 1 A permstent ares of Sun redness (winoul & 0. No 1. Yes 2 No wets performec
N T8 Aun) el G088 NOL GLLADORRr When pressure 3.| DEVICES |Use he lowwr codes kx last 7 deys:
s rewvec AND C. Notused
2. Stmoe 2 A panal tuckness loss of Sun layers hat presenta RESTRAINTS| . (jsed less than caly
Chricaly &8 AN ADFRAON, Disler, Of sNaiow Crater 2 Used caiy
3 Smge 3 A Nl Tacxness of SN 4 1061 XDOMNY The SUDSU- Bed rais
TNPOUS DESUSE—OrELNS &8 & 0SED CTBIE WATh O b
WATOUL UNGErMINNG adacen! Basue Truns resvart N
4. Smoe 4 A Nl Tuckness of Suh and SUDCUANEOUS D3sve Limbd resrant
14 1081, 0XDOSINY MUSCIe ANC/OF boNe -
3 | HISTORY OF Char prevents namg
? Rescent has had & ressure WCe Tl was reA0Nea/cured in
RESOLVED/ law 80
CURED cars
SSUARE | 0. No 1. Yes
ULCEPS
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SECTION Q: RESIDENT CLASSIFICATION iv. Intravenous Therapy
1. Payment Source Private | B
v. Wound Care
Medicare i
Medicaid [ vi. Oxygen Therapy
Other - vii. Nasogastric tube feeding

2. Requires Basic Nursing Services ‘-——‘ and/or Gastrostomy

(See N.JAC. 10:63-2A.1(f).)

|
<

e |

3. Requires Additional Nursing Services \ ‘
(See N.JA.C. 10:63-2A.1()4.) as below: -
i. Tracheostomy ’ ‘a l Signature of RN Coordinator
ii. Use of Respirator \b

iii. Head Trauma Stimulation/

License Number

advanced neuromuscular/
. orthopedic care

c ‘ Name

Title

Name

Title

l'?t-esmen!‘s Name Medicai Record No..

:

Signature of RN Assessmen: Coordinator

n

RESIDENT ASSESSMENT PROTOCOL SUMMARY

1. For each RAP area irnggered, show whether yOu are proceeding with a care plan inlervention,

2 Documen: problems, comphcations. and nsk factors: the need lor relerra! 1o appropriate heakh
prolessionals: and the reasons for deciding 10 proceed of Nt 10 proceed 10 care planning.
Documentation may appear anywhere the 1acility routinely keeps such information, such as
problem sheels of nurses’ progress notes.

3. Show location of this information.

Care Planning Declslon
RAP Problem Area Proceed | Not Proceed Location of Information

DELIRIUM

COGNITIVE LOSS/DEMENTIA

VISUAL FUNCTION

COMMUNICATION

ADL FUNCTIONAL/
REHABILITATION POTENTIAL

URINARY INCONTINENCE AND
INDWELLING CATHETER

PSYCHOSOCIAL WELL-BEING

MOOD STATE

BEHAVIOR PROBLEM

ACTIVITIES

FALLS

NUTRITIONAL STATUS

FEEDING TUBES

DEHYDRATION/FLUID
MAINTENANCE

DENTAL CARE

PRESSURE ULCERS

PSYCHOTROPIC DRUG USE

OO00o0 O000ooon O [O0odio
() (o O O A {0 ) O ) O

PHYSICAL RESTRAINTS
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Date

——l Signatures of Others Who Completed Part of the Assessment:
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8:39 App. D

DEPT. OF HEALTH

Supp. 12-18-95

RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND

LEGEND
®

Y"Y

dwectly lo RAP
A Porenual Tngger—Go 1o RAP instructions lor
more Selaled Ingoet oeliniong
Instructhions: Match MOS item codes
witn lngger codes below. Procesd 1o
RAP Instruciions es indicsled by
symbol, Crrcte sil RAPs thet ste

" "inggersd,” based on
your review,
. ‘\f
MDS ltem Code &/&
|B2aory |10 A
B83abed fower 1han 3 / A
B4 0.1.2
1.2.3 A
___:_‘.‘?j.bvc.d s ;ﬂy 4 :
e ) A
cs 1.2.3 A
23 A
(<] 2 ®
01 123 ®
D2a / D
Erabedel |34 A
'E33 3¢ A
Ecabdehy fanys
E7ab any /. A
EE 2
Fib 23.4 Yy A
Fivcdl any /. A
Gab.cd any/ ®
[<<}] 4 )
H1abco.eflgl anyv
Hig /
[ T A
Hiabsord |12 ®
HE 2 A
W7 2 [
2 0.23 A
15 1 ry
J1ee 7/
) 760, 26v. 262 - A
263, 263.0. 263.1 N
2632 263.8. 2639 >
2765
291.0. 262,01 ® A
2930, 293.1 ®
Kibclhn any /
K220 any 7 A
Lic v
2c 1
Liade anv s [ ] A
L3b 7 [ ]
t3ce 7 [ )
Lias any 7 A
Liacde any /.
T 7 L
Miacde any /
M1 not /
N2 1.2.3.4
Necdele | nones/ (] [ ]
Ot ane 1.7 Y A
3 - 4

39-68
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APPENDIX E
GUIDELINES FOR THE USE OF RESTRAINTS

A. Written policies and procedures for use of restraints

should address at least the following:

1. Protocol for the use of alternatives to restraints, such
as staff or environmental interventions, structured
activities, or behavior management. Alternatives
should be utilized whenever possible to avoid the use
of restraints;

2. Protocol for the use and documentation of a progres-
sive range of restraining procedures from the least
restrictive to the most restrictive;

3. A delineation of indications for use, which should be
limited to:

i. Prevention of imminent harm to the resident or
other persons when other means of control are not
effective or appropriate; or

ii. Prevention of serious disruption of treatment or
significant damage to the physical environment;

4. Contraindications for use, which should include, at
least, clinical contraindications, convenience of staff,
or discipline of the resident;

5. Identification of restraints which may be used in the
facility, which should be limited to methods and
mechanical devices that are specifically manufactured
for the purpose of physical restraint. Locked re-
straints, double restraints on the same body part,
four-point restraints, and confinement in a locked or
barricaded room should not be permitted;

6. Protocol for informing the resident and obtaining
consent when clinically feasible, and documenting the
consent in the resident’s record;

7. Protocol for notifying the family or guardian, obtain-
ing consent if the resident is unable to give consent,
and documenting the consent in the resident’s record;

8. Protocol for removal of restraints when goals have
been accomplished.

B. Procedures for the application of restraints in an emer-

gency should include at least the following:

1. Licensed nursing staff only should initiate the use of
emergency restraints; v

2. The application of restraints should begin with the
least restrictive alternative that is clinically feasible;

3. Emergency restraints should be used only when the
safety of the resident or others is endangered, or
there is imminent risk that the resident will cause
substantial damage to the physical environment;

4, The facility should notify the attending physician or
another designated physician and request an order
within two hours;

5. The facility should obtain a physician’s order within
eight hours;

39-69

6. Licensed nursing personnel should evaluate and docu-
ment the physical and mental condition of the resi-
dent in emergency restraints at least every two hours;

7. There should be an assessment of the resident by a
registered professional nurse within 24 hours; and

8. Continuation of emergency restraints should occur
only upon physician orders, which should be renewed
every 24 hours to a maximum of seven days.

C. The facility should continuously attempt to remediate

the resident’s condition to eliminate or lessen the need

for restraints. If the use of restraints is needed beyond

one week, at least the following should be done:

1. The need for the continued use of restraints should
be implemented only as part of the physician’s medi-
cal care plan; and

2. Every resident in restraints should be assessed by a
registered professional nurse at least every 48 hours
for the continued use of restraints; and

3. After remediation attempts, there should be an inter-
disciplinary review of the record of any resident
whose assessment indicates the need for continued
use of restraints. This review should occur within
thirty days of the initiation of the use of restraints.

D. Continuation of the use of restraints beyond 30 days

should occur only upon written approval of the committee

or its equivalent, and should include at least the following

actions:

1. The registered professional nurse should assess the
need for continued restraints at least weekly; and

2. An interdisciplinary review should be conducted at
least every 30 days to approve the continued use of
restraints.

The facility should have written policies and procedures
to ensure that interventions while a resident is restrained,
except as indicated in F below, are performed by nursing
personnel in accordance with nursing scope of practice as
set forth by the New Jersey Board of Nursing. The
policies and procedures should include at least the follow-
ing:

1. Periodic visual observation, which should be per-
formed with the following frequency:

i. Continuously, if clinically indicated by the resident’s

condition; or

ii. At least every 15 minutes while the resident’s con-
dition is unstable; and thereafter at least every one

to two hours, based upon an assessment of the
resident’s condition.
2. Release of restraints at least once every two hours in
order to:

i. Assess circulation;

ii. Perform skin care;

iii. Provide an opportunity for exercise or perform
range of motion procedures for a minimum of five
minutes per restrained limb and repositioning; and

iv. Assess the need for toileting and assist with toilet-
ing or incontinence care.

3. Ensuring adequate fluid intake;
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4. Ensuring adequate nutrition through meals at regular
intervals, snacks, and assistance with feeding if need-
ed;

5. Assistance with bathing as required at least daily; and

6. Ambulation at least once every two hours, if clinically
feasible.

F. The facility should have written policies and procedures
for interventions by nursing personnel for residents in
restraints for overnight sleeping. These policies and pro-
cedures should include at least the following and should
be implemented in accordance with nursing scope of
practice, as set forth by the New Jersey Board of Nursing;
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Visual observation based on resident’s condition, oc-
curring at least every one to two hours;

Administration of fluids as required;
Toileting as required;

Release of restraints at least once every two hours for
repositioning and skin care, if clinically indicated; and

Prohibition of any method of restraint which places
the resident at clinical risk for circulatory obstruction.

N/



