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GOVERNOR’S OFFICE

REORGANIZATION PLAN

REORGANIZATION PILLAN

OFFICE OF THE GOVERNOR
Governor Thomas H. Kean

Notice of Reorganization Plan for the Division
of the State Museum and the New Jersey
Historical Commission

Take notice that, on January 31, 1983, Governor Thomas H.
Kean issued the following Reorganization Plan which transfers the
Division of the State Museum and the New Jersey Historical Com-
mission from the Department of Education to the Department of
State.

REORGANIZATION PLAN OF THE DIVISION
OFTHE STATEMUSEUM
NEW JERSEY HISTORICAL COMMISSION
FUNCTIONS WITHIN THE DIVISION
OFTHE STATELIBRARY
FROM THE DEPARTMENT OF EDUCATION
TO THE DEPARTMENT OF STATE

The Division of the State Museum, in the Department of Educa-
tion, together with all its functions, powers and duties, pursuant to
N.J.S.A. 18A:73-1 et seq. and the New Jersey Historical Commis-
sion, in the Department of Education, together with all its func-
tions, powers and duties, pursuant to N.J.S.A. 18A:73-21 et seq.
are hereby transferred to the Department of State. All powers exer-
cised by the Commissioner of Education, the State Board of Educa-
tion and the State Librarian in direct supervision of the Division of
the State Museum and New Jersey Historical Commission, are
hereby transferred to the Department of State and shall be executed
by the Secretary of State or his designee.

The New Jersey State Museum, as presently organized, under
N.J.S.A. 18A:73-1 et seq. performs among other things the tradi-
tional functions of collecting, exhibiting and interpreting in the
areas of natural history, archacology/ethnology and fine arts in
America with a New Jersey/Eastern United States focus. Long-term
exhibitions utilize loan materials in conjunction with collection ma-
terials to treat timely issues, historic movements or events, and con-
temporary expression. Both long-term and short-term exhibits are

interpreted through publications and through programs designed for
school groups and the general public. Outreach activities include
traveling exhibits, specimen loans and a film loan service.

The New Jersey State Museum pursuant to N.J.S.A. 18A:73-2
is a Division which consists of a Director and an Advisory Council
and such other personnel as the Commissioner of Education deems
necessary for its administration. This Advisory Council within the
Division of the State Museum is called the Advisory Council of the
State Museum and consists of five members appointed by the Gov-
ernor. Under the reorganization, all who currently are members of
the Advisory Council of the State and the Director of the State
Museum shall continue according to their respective terms of of-
fice. The duties and functions of the Advisory Council of the State
Museum and the Director of the State Museum shall remain the
same upon the Reorganization.

The New Jersey Historical Commission, as presently organized
under N.J.S.A. 18A:73-21 et seq. is responsible among other
things for advancing public knowledge of the history of New Jer-
sey. To do this, it sponsors public programs, research projects, pub-
lications and commemorative observances and grant-in-aid pro-
grams for scholars, teachers and local historical organizations. It of-
fers information and assistance to public and private organizations
and individuals. In furtherance of its aims, the Commission is em-
powered by statute to seek and receive funds other than State appro-
priations.

The New Jersey Historical Commission pursuant to N.J.S.A.
18A:73-22 currently has twelve members, two members from the
Senate, two members from the Assembly, six citizens appointed by
the Governor, confirmed by the Senate, the State Librarian and the
chief of the Office of Historical Preservation of the Department of
Environmental Protection.

The New Jersey Historical Commission pursuant to this Reor-
ganization shall be reconstituted as a Division within the Depart-
ment of State and will be composed of thirteen members rather than
twelve members. The additional member will be the Secretary of
State. The thirteen members are:

a. The Secretary of State or his designee, the State Librarian or
his designee, and the Chief of the Office of Historical Preservation
of the Department of Environmental Protection;

b. Six citizens of the State to be appointed by the Governor with
the advice and consent of the Senate, all to whom shall be chosen
by reason of their expertise in New Jersey history and qualified by
academic achievement or professional affiliation, who shall serve
for terms of three years and until the appointment and qualification
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REORGANIZATION PLAN

of their successors;

c. Two members of the Senate to be appointed by the President
thereof, and two members of the General Assembly to be appointed
by the Speaker thereof. No more than one of the Senate and
Assembly members shall be members of the same political party.
Anyone appointed pursuant to subsection ¢. shall serve as a member
of the Commission until the expiration of his term as Senator or
Assemblyman as the case may be, during which he was appointed.

This transfer will add the Secretary of State as a member of the
Historical Commission. This will effectuate the purpose of this
Reorganization Act and will effect better management in the
Executive branch. The Secretary of State in her role as the main
supervisor and coordinator of ali the cultural and historical entities
located within the Department of State should be part of the
Historical Commission.

The purpose of this Reorganizational Plan will be to further
concentrate the cultural and heritage functions of the State in a
single department. Recently, the State Council on the Arts was
transferred from the Deparment of Education to the Department of
State. The Office of Ethnic Affairs is currently located within the
Department of State.

This proposed transfer of the Historical Commission and the
State Museum will enable the Division of the State Museum and
" ‘the Historical Commission to work more closely and coordinate
programs with the State Council on the Arts and the Ethnic
Advisory Council. This will assure more comprehensive oversight
and will enable the State to better coordinate its own financing.
Also, a transfer of these entities to the Department of the State will
promote a greater sharing of expertise of the officials of State
government concerned with cultural and historical programs.

In accordance with the provisions of the Executive
Reorganization Act of 1969, P.L. 1969, ¢.203 (c.52:14C-2), I find
and declare that this transfer and reorganization is necessary and
will do the following:
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1. It will promote better execution of the laws, and more effective
management of the Executive branch and its Departments, because
many cultural entitites will be located within one Department rather
than two Departments which is the current organization.

2. It will reduce expenditures and promote economy because
there will be a sharing of expertise of the officials of State
government concerned with cultural and historical programs.

3. It will increase the efficiency of the operation of the Executive
to a better extent insofar as there will be a greater sharing of
expertise within one Department.

4. It will group and coordinate functions of the Executive as
nearly as may be by virtue of the fact that the cultural programs will
be located within one Department.

5. Consequently, it will eliminate overlapping and duplication of
effort by locating these cultural entities within one Department.

All acts and parts of acts inconsistent with any of the provisions
of this Reorganization Plan are superseded to the extent of such
inconsistencies. All transfers directed by this Reorganization Plan,
unless otherwise provided for herein, shall be effective pursuant to
the ““State Agency Transfer Act”, P.L. 1971, ¢.375 (c.52:14D-1,
etseq.).

A copy of this Reorganization Plan was filed on January 31,
1983, with the Secretary of State and the Office of Administrative
Law and is published herein pursuant to N.J.S.A. 52:14C-4(c), to
become effective on April 2, 1983, unless disapproved by the
Legislature.

Take notice that this Reorganization Plan, if not disapproved, has
the force of law and will be printed and published in the annual
edition of the public laws by the Secretary of State but the text of
this Executive Order will not be codified in the New Jersey
Administrative Code.
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PROPOSALS

RULE PROPOSALS

CIVILSERVICE

(a)
CIVIL SERVICE COMMISSION

Layoffs and Demotions

Proposed New Rules: N.J.A.C. 4:1-24.1 and
24.3 through 24.12

Proposed Repeal: N.J.A.C. 4:1-16.1 through
16.5, 4:2-16.1 and 16.2, and 4:3-16.1 and
16.2

Authorized By: Civil Service Commission, Eugene J.
McCaffrey, Sr., President.

Authority: N.J.S.A. 11:5-1a, 11:15-9, 11:15-10, 11:22-
10.1, 11:22-10.2, 11:26D-1.

Expiration Date: February 16, 1983.

The above proposals which appeared in the the February 16,
1982 New Jersey Register as PRN 1982-77 at 14 N.J.R. 184(a)
expired on February 16, 1983. The original proposals were made
in response to requests from employees and employers for clearer,
more comprehensive layoff and demotion rules and reflected the
Department of Civil Service’s policy of eliminating redundancy and
overregulation by revising existing rules and incorporating the
former Civil Service subparts, now published as N.J.A.C. 4:2 and
4:3,intoN.J.A.C. 4:1.

Subsequent to publication of the proposals, a public hearing was
held to elicit public comments. The wealth of information garnered
from the testimony coupled with the extensive written responses
required thorough study and consideration. The Department of
Civil Service reviewed all of the information that was presented and
determined that the proposed rules should be allowed to expire and
new rules drafted incorporating many of the comments and
suggestions. Thus, the department is presently working on rules
that it anticipates will be ready for filing in the near future.

(b)
CIVIL SERVICE COMMISSION

Separations and Demotions
Request for Reemployment

Proposed Amendment: N.J.A.C. 4:1-16.13

Authorized By: Civil Service Commission, Peter J.
Calderone, Assistant Commissioner.

Authority: N.J.S.A. 11:1-7(a) and (d), 11:5-19, 11:6-2(e),
11:22-10.4.

Interested persons may submit in writing, data, views or
arguments relevant to the proposal on or before April 6, 1983.

(CITE15N.J.R. 272)

These submissions, and any inquiries about submissions and
responses, should be addressed to:

PeterJ. Calderone, Director

Division of Appellate Practices

and Labor Relations

CN312

Trenton, NJ 08625
The Civil Service Commission thereafter may adopt this proposal
without further notice (see: N.J.A.C. 1:30-3.5). The adoption
becomes effective upon publication in the Register of a notice of
adoption.

This proposal is known as PRN 1983-91.

The agency proposal follows:

Summary

N.J.A.C. 4:1-16.13 delineates the rights to which an employee
is entitled if s/he resigns in good standing or retires and
subsequently seeks reemployment. The proposed amendme‘nt,
which is a result of recent legislation (P.L. 1981, ¢.439) concerning
reemployment lists, permits a former police officer, or h.igher
ranking police official, to request reinstatement and have hls/hgr
name placed on a police reemployment list. The jurisdiction in
which the former police officer served must recommend that the
individual be reinstated and may require that the individual pass
appropriate medical and psychological examinations. This rulc,.in
compliance with the statute, carries no age limit nor does it restrict
the period of time after resignation within which an individual may
be reinstated.

Social Impact

The amendment, in compliance with the applicable legislation,
will affect municipal police officers and higher ranking police
officials who retire or resign in good standing and later seek to
return to their former positions. The absence of limitations has a
positive impact on both employee and employer since it provides
the employee with greater opportunity for reinstatement and
provides the employer with a larger pool of available qualified
persons.

Economic Impact
The proposed amendment will result in considerable savings to
appointing authorities. When the appointing authority reappoints an
employee who has already completed the Police Training
Commission requircment, it is not burdened with the costly training
of new recruits. The rule change will produce some economic
benefits for the Department of Civil Service because the Division
of Examinations wili save the cost of reexamining individuals

seeking to return to former police positions.

Full text of the proposal follows (additions indicated in boldface
thus; deletions indicated in brackets [thus]).

4:1-16.13  Request for reemployment

(a) A permanent employee who has resigned in good standing or
who has retired may, within two years of his/her resignation or
retirement, request consideration of reemployment by indicating
his/her availability for reemployment to the appointing authority
from which s/he had resigned or retired.

(b) In local government services, a police officer, or person
with a higher title in the police services, who has retired or
resigned in good standing, may at any time request
reemployment with the appointing authority from which s/he
had resigned or retired.
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1. Upon the recommendation of the appointing authority, the
person’s name shall be placed on a police reemployment list.

2. Persons seeking reinstatement may be required to pass
appropriate medical and psychological examinations.

[(b)](c) A permanent employee who had been placed on disability
retirement [by the Division of Pensions] may, within two years
from the date the Division of Pensions determines that the retiree
is no longer disabled, request that his/her name be placed on the
regular reemployment list.

[(©))(d) Upon recommendation of the appointing authority, the
employee shall have his/her name placed on a regular
reemployment list for the class title from which s/he had resigned
or retired. No name shall remain on the regular reemployment list
beyond two years from the date of resignation, retirement or the
date the Division of Pensions determines that a pensioner is no
longer disabled.

[(d)l(e) Seniority determinations for an employee reemployed
from a regular or police reemployment list shall begin as of the date
of reemployment, except that when determining the order of layoff
or demotion, ties of equal seniority will be broken by consideration
of the period of permanent employment prior to the break in service.

[(e)]f) An employee reemployed from a regular reemployment
list shall serve in the class title to which returned for four months
in State service or three months in local government service before
the Department of Civil Service will approve either a transfer or a
leave of absence, except a leave of absence for personal iliness,
including maternity, without pay may be approved.

(a)
CIVIL SERVICE COMMISSION

Hours of Work
Inclement Weather Emergency Policy for
State Employees

Proposed New Rule: N.J.A.C. 4:1-18.5
Proposed Repeal: N.J.A.C. 4:2-18.1

Authorized By: Civil Service Commission, Peter J.
Calderone, Assistant Commissioner.
Authority: N.J.S.A. 11:5-1a, 11:1-7a and 11:14-1.

Interested persons may submit in writing, data, views or
arguments relevant to the proposal on or before April 6, 1983.
These submissions, and any inquiries about submissions and
responses, should be addressed to:

Peter]. Calderone, Director

Division of Appellate Practices

and Labor Relations

CN312

Trenton, NJ 08625
The Civil Service Commission thereafter may adopt this proposal
without further notice (see: N.J.A.C. 1:30-3.5). The adoption
becomes effective upon publication in the Register of a notice of
adoption.

This proposal is known as PRN 1983-90.

The agency proposal follows:

Summary
As part of the Department of Civil Service’s ongoing
recodification project, N.J.A.C. 4:2-18.1 is being repealed and the
pertinent substance incorporated into N.J.A.C. 4:1-18.5. The rules
provide for procedures to be followed in case of inclement weather.
N.J.A.C. 4:2-18.1 details internal emergency procedures while
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stating that each agency “shall be responsible for developing
internal emergency procedures”. N.J.A.C. 4:1-18.5 includes the
procedures to effect inclement weather action but delegates the
development of internal procedures to each individual agency.

Social Impact
This is strictly a procedural rule and has no social impact.

Economic Impact
This is a procedural rule that will have no economic impact.

Full text of the proposal follows (additions indicated in boldface
thus; deletions indicated in brackets [thus]).

4:1-18.5 Inclement weather emergency policy (State)

(a) This section is applicable only to State service.

(b) The Governor or a designee shall determine when
inclement weather warrants the implementation of emergency
procedures such as early release of employees, the closing of
offices and the late opening of offices. The Governor’s designee
or the President of the Civil Service Commission shall notify all
State departments when emergency procedures are to' be
implemented.

(c) Each State department shall ensure that essential services
are maintained. They shall designate a coordinator who shall
be responsible for:

1. Communicating instructions to designated staff to ensure
that all department employees are advised of the emergency
procedures;

2. Advising the Governor’s press office of regional openings,
closings, etc.;

3. Assuring that all employees are provided with a phone
number to call regarding implementation of these emergency
procedures and a listing of the radio stations which will
broadcast information concerning the implementation of State
emergency procedures.

(d) Employees who are required to work to maintain essential
services while others are excused pursuant to these emergency
procedures shall be given priority for release for the next
emergency.

4:2-18.1 [Inclement weather emergency policy] (Reserved)

[(a) The Governor or his designee shall determine if emergency
procedures due to inclement weather shall be implemented. This
determination applies to all departments, agencies and institutions.
Emergency procedures may be early release of employees, closings
and late openings.

(b) Designated representatives of the Governor or the President of
the Civil Service Commission shall notify all department heads of
adetermination to implement emergency procedures.

(¢c) Each State department, agency or institution shall be
responsible for developing internal emergency procedures. Internal
emergency procedures must include:

1. The maintenance of essential services;

2. Notification of field offices;

3. Notification of clientele through radio, television or other
media. (i.e., notifying the public that motor vehicle stations will be
closing or that State colleges will be closing);

4. The designation of a coordinator to:

i. Receive inclement weather early closing determinations;

ii. Communicate instructions to a descending chain of command
in order to insure that all department employees are notified of the
early release;

iii. Forward to the Governor’s press office information concerning
regionalized openings/closings, etc.

(d) In order to equitably administer these procedures, each
department, agency or institution should insure that those
employees who, due to the need for maintaining essential services,
are not released early or must report to work during an inclement
weather emergency will be given priority for early release or not
to report for work during the next emergency.

(e) Employees will be notified through inserts in their payroll

(CITE15N.J.R.273)
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checks of appropriate telephone numbers to call and the radio
stations which will broadcast information about State emergency
procedures.]

(a)
CIVIL SERVICE COMMISSION

Performance Evaluation and Employee
Training
Tuition Aid Program

Proposed New Rule: N.J.A.C. 4:1-20.9
Proposed Repeal: N.J.A.C. 4:2-20.9

Authorized By: Civil Service Commission, Peter J.
Calderone, Assistant Commissioner.
Authority: N.J.S.A. 11:1-7a, 11:5-1a and 11:6-2e.

Interested persons may submit in writing, data, views or
arguments relevant to the proposal on or before April 6, 1983.
These submissions, and any inquiries about submissions and
responses, should be addressed to:

Peter J. Calderone, Director

Division of Appellate

Practices and Labor Relations

Department of Civil Service

CN312

Trenton, NJ 08625
The Civil Service Commission thereafter may adopt this proposal
without further notice (see: N.J.A.C. 1:30-3.5). The adoption
becomes effective upon publication in the Register of a notice of
adoption.

This proposal is known as PRN 1983-92.

The agency proposal follows:

Summary

In keeping with Department of Civil Service policy of writing all
rules in plain English and incorporating them into N.J.A.C. 4:1,
N.J.A.C. 4:1-20.9, Tuition Aid Program, is being proposed to
replace N.J.A.C. 4:2-20.9. The formulation and administration of
a tuition aid program has been and will remain the responsibility
of the appointing authority. However, the amendment will allow
appointing authorities broader discretion to develop, implement
and monitor tuition aid programs. Since each department has the
pertinent information needed to determine whether a tuition aid
program can or should be implemented and the extent, breadth and
allocation of such a program, it is believed that the primary
responsibility for conducting each tuition aid program should be at
the department level. Equitable application of the programs will be
ensured since all departments are bound by New Jersey statutes and
rules prohibiting discrimination. The Department of Civil Service
will oversee and monitor tuition aid programs.

Social Impact
The social impact of N.J.A.C. 4:1-20.9 will depend upon the
requirements formulated by the appointing authorities.

Economic Impact
N.J.A.C. 4:1-20.9 will not create any economic impact.
Economic and budgetary factors will control the extent of tuition
aid programs.

Full text of the proposal follows (additions indicated in boldface
thus; deletions indicated in brackets [thus]).

4:1-20.9 Tuition aid program (State)
(a) This section applies only to State service.
(b) The tuition aid program provides tuition assistance or

(CITE I1S5N.J.R. 274)
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reimbursement to employees who attend accredited
educational institutions primarily on their own time subject to
the limitations of this rule and the availability of funds. The
intent of the program is to fulfill the needs of the agency
sponsoring the aid and State government as a whole. Each
agency shall determine its needs and disburse available funds
to employees engaged in a course appropriate to meeting the
predetermined needs.

(¢) An appointing aunthority shall prepare a tuition aid
program at the beginning of each fiscal year. In preparation of
a tuition aid program, affirmative action responsibilities shall
be considered. The program shall include criteria for:

1. Employee eligibility which is limited to full time, permanent
employees. Exceptions may be granted on a case by case basis
by the Department of Civil Service. Agencies may establish
additional criteria for determining eligibility.

2. Internal application procedure;

3. Maximum amount of aid available per person not to exceed
$500.00 or the cost of six credits, whichever is greater, per
semester or educational program;

4. Acceptable academic grade for rcimbursement;

5. Eligible costs; and

6. A procedure to notify employees of approval or
disapproval.

(d) Payment or reimbursement will be made only after
evidence of satisfactory completion of the course as defined by
the appointing authority’s program is submitted to the agency’s
fiscal office with evidence of tuition payment to the educational
institution.

(e) At the start of each fiscal year, agencies shall submit to the
Department of Civil Service blanket Staff Training Requests
which meet the above criteria. Any requests outside the criteria
shall be submitted on a separate Staff Training Request within
the time frames specified on the request form. The Department
of Civil Service in conjunction with the Department of Treasury
may grant exceptions.

(f) A tuition aid program shall be submitted for approval to
the Department of Civil Service one month prior to
implementation. The approved tuition aid program must be
posted in conspicuous lecations in the agency and shall include
the name, telephone number and location of the individual
responsible for administering the program.

(g) The appointing authority’s training officer, or the
individual responsible for training, shall develop and
implement an equitable tuition aid plan and shall review the
program each year to insure that it is consistent with current
agency goals. Revisions to the program must be submitted for
approval to the Department of Civil Service one month prior
to implementation.

(h) The appointing authority shall submit a quarterly report
to the Department of Civil Service within 30 days from the start
of each succeeding quarter. The report shall include the
following information:

1. Names and titles of employees receiving aid;

2. Amount of aid for each employee per semester or education
program;

3. Semester enrolled, course name, credits, grade received;
and

4. Affirmative action data.

(i) The appointing authority is subject to audit by the
Department of Civil Service to ensure compliance with the
provisions of this rule, the agency’s tuition aid program, and
any other statutes or rules which affect the program, If at any
time an agency does not comply with the above provisions, Civil
Service reserves the right to suspend the agency’s autonomy in
disbursing tuition aid until the irregularities are resolved.

4:2-20.9  [Tuition Aid] (Reserved)

[(a) “Tuition Aid” means a program of tuition reimbursement or
assistance for employees who attend established educational
institutions of their own choosing and primarily on their own time
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for formal academic credit within the limitations of these
regulations and funds available for such programs.

(b) Departments and agencies should:

1. Establish a planned program for granting tuition aid designed
to:

i. Be of direct benefit to the department or agency and the State;

ii. To improve employee performance and;

iii. To facilitate career development.

2. Pay in whole or in part tuition and/or other costs attendant to
out-service education as defined in N.J.A.C. 4:2-20.4(f), and in
this section.

3. Establish uniform guidelines for selection, application, control
and remuneration, in accordance with procedures defined in this
section.

(c) The standards set forth herein should define parameters for
tuition aid. Individual departments may, at their own discretion, set
policies within the parameters so prescribed.

(d) Departments may, for example, require an academic average
higher than the minimum standard N.J.A.C. 4:2-20.4(f) or a
department may limit reimbursement to less than the authorized 15
credits in a fiscal year (N.J.A.C. 4:2-20.15).

(e) All full-time employees in the classified and unclassified
service who have completed one year of satisfactory service at the
time of registration, are eligible to receive tuition aid.

(f) Objectives:

1. To enable individual employees to increase their knowledge,
enhance their skills and/or improve their performance in order to
contribute more effectively to the programs and services of the
departments and agencies of New Jersey State Government.

2. To provide a means for assisting State Government in
attracting, retaining and developing its human resources.

(g) Each department and agency is responsible for developing and
implementing its own planned program for tuitition aid as defined
in the standards prescribed in these regulations. Such programs
should include the following written components, which shall be
available to all employees in that organization:

1. Minimum criteria for selection;

2. Procedures for application;

3. Conditions and method of payment or reimbursement;

4. Binding agreements upon participants;

5. Names, titles, addresses of employees administering the
program;

6. Provision to ensure participants’ compliance with program
regulations;

7. Allowable exceptions to regulations.

(h) Each department or agency shall obtain approval of its tuition
aid program from the Department of Civil Service in advance of the
program’s implementation.

(1) Each Department or agency shall obtain approval from the
Department of Civil Service of amendments to and changes in its
plan in advance of implementation of such changes.

() The department training officer should be responsible for
approving or disapproving requests for tuition aid subject to the
following:

1. Availability of funds;

2. Recommendation of the applicant’s supervisor and division
head;

3. Conditions, limitations and priorities of these regulations and/
or the department or agency training plan;

4. Eligibility of candidate(s).

(k) Each department shall develop uniform and specific criteria for
selection of employees to receive tuition aid and notify the
Department of Civil Service of these criteria through filing of its
tuition aid planN.J.A.C. 4:2-20.9(g),

() Each department or agency shall obtain authorization for
remuneration for each participant in the program in accordance with
the standards governing expenditures for training as specified in this
section and N.J.A.C. 4:1-20.14(g)(i). Such requests must be
submitted to the Department of Civil Service on a Staff Training
Request (CS-94) no less than two weeks prior to enrollment.
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Request (CS-94) no less than two weeks prior to enrollment.

(m) A department may not authorize remuneration for tuition and
other costs when:

1. Such education and/or training may be obtained through State
or other resources at a lesser cost;

2. The employee is eligible to receive remuneration for such
education and/or training through scholarships or assistance other
than that available from the department;

3. Such education and/or training is not of direct value to the State
and/or department;

4. Such education and/or training is not related to the duties and
responsibilities prescribed for the position in which the employee
is incumbent.

(n) The following employees are ineligible for tuition aid:

1. Employees on temporary status;

2. Employees with less than one year of service at the time of
registration;

3. Employees whose last performance evaluation is less than
“satisfactory”;

4. Employees who are pursuing education which is not directly
related to the duties and responsibilities prescribed for the position
in which they are incumbent;

5. Employees who are receiving or are eligible to receive
scholarship and/or tuition assistance through the school in which he/
she is in attendance and/or through other public or private agency
resources;

6. Employees on part-time status.

(o) Departments may pay in whole or in part appropriate costs
attendant to the employee’s education.

(p) Employees must maintain no less than an academic average
consistent with the minimum acceptable standards established by
school in which he/she is enrolled in order to be eligible for
reimbursement.

(q) As a condition of accepting and receiving tuition aid, the
employee should agree in writing to remain in the employ of the
sending department for no less than one month for each month he/
she received tuition aid to a maximum of two years; or to reimburse
the sending department on the same basis.

(r) Reimbursement of tuition and other eligible related costs
should be made upon presentation by the employee of:

1. Official evidence of satisfactory completion of the course(s) of
study for which the employee was originally approved;

2. Receipted invoices for those eligible costs;

3. A signed statement by the employee attesting to the fact that
he/she did not receive tuition or scholarship assistance from the
school or other sources in addition to those provided by the
department;

(s) An employee accepted for tuition aid may withdraw from the
program in which he/she is enrolled, with prejudice or sanctions
imposed by the sending department; however, in so doing he/she
should waive the right to any reimbursement for tuition, registration
or other related costs.

(t) Termination:

1. An employee who terminates employment with the sending
department prior to completion of the education and/or training
should waive entitlement to tuition aid;

2. Repayment may be made at a rate and in a manner agreed to
by the department and employee.

(u) Travel:

1. Reimbursement for travel expenses incurred in the use of public
transportation or private vehicles may be made only if an employee
is directed to attend courses by the sending agency;

2. State owned vehicles may be used only for travel to and from
the educational site when an employee is directed to enroll in an
educational program by his/her employing agency.

(v) The department may authorize modification of work schedules
in order to permit an employee to attend education programs (for
which the employee is receiving tuition aid). When modification of
work schedules is not practical, the sending agency may grant up
to four hours per week to the employees to attend instruction.
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(w) Remuneration for any candidate’s tuition and other related
costs shall not exceed 15 credit hours or the equivalent in any fiscal
year. ]

ENVIRONMENTAL PROTECTION
(a)

DIVISION OF WATER RESOURCES

Water Supply Allocation
Procedures for Determining, Assessing and
Collecting Payments for Water Diversion

Proposed New Rule: N.J.A.C. 7:19-4

Authorized By: Robert E. Hughey, Commissioner,
Department of Environmental Protection.

Authority: N.J.S.A. 58:1A-1 et seq., specifically 58:1A-
4(4), 58:2-1 et seq. and 13:1B-3.

DEP Docket No.: 007-83-01.

Public hearings concerning this proposal will be held at the
following times and locations:
March 30, 1983
10:00 A.M.
Wayne Council Chambers
Wayne Municipal Building
Valley Road
Wayne, New Jersey

March 31, 1983

10:00 A.M.

Labor Education Center
Room 159

Rutgers University

Ryders Lane

New Brunswick, New Jersey

Interested persons may submit in writing, data, views or
arguments relevant to the proposal on or before April 6, 1983.
These submissions, and any inquiries about submissions and
responses, should be addressed to:

William Whipple, Administrator

Water Supply and W atershed Management

Administration

Division of Water Resources

CN029

Trenton, NJ 08625
The Department of Environmental Protection thereafter may adopt
this proposal without further notice (see: N.J.A.C. 1:30-3.5). The
adoption becomes effective upon publication in the Register of a
notice of adoption.

This proposal is known as PRN 1983-104.

The agency proposal follows:

Summary
The proposed new rule was made necessary by the passage of the
Water Supply Management Act, N.J.S.A. 58:1A-1 et seq., and the
abolition of the Water Policy and Supply Council. This left the
Department without any procedures for establishing and collecting
the annual charges required to be paid by any person diverting water
from streams or lakes with outlets for the purpose of public water
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supply, or from subsurface, wells or percolating water supplies
obtained by exercise of the State’s right of eminent domain. This
payment is referred to as the excess diversion charge. Each public
water supply is given a “free allowance™ equal to the 100 gallons
per day for each inhabitant as shown by the census of 1905, or the
amount legally diverted on June 17, 1907.

The minimum charge levied is $1.00 per million gallons. When
the public water supply reduces stream flows below certain passing
flow requirements, an additional charge of up to $9.00 per million
gallons is imposed. The proposed rules describe the procedures by
which essential data is gathered, by which free allowances are
computed, and by which the additional charges for violating
passing flows are determined.

The Department depends on public water supplies to provide data
on their daily diversions. The United States Geological Survey
provides daily stream flow data in streams where certain passing
flows must be maintained. The Department makes the calculations,
which it certifies to the State Comptroller, who in turn bills the
public water supplies through the Bureau of Collections an d
Licensing.

The public water supply may appeal excess diversion charges,
and the Department must attempt to resolve any differences. If no
agreement is reached, the appeal will be heard by an Administrative
Law Judge, who shall make a recommendation to the
Commissioner for a final decision.

Excess diversion charges not paid by July 1st are referred to the
Attorney General for collection.

Social Impact

The proposed rule will have a negligible social impact in that it
merely formalizes a procedure that has evolved since 1907, and
which has been the subject of several court decisions which have
upheld the law and the implementation of that law. In the past,
operations under N.J.S.A. 58:2-1 et seq., were supervised by the
Water Policy and Supply Council. With the passage of the Water
Supply Management Act, N.J.S.A. 58:1A-1 et seq., in 1981 and
the elimination of the Council, these rules are proposed to insure
fair and uniform procedures by the Department.

Economic Impact

The economic impact of this proposal will be negligible under
normal weather conditions. The $1.00 per million gallons charge
is a minimal part of the $200 to $400 per million gallon charge for
potable water delivered to the user. During drought periods, the
practice of the Council was to reduce passing flow requirements,
or to adjust the maximum rate charged for violating the passing
flows. This resulted in a reduction of excess diversion charges on
the order of $200,000 per year.

These rules contain no automatic provisions for adjusting rates
during droughts. However, during an emergency declared by the
Governor pursuant to the Water Supply Management Act, N.J.S. A.
58:1A-4, the Department may amend these rules to adjust rates in
a manner appropriate to the emergency. The economic impact will
be on the order of 10 cents per water user. The cost to the State for
computing and collecting these charges is on the order of $20,000
per year.

Environmental Impact

The proposed rules have a positive environmental impact in that
they discourage withdrawals which would cause stream flows of
less than the passing flows established earlier by permit conditions,
by court order or by legislative grants. The resources so generated
assist the State in the execution of its water supply management
activities, and in the maintenance by the United States Geological
Survey (USGS) gaging stations on critical stream.

Full text of the proposal follows.
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SUBCHAPTER 4. PROCEDURES FOR DETERMINING,
ASSESSING AND COLLECTING
PAYMENTS FOR WATER DIVERSION

7:19-4.1  Scope and authority

This subchapter shall constitute the Department’s procedural rules
for determining, assessing and collecting the payments required by
N.J.S.A. 58:2-1 et seq. for the diversion of waters of streams or
lakes for the purpose of public water supply and the procedures for
payment for subsurface, well or percolating water supplies obtained
by use of the State’s right of eminent domain.

7:19-4.2  Construction

(a) These rules shall be liberally construed to permit the
Department to discharge its statutory functions pursuant to
N.J.S.A.58:2-1etseq.

(b) The Commissioner may amend, repeal or rescind this
subchapter from time to time in conformance with the
Administrative Procedure Act, N.J.S.A. 52:14B-1 et seq.

7:19-4.3  Definitions

The following words and terms, when used in this subchapter,
shall have the following meanings, unless the context clearly
indicates otherwise.

“Act” meansN.J.S.A. 58:2-1 et seq.

“Commissioner” means the Commissioner of the Department of
Environmental Protection or his designated representative.

“Department” means the New Jersey Department of
Environmental Protection.

“Divert” or “diversion” means the taking of water from a river,
stream, lake, pond, aquifer, well, other underground source, or
other waterbody, whether or not the water is returned thereto,
consumed, made to flow into another stream or basin, or discharged
elsewhere.

“Division” means the Division of Water Resources of the
Department of Environmental Protection.

“Excess diversion” means the amount of water diverted from
streams and lakes with outlets for the purpose of public water supply
inexcess of the free allowance.

“Fee” means the amount charged each person for its annual excess
diversion or for the diversion of water from subsurface, well or
percolating water supplies, where the State’s right of eminent
domain was used to condemn the water supply.

“Free allowance” means the amount of water diverted from stream
and lakes with outlets for the purpose of public water supply in
excess of a total amount equal to 100 gallons daily for each
inhabitant of the municipality or municipalities supplied, as shown
by the census of 1905, or in excess of such greater amount being
legally diverted on June 17, 1907.

“Passing flow requirements” means the volume of water required
to be maintained at a selected point to promote water quality
conditions after consideration of the needs of downstream users.

“Person” means any individual, corporation, company,
partnership, firm, association, owner or operator of a water supply
facility, political subdivision of the State and any state.

“Public water supply” means a water supply providing piped water
to the public for human consumption.

“Purveyor” means any person operating a public water supply
system.

“Water” means any surface or groundwater in the State used for
public water supply.

7:19-4.4  Applicability

(a) These rules apply to all persons who divert waters of streams
or lakes with outlets for the purpose of public water supply, and who
divert a total amount in excess of 100 gallons of water daily for each
inhabitant of the municipality or municipalities supplied, as shown
by the census of 1905, or in excess of such greater amount legally
diverted on June 17, 1907.
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(b) These rules apply to diversions from wells or ponds fed mostly
from percolating groundwaters, where those waters are diverted
from sources of supply which were obtained by exercising the
State’s right of eminent domaip.

(c) These rules shall not apply to water diverted within the
corporate limits of a municipality for manufacturing and fire
purposes only, and returned without pollution to the stream from
which it was taken within said corporate limits.

7:19-4.5 Diversion reporting requirements
(a) A1l persons diverting water shall report the quantity diverted
each month to the:
Water Allocation Office
Division of Water Resources
CN 029
Trenton, New Jersey 08625
(b) These reports shall be submitted on a quarterly basis and are
due by:
1. April 15;
2. July 15;
3. October 15; and
4. January 15.

7:19-4.6  Schedule for calculating and making payment of the
amount due pursuant to the Act

(a) The Department shall calculate each diverter's excess
diversion fee in accordance with the methodology set forth in
N.J.A.C. 7:19-4.7 and certify the amount due from each diverter
to the State Comptroller of New Jersey each year.

(b) The State Comptroller, through the Bureau of Collections and
Licensing, shall notify each diverter of the amount it owes the State
and the date on which payment is due.

(c) Payments shall be payable to the State of New Jersey and
mailed by the due date to:

Bureau of Collections and Licensing
CN402
Trenton, New Jersey 08625

7:19-4.7  Calculation of fees

(a) The Department shall segregate from the quarterly diversion
reports those portions of the total diversion from surface water for
the purpose of public water supplies subject to the charges
authorized by the Act.

1. The Department shall use the diversion report of the supplier
of water in cases where there is a difference between the supplier’s
and recipient’s report on the quantity of water diverted.

(b) The Department shall obtain from the United States Geological
Survey the daily stream flow records for the applicable year for
those gaging stations downstream of the surface water diversion
points for public water supplies.

(¢) The Department shall determine for each purvey or the amount
of water diverted in excess of the free allowance set forth in
N.J.LA.C.7:19-4.9.

1. Where more than one purveyor serves a municipality entitled
to a free allowance, the free allowance shall be allocated in
proportion to each purveyors’ share of the total diversion going to
that municipality during the year.

(d) The total diversion by each purveyor less the free allowance,
and adjustments thereto, shall be subject to the excess diversion fee.

1. The excess diversion fee shall be fixed at not less than $1.00
nor more than $10.00 per million gallons in excess of the free
allowance.

i. The minimum charge of $1.00 per million gallons of water shall
apply on those days when the passing flow requirement below the
point of diversion is maintained.

ii. The maximum charge of $10.00 per million gallons of water
shall apply on those days when the passing flow below the point
of diversion is zero.

iii. The rate of charge for any day in which the passing flow
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requirement is not maintained shall be computed in accordance with
the following formula:

Daily charge =[G.OO+9.00 l-AD@J x (TF)
PF

ADF = average daily passing flow in stream

PFR= passing flow requirement

TF = total daily flow in millions of gallons subject to the excess
diversion fee

(e)The passing flow requirements which apply in these
calculations include but are not limited to the following:

Purveyor Gaging Station Minimum
Flow (cubic
feet per
second)

Commonwealth Water

Co.
Passaic River Passaic River at 116
Chatham
Canoe Brook Canoe Brook near 2.12
Summit
Passaic River at
Madisonville Passaic River near
: Millington 10.7
Elizabeth Water Co.
Raritan River Min. flows maintained
by N.J. Water Authority
Hackensack River
Hackensack River Hackensack River at
New Milford 12.9
Saddle River Saddle River at Lodi 13.9
Two Bridges Passaic River 143.3

(except when Passaic Valley Water Commission is diverting at
Two Bridges, in which case minimum flow will be 27.2 cfs).
City of Jersey City Rockaway River 23.0!

'Subject to adjustment when flows in Beaver Brook at the outlet
of Split Rock Pond are less than 1.5 cfs.

Middlesex Water Co.
Robinson’s Branch of
Rahway River Rahway Riverat 4.2
Rahway

Min. flow maintained
by N.J. Water Authority

Raritan River

Monmouth Consolidated
Water Supply Co.
Swimming River Swimming River near
Red Bank 9.4
Jumping Brook Jumping Brook near
Neptune 1.16
Shark River Shark River near
Neptune 1.9
Newark Water Dept. Pequannock River 12.3
Macopin
City of New Lawrence Brook at
Brunswick Westons Mill 8.7
North Jersey Wanaque River at
District Wanaque 15.5!
Water Supply
Commission

'Subject to reduction by the amount of flows into reservoir at
Awosting less than 4.6 cfs
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Ramapo River at
Pompton Lakes 61.9
Two Bridges Passaic River 143.3

(except when Passaic Valley Water Commission is diverting at Two
Bridges, in which case minimum flow will be 27.2 cfs).

Passaic Valley Water
" Commission
Pompton River
Passaic River
Passaic River
Rahway Water Dept.
Rahway River
Elizabethtown
Water Co.
Upper Cold Brook
City of Trenton
Delaware River
New Jersey Water
Co.
Brass Castle
Creek

at Pompton Plains 92.8
at Little Falls 89.0
at Two Bridges 27.2

atRahway 7.9

near Pottersville 0.6

at Trenton 1,1311.1

near Washington 0.44

(f) Where the minimum required flow is not specified above, it
shall be fixed by the Department based on an amount equal to the
average daily flow for the driest month, as shown on existing
records or in lieu thereof, 125,000 gallons for each square mile of
unappropriated watershed above the point of diversion. The flows
computed on the basis of 125,000 gallons per day per square mile
shall be in addition to flows from any appropriated watershed above
the point of diversion.

7:19-4.8  Payment for diversions from wells or percolating
water supplies

In cases where the State’s right of eminent domain is exercised for
the condemnation of well or percolating water supplies, the
purveyor shall be charged a fee of $1.00 per million gallons of water

diverted from such sources.

7:19-4.9  Free allowance determination

(a) The Department shall determine the free allowance each
purveyor is entitled to in accordance with the following:

1. Each purveyor shall be granted an allowance of 100 gallons
daily for each inhabitant of the municipality or municipalities
supplied, as shown by the census of 1905; or

2. The amount, in excess of the amount specified in 1. above, that
the purveyor was legally diverting on June 17, 1907.

(b) Where any purveyor diverts from more than one source at the
same time, for the purpose of computing the excess diversion fee,
the free allowance shall be allocated proportionately to each source.

(c) The free allowance for each purveyor listed in (d) below shall
be changed in the event the sources of the supply for a community
are changed.

(d) The Department has determined the following free allowances,
in accordance with (a) above, for the following purveyors:

Purveyor/ Points of Diversion Free
Diversion Allowance
(million
gallons)
Commonwealth Canoe Brook/
Water Co. Passaic River 782.889
Commonwealth Madisonville 64.423
Water Co.
Elizabethtown Millstone River and
Water Co. Raritan River

Somerville Water
Co.
Highland Park
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Elizabethtown 154.395
Division
Plainfield Division 826.614
City of Elizabeth 2.208.579'
Hackensack Water 9,153.472
Co.
Hackensack River
Saddle River
Hirschfeld Brook
Sparkill Brook
Jersey City Rockaway River 16,542 .946
Water Dept.
Middlesex Water Robinson’s Branch 639.006
Co. Rahway River
Raritan River
Monmouth
Consolidated
Water Company Swimming River 1,090.946
Jumping River 16.813
Shark River 140.615
Newark Water Pequannock River
Department
Newark and Belleville 3,228.208*
Bloomfield 425.882
North Jersey District Wanaque River
Water Supply Comm. Ramapo River
Two Bridges
Passaic Valley Water 6,542.735*
Commission
Montclair, Kearny,
Glen Ridge, Bayonne
and East Newark
City of Newark 2,825.940
City of Elizabeth 10,340.048
City of New Lawrence Brook 2,208.579
Brunswick
New Brunswick and 957.445
Miiltown
Passaic Valley Passaic River, Little
Water Commission Falls; Passaic River,
Two Bridges 6,542.735*%
Rahway Water Dept. Rahway River 555.397
Elizabethtown Water
Company
Potterville Upper Cold Brook None
City of Trenton Delaware River 4,923.850
New Jersey Water Co. Brass Castle Creek 125.232
Co.

Subject to Allocation
2May include credits for releases to DeForest Reservoir

7:19-4.10  Changes in procedure for determining excess
diversions
During an emergency declared by the Governor pursuant to the
Water Supply Management Act, N.J.S.A. 58:1A-1 et seq., the
Department may amend the above procedures with public notice,
in accordance with the emergency powers set forth in the Water
Supply Management Act.

7:19-4.11  Appeal procedure

(a) Any party aggrieved by the Department’s determination of its
excess diversion fee may appeal the determination by submitting a
letter requesting a hearing to the Department before March 20 or
30 days after receipt of the bill whichever is later.

(b) For 30 days following receipt of the request for a hearing the
Department shall attempt to settle the dispute by conducting such
proceedings, meetings and conferences as deemed appropriate.

(¢) If such efforts at settlement fail the Department shall file the
request for a hearing with the Office of Administrative Law.
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(d) The hearing shall be held before an Administrative Law Judge
and in accordance with the Administrative Procedure Act, N.J.S A.
52:14B-1etseq.

(e) The decision by the Commissioner, based on the hearing
record and the recommendations of the Administrative Law Judge
shall be the final administrative decision of the Department.

7:19-4.12  Procedure on nonpayment of fee

The State Comptroller shall certify the names of and amounts due
from delinquent diverters as of July 1 each year to the Attorney
General for collection of the amount due, except for those fees

stayed on appeal.
HEALTH
(a)
DIVISION OF HEALTH FACILITIES
EVALUATION

Long-Term Care Facilities
Standards for Licensure

Proposed Repeal: N.J.A.C. 8:30, 8:37, and
8:39
Proposed New Rule: N.J.A.C. 8:39

Authorized By: Allen N. Koplin, M.D., M.P.H., Acting
Commissioner, Department of Health (with Approval
of Health Care Administration Board).

Authority: N.J.S.A. 26:2H-1 et seq., specifically 26:2H-
5.

Interested persons may submit in writing, data, views or
arguments relevant to the proposal on or before April 6, 1983.
These submissions, and any inquiries about submissions and
responses, should be addressed to:

Wanda ]. Marra, Coordinator

Standards Program

Division of Health Facilities

Evaluation

New Jersey Department of Health

CN 367

Trenton, NJ 08625
The Commissioner of Health, thereafter may adopt this proposal
without further notice (see: N.J.A.C. 1:30-3.5). The adoption
becomes effective upon publication in the Register of a notice of
adoption.

This proposal is known as PRN 1983-105.

The agency proposal follows:

Summary

The current Manual of Standards for Licensure of Long-Term
Care Facilities, N.J.A.C. 8:39, will expire on June 19, 1983,
pursuant to the “sunset” provisions of the Executive Order No. 66
(Governor Byrne, 1978) which mandates the five-year automatic
expiration of a regulation. The Manual of Standards for Nursing
Homes, N.J.A.C. 8:30, and the Manual of Standards for
Intermediate Care Facilities, N.J.A.C. 8:37, will also expire on
June 19, 1983, pursuantto N.J.A.C. 8:39-1.35.

Prior to January 1, 1979, N.J.A.C. 8:30and N.J.A.C. 8:37 were
used to license all long-term care facilities in the State of New
Jersey and since that date have been used to license long-term care
facilities of 45 or fewer beds. The current Manual of Standards for
Licensure of Long-Term Care Facilities, N.J.A.C. 8:39, became
operative on January 1, 1979, and has been used to license all other
long-term care facilities since that date.
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The intent of the Department of Health and of the Health Care
Administration Board in having different regulations apply to long-
term care facilities of different sizes was to allow the smaller
facilities additional time to comply with N.J.A.C. 8:39. In the
interim, the Department of Health reviewed each of the three
manuals of standards and found the content and intent of N.J.A.C.
8:30 and N.J.A.C. 8:37 to be similar to N.J.A.C. 8:39. Since the
smaller facilities have now had sufficient time to comply with most
provisions of N.J.A.C. 8:39, the three manuals of standards have
been combined into one manual which is applicable to all long-term
care facilities regardless of the number of beds. The combination
of three manuals into one manual will ensure greater consistency
in the provision of care to patients in all long-term facilities.

The proposed new rules, N.J.A.C. 8:39, were developed by
incorporating pertinent standards from the three existing manuals
and establishing a new section applicable only to facilities of 45 or
fewer beds which allows the smaller facilities to deviate from the
requirements of certain regulations. Such deviation was deemed
appropriate for smaller facilities which would be unduly burdened
by the management and operational aspects required of larger
facilities. Upon adoption of the new rules, N.J.A.C. 8:30,
N.J.A.C. 8:37 and 8:39 will be repealed.

The proposed new rules have been simplified and written in more
specific language to make the regulations more functional,
workable, and realistic. The proposed new rules contain technical
and logistical changes, based on the Department’s past experience,
which will not jeopardize the health and safety of the patients.
However, these changes do not alter the basic philosophy of the
current manuals. The required qualifications and experience of staff
and staffing patterns have not been changed. The amendments
added to the current manuals from time to time have been
incorporated into the appropriate sections of the proposed new
rules. Editorial changes have been made to make the manual more
cohesive, lucid, and precise.

The proposed new rules contain the following sections:
Definitions and/or Qualifications, Licensure Procedure, General
Requirements, Governing Authority, Administration, Patient Care
Policies, Medical Services, Nursing Services, Pharmaceutical
Services, Dietary Services, Rehabilitation Services, Social
Services, Patient Activities Services, Dental Services, Laboratory,
Radiological, and Diagnostic Services, Patient Rights, Medical
Records, Patient Care Statistics, Discharge Planning, Evaluation,
Infection Prevention and Control, Housekeeping, Sanitation, and
Safety, Emergency Services and Procedures, Construction,
Additional Requirements, and Facilities of 45 or Fewer Beds.

The current N.J.A.C. 8:39 also contains these sections, with the
exception of the new section for Facilities of 45 or Fewer Beds. In
addition, the current N.J.A.C. 8:39 contains a section regarding
Financial Data which has been deleted from the proposed new rules
since the fiscal reporting requirement has been replaced by a
separate statutory requirement.

N.J.A.C. 8:30 contains the equivalent sections of the proposed
new rules with the exception of Definitions, Social Services, Dental
Services, Laboratory, Radiological, and Diagnostic Services,
Patient Rights, Patient Care Statistics, Discharge Planning,
Evaluation, and Infection Prevention and Control. N.J.A.C. 8:37
contains the equivalent sections of the proposed new rules with the
exception of Dental Services, Laboratory, Radiological, and
Diagnostic Services, Patient Rights, Patient Care Statistics,
Discharge Planning, Evaluation, and Infection Prevention and
Control. While specific sections of proposed N.J.A.C. 8:39 are
lacking in N.J.A.C. 8:30 and N.J.A.C. 8:37, they can be found in
the general content and intent of the regulations.

A summary of the major changes in the proposed new rules,
N.J.A.C. 8:39, follows:

The definition of Nursing Unit was revised to eliminate the
reference to 60 or fewer patients on one floor, thus allowing a more
flexible approach in interpreting the standard to mean that a unit can
encompass more or less than 60 beds. Patient care will not be
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jeopardized since the Department of Health retains the right to
approve the unit size.

The proposed new rules expand the requirement for the
governing authority to delineate their powers and duties; allow a
greater flexibility in appointing members to various facility
committees; limit verbal and telephone orders for patient care to
emergency situations, but extend the time period for the physician
to countersign such orders to seven days; and allow the facility to
develop specific policies and procedures for the frequency and
appropriateness for the use of restraints.

Health care professionals have been given more freedom to
initiate their own course of action for patient care. For example,
carlier requirements regarding the time frame of 30, 60, and 90 days
for the reassessment of patient needs were deleted. Requirements
for adhering to specific and rigid time schedules for visits to
patients, review and revision of various patient care plans, medical
care plans, progress notes and reassessments of the patient were
deleted in most instances and revised, allowing the professional
caring for the patient flexibility and freedom in caring for the patient
according to the patient’s needs. Patient care will not be jeopardized
since the health care professional is responsible for making
judgements, establishing individual patient schedules based upon
the patient’s needs, and documenting the schedules in the patient’s
medical record. The standard for documenting all conferences with
physicians and other personnel was also deleted.

The Pharmaceutical Services section of the existing manual was
completely revamped and divided into two sections. Standards for
nursing care services relating to pharmaceutical services have been
moved to the Nursing Services section, thus enhancing and
expediting patient care services. No substantive changes were made
in this section based upon the philosophy and content of the original
sections.

The discharge planning section was revised requiring only an
annual review of the patient discharge plan if the patient is expected
to remain in the facility for life.

The requirement for a specific infection control committee was
deleted, allowing the facility flexibility to develop, implement and
enforce an infection control program.

In the Housekeeping, Sanitation, and Safety section, the standard
requiring a specific housekeeping supervisor was broadened to
allow flexibility as to how this service is managed and operated and
assigning responsibility to the administrator. Another standard in
the Housekeeping, Sanitation, and Safety section was revised
requiring facilities to dispose of solid and liquid waste in a manner
approved not only by the Department of Health, but, in addition,
by the New Jersey State Department of Environmental Protection.

Certain items of emergency equipment and the specific locations
of emergency equipment were deleted. Facilities will be required
to maintain one bag-valve-mask-resuscitator in the facility, rather
than in each nursing unit.

In order to improve patient safety and fire protection, the
proposed new rules for construction of new facilities require a
comprehensive smoke detection system connected to the central
alarm system of the facility, while existing facilities wiil be required
to equip each patient bedroom with a smoke detector. Additional
changes were made in the Construction and Additional
Requirements sections. The proposed new rules eliminate outdated
fire regulations now imposed on facilities. These revised standards
require that facilities constructed after January 1, 1983, comply
with the 1981 edition of the Life Safety Code of the National Fire
Protection Association (NFPA), which is considered a less costly
method of meeting the requirements with no reduction in safety.
The Standards were also rewritten to provide that any facility which
meets the requirements of the 1967 or 1973 edition of the Life
Safety Code of the National Fire Protection Association (NFPA)
will be considered to be in compliance with the revised
requirements.
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Social Impact

The proposed new rules will be applicable to all long-term care
facilities in the State, thus eliminating the need for three separate
manuals of licensure standards. Providers of care in long-term
facilities will use only one manual which will be easier to read and
understand. Since the manual will be more convenient and more
practical to use it will facilitate the care being provided to patients
and thus help to ensure better quality of care in long-term care
facilities. Questions from providers of care in long-term care
facilities regarding standards and interpretation of standards should
be more easily answered because only one manual need be
consulted. The proposed manual, due to its flexibility, will give
more initiative to health care professionals to provide quality care
to patients in the long-term care facilities.

The enforcement and interpretation of the licensure regulations
by employees of the Department of Health will be simplified
because only one manual, instead of three, will be used. The survey
process to determine the facility’s compliance with licensure
regulations will be simplified because only one manual will be used
by the surveyors. The survey process will, therefore, be more
efficient and cost-effective. The surveyors will save time in writing
reports since only one manual will be referred to in citing
deficiencies. Likewise, time will be saved in preparing materials in
order to conduct hearings. The combination of three manuals into
one manual will be more convenient and practical to use on a day-
to-day basis.

Because of the flexibility of the proposed new rules, staff of long-
term care facilities will be better utilized. For example, the facility
will have more freedom in appointing staff members and
consultants to various facility committees, thus allowing some staff
members and consultants to provide direct patient care rather than
attend committee meetings. The elimination of the infection control
committee will save additional staff and consultant time which can
be used to provide direct patient care at no increase in cost. The
decrease in the documentation required on the patient’s medical
record will further save staff time. More flexible policies regarding
the use of restraints and the countersigning of verbal and telephone
orders save additional time. The staff time saved because of the
flexibility of the proposed new rules will allow for better and more
efficient utilization of staff and will expedite patient care, thus
having a direct social impact upon the consumer.

The proposed standards for fire safety are considered to be less
costly methods of meeting requirements with no reduction in patient
safety.

Economic Impact

The flexibility of the proposed new rules and the elimination of
unnecessary and duplicative regulations is expected to increase the
cost-effectiveness of providers of long-term care. Staff and
consultants will be better utilized since more time will be given to
direct patient care and less time to attending committee meetings.
Therefore, quality patient care will be enhanced at no increase in
cost. The deletion of the requirement for a housekeeping supervisor
may have an economic impact on those facilities that do not need
this position. The proposed requirement for fewer pieces of
emergency equipment in the facility will save the cost of
maintaining and replacing such equipment without affecting patient
care and safety since experience has shown that emergency
equipment does not need to be duplicated in each nursing unit.

Since physicians and other health care professionals will not have
to follow a mandated schedule for seeing patients in long-term care
facilities but will have the responsibility of determining the
necessity for and frequency of patient visits, this proposed change
may ultimately result in substantial cost savings. The entire
deregulation process is expected to reduce the cost of providing care
to patients since the providers will have more opportunity to be
creative and imaginative.

It is anticipated that the fire safety revisions will not require
additional expenditures by existing facilities. Existing facilities that
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complied with an earlier edition of the Life Safety Code would be
considered as meeting the proposed regulations, thus relieving
those facilities of the need for additional expenditures without any
adverse effect on patient safety. New facilities would be subject to
the 1981 edition of the Life Safety Code, which will minimize cost
by offering more alternatives for meeting the specific requirements.
The proposed requirement for a smoke detector in every patient
bedroom will have an economic impact on the facilities which must
purchase and install the smoke detectors.

An additional economic impact will be felt by both the patients
and the public if they wish to purchase a copy of the revised
standards from the Department of Health. Since the Department of
Health currently charges $7.00 for each manual, an individual
purchasing the new manual would realize a savings of $14.00 since
he/she would need to purchase only one manual instead of three
manuals. Because of the lower price of the revised standards, they
will be more accessible to the patients and the public and may,
therefore, be more widely used in the State. The Department of
Health will realize substantial savings in printing costs since only
one manual will be printed instead of three manuals.

The rules proposed for repeal may be found in the New Jersey
Administrative Code at N.J.A.C. 8:30, 837 and 8:39, as
supplemented by the New Jersey Register.

Full text of the proposed new rule follows.

MANUAL OF STANDARDS
FOR LICENSURE OF
LONG-TERM CAREFACILITIES

AGENCY NOTE: This manual contains the standards for
licensure of long-term care facilities in New Jersey.

Facilities of 45 or fewer beds shall have the option of complying
with N.J.A.C. 8:39-26 (Subchapter 26), which is applicable only
to facilities of 45 or fewer beds.

CHAPTER 39
LONG-TERM CARE FACILITIES

SUBCHAPTER 1. DEFINITIONS AND QUALIFICATIONS

8:39-1.1 Definitions and/or qualifications

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

“Administrator” shall mean a person who is licensed by the New
Jersey State Department of Health.,

“Ancillary nursing personnel” shall mean unlicensed workers
employed to assist licensed nursing personnel as defined below,
who have completed a training course approved by the Department,
and/or are certified by the Department.

“Available” shall mean ready for immediate use (pertaining to
equipment); capable of being reached (pertaining to personnel).

“Business hours” shall mean a time period established by the
facility, as defined in its policy manual.

“Bylaws” shall mean a set of rules adopted by the facility for
governing its operation. (A charter, articles of incorporation, and/or
astatement of policies and objectives is an acceptable equivalent.)

“Care plan” (nursing, dietary, rehabilitation, social service,
patient activities) shall mean a written plan documenting an
assessment of the individual patient, short- and long-term goals,
and care and treatment to be provided. Each service that the patient
receives shall initiate the development and implementation of its
own care plan at the time of the patient’s admission. The care plan
for each service becomes part of the total patient treatment plan and
may be incorporated into one document rather than appearing as
separate documents. If the patient does not need a specific service,
as determined by the patient assessment, a care plan is not needed
for that service.
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“Charge nurse” shall mean a person who is licensed in the State
of New Jersey as:

1. A registered professional nurse; or

2. A practical (vocational) nurse who is a graduate of a school of
practical (vocational) nursing approved by the New Jersey State
Board of Nursing or the New Jersey State Department of Education;
and

3. Has at least one year of full-time, or full-time equivalent,
experience in nursing supervision and/or nursing administration in
a health care facility; or if a registered professional nurse, has at
least one year of full-time, or full-time equivalent, experience in
rehabilitative or geriatric nursing.

4. An unlicensed or foreign nurse with a work letter or permit shall
not function as charge nurse.

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

“Clinical note” shall mean a written, signed, and dated notation
by each member of the health care team who renders a service to
the patient, including a description of signs and symptoms,
treatments and/or drugs given, the patient’s reaction, and any
changes in physical or emotional condition. Clinical notes are
written into the patient’s medical record the day service is rendered.

“Commissioner’” shall mean the New Jersey State Commissioner
of Health.

“Communicable disease” shall mean an illness due to a specific
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” shall mean placed at a location accessible
to and seen by patients and the public.

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

“Controlied dangerous substances” shall mean drugs subject to the
Controlled Substances Act of 1970 (Title II, Public Law 91-513)
and the New Jersey Controlled Dangerous Substances Actof 1971.

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

“Dentist” shall mean a person who is licensed by the New Jersey
State Board of Dentistry.

“Department” shall mean the New Jersey State Department of
Health.

“Dietitian or dietary consultant” shall mean a person who:

1. Is registered or eligible for registration by the Commission on
Dietetic Registration of the American Dietetic Association; or

2. Has a bachelor’s degree from a college or university with a
major in foods, nutrition, food service or institution management,
or the equivalent course work for a major in the subject area; and
has completed a dietetic internship accredited by the American
Dietetic Association or a dietetic traineeship approved by the
American Dietetic Association; or has one year full-time, or full-
time equivalent, experience in nutrition and/or food service
management in a health care facility; or

3. Has a master’s degree plus six months of full-time, or full-time
equivalent, experience in nutrition and/or food service management
in a health care facility; and

4. Participates annually in continuing dietary education.

“Director of nursing services” shall mean a registered professional
nurse licensed in the State of New Jersey who has at least two years
of full-time, or full-time equivalent, experience in nursing
supervision and/or nursing administration in a health care facility;
and who has education and/or experience in such areas as
rehabilitative or geriatric nursing and participates annually in
continuing nursing education.

“Disinfection” shall mean the killing of infectious agents outside
the body, or organisms transmitting such agents, by chemical and
physical means, directly applied.
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1. “Concurrent disinfection” shall mean the application of
measures of disinfection as soon as possible after the discharge of
infectious material from the body of an infected person, or after the
soiling of articles with such infectious discharges, all personal
contact with such discharges or articles being minimized prior to
such disinfection.

2. “Terminal disinfection” shall mean the application of measures
of disinfection after the patient has died or been discharged, or has
ceased to be a source of infection, or after the facility’s isolation
practices have been discontinued. Terminal disinfection is rarely
practiced; terminal cleaning generally suffices (see definition of
“cleaning” above), along with airing and sunning of rooms,
furniture, and bedding. Terminal disinfection is necessary only for
diseases spread by indirect contact.

“Documented” shall mean a written, signed, and dated notation
or statement.

“Documents” shall mean written records, plans, manuals, reports,
and policies and procedures.

“Drug administration” shall mean a procedure in which a
prescribed drug or biological is given to a patient by an authorized
person in accordance with all laws and regulations 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 patient,
seeing that the patient takes it (if oral), and recording the required
information, including the method of administration.

“Drug dispensing” shall mean a procedure entailing the
interpretation 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 patient or a service unit of the facility, in
conformance with the rules and regulations of the New Jersey State
Board of Pharmacy.

“Epidemic” shall mean the occurrence or outbreak in a facility of
one or more cases of an illness in excess of normal expectancy for
that illness, and derived from a common or propagated source.

“Food service supervisor” (dietetic service supervisor) shall mean
aperson who:

1. Is adietitian; or

2. Is a graduate of a dietetic technician or dietetic assistant training
program approved by the American Dietetic Association; or

3. Is a graduate of a course, approved by the New Jersey State
Department of Education, providing 90 or more hours of classroom
instruction in food service supervision, and has one year of full-
time, or full-time equivalent, experience as food service supervisor
in a health care facility, with consultation from a dietitian; or

4. Has training and experience in food service supervision and
management in a military service equivalent to the programs listed
in2or 3 above.

“Full-time” shall mean a time period of not less than 35 hours,
established as a full working week by the facility, as defined in its
policy manual.

“Governing authority” shall mean the organization, person, or
persons designated to assume legal responsibility for the
determination of policy, management, operation, and financial
viability of the facility.

“Guardian” shall mean a person, appointed by a court of
competent jurisdiction, who shall have the right to manage the
financial affairs and protect the rights of any patient of the facility
who has been declared a mental incompetent. In no case shall the
guardian of a patient of the facility be affiliated with the facility,
its operations, or personnel, unless ordered by the court.

“Health care facility” shall mean a facility so defined in Chapters
136 and 138, P.L. 1971, Health Facilities Planning Act, N.J.S.A.
26:2H-1 et seq.,, and amendments thereto.

“Job description” shall mean a written specification developed for
each position in the facility, containing the qualifications, duties
and responsibilities, and accountability required of employees in

NEW JERSEY REGISTER, MONDAY, MARCH 7, 1983



PROPOSALS

that position.

“Licensed nursing personnel” (licensed nurse) shall mean
registered professional nurses or practical (vocational) nurses
licensed in the State of New Jersey.

“Licensed practical nurse’™ shall mean a person who is licensed by
the New Jersey State Board of Nursing.

“Long-term care facility” shall mean a facility or a distinct part
of a facility which is licensed by the New Jersey State Department
of Health to provide health care under medical supervision and
continuous nursing care for 24 or more consecutive hours to two
or more patients who are not related to the governing authority or
its members by marriage, blood, or adoption. A long-term care
facility shall provide health care and services to individuals who do
not require the degree of care and treatment which a hospital
provides, but who because of their physical or mental condition
require continuous nursing care and services above the level of
room and board. A long-term care facility shall provide services
including at least room and board and medical, nursing,
pharmaceutical, dietary, rehabilitation, social, patient activities,
dental, and laboratory, radiological, and diagnostic services for
patients.

“Medical director” shall mean a person who is a physician, as
defined below.

“Medical portion of the patient treatment plan” shall mean a
written plan initiated and implemented at the time of the patient’s
admission, which includes the diagnosis, assessment of the
patient’s physical and mental capabilities and limitations, orders for
medication, treatment, diet, and special needs for the patient’s
health or safety, rehabilitation potential, plans for discharge, and
the frequency with which the patient shall be seen by the physician.

“Medical record” shall mean all records in the facility which
pertain to the patient, including radiological films.

“Medical record practitioner” shall mean a person who:

1. Is eligible for certification as a registered record administrator
(RRA) or an accredited record technician (ART) by the American
Medical Record Association; or

2. Is a graduate of a school of 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.

“Monitor” shall mean to observe, watch, or check.

“Nosocomial infection™ shall mean an infection acquired by a
patient while in the facility.

“Nursing supervisor” shall mean a registered professional nurse
who has two years of full-time, or full-time equivalent, experience
in nursing supervision and/or nursing administration in a health care
facility.

“Nursing unit” shall mean a continuous area, on one floor
approved by the Department, which includes rooms housing
patients. In facilities of 45 or fewer beds, a nursing unit may be on
one or more floors, as approved by the Department.

“Occupational therapist” shall mean a person who:

1. Is a graduate of an occupational therapy curriculum accredited
by the Committee on Allied Health Education and Council on
Accreditation of the American Medical Association in
collaboration with the American Occupational Therapy
Association; or

2. Is eligible for certification by the American Occupational
Therapy Association as an occupational therapist.

“Occupational therapy assistant” shall mean a person who has
completed a training program approved by the American
Occupational Therapy Association for occupational therapy
assistants, or who is eligible for certification by the American
Occupational Therapy Association.

“Optometrist” shall mean a person who is licensed by the New
Jersey State Board of Optometrists.

“Patient” shall mean a person who is under medical care and
treatment in the facility. A patient may be classified as:
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1. Ambulant: A person who has the ability to walk on level
surfaces and to negotiate stairs and ramps independently of human
assistance or supervision, using the following mechanical devices
or aides when necessary: prosthesis, brace, cane, or handrail;

2. Nonambulant: A person who is bedfast, chairfast, or who can
sitin, but not propel, a wheelchair;

3. Semi-ambulant: A person who:

i. Can walk assisted by crutches only, or on level surfaces
independently, but needs human assistance or supervision when
negotiating stairs; or

ii. Can move from place to place by using a walker or by
propelling a wheelchair; or

iii. Needs human assistance or supervision for walking on level
surfaces.

“Patient activities consultant” shall mean a person who:

1. Is a therapeutic recreation specialist, as defined by the National
Therapeutic Recreation Society; or

2. Is an occupational therapist; or

3. Is a recreation administrator certified by the New Jersey State
Board of Recreation Examiners and who has at least two years of
full-time, or full- time equivalent, experience in a patient activities
program in a health care facility.

“Patient activities coordinator” shall mean a person who:

1. Has a bachelor’s degree from an accredited college with a major
in recreation, occupational therapy, or a field related to recreation,
such as art, music, physical education, group work, or sociology;
or

2. Has an associate’s degree in recreation and two years of full-
time, or full-time equivalent, experience in recreation for the aged,
handicapped, or retarded; or

3. Has a high school diploma or equivalency certificate and two
years of full-time, or full-time equivalent, experience in a social or
recreational program within the last five years, one year of which
was full-time in a patient activities program in a health care facility,
and has completed at least 36 hours of classroom training, approved
by the Department, in activities programming; or

4. Is certified by the New Jersey State Board of Recreation
Examiners as a recreation administrator or recreation supervisor; or

5. Is an occupational therapy assistant.

“Patient treatment plan” shall mean a written plan, initiated and
implemented upon the patient’s admission, and coordinated and
maintained by the nursing service with documentation of joint
planning by all other services the patient receives and the
participation of the patient and/or the next of kin and/or sponsor
and/or guardian. The plan shall include an assessment of the
individual patient, short- and long-term goals, and care and
treatment to be provided. Each service that the patient receives shall
develop its own portion of the patient treatment plan (care plan),
the individual care plans and discharge plans for each service the
patient receives shall become part of the total patient treatment plan
and may be incorporated into one document rather than appearing
as separate documents. The patient treatment plan shall be kept
current and available to all personnel providing patient care, and
shall be included in the patient’s medical record at the time of
discharge. If the patient does not need a specific service, as
determined by the patient assessment, a care plan is not needed for
that service.

“Pharmacist” shall mean a person who is registered by the New
Jersey State Board of Pharmacy.

“Pharmacist consultation sheet” shall mean an individual patient
record included in the medical record, containing pertinent
information regarding the monthly review of the patient’s drug
regimen by the staff pharmacist or consultant pharmacist,
laboratory tests, dietary requirements, physician’s and nurse’s
clinical notes, physician’s orders, and progress notes, in order to
monitor potential adverse drug reactions, allergies, drug
interactions, contraindications, rationality, drug evaluation, and
laboratory test modifications. The pharmacist shall review and sign
the pharmacist consultation sheet, including the drug regimen, at
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least every 30 days.

“Physical therapist” shall mean a person who is registered by the
New Jersey State Board of Medical Examiners, and who:

1. Has graduated from a physical therapy curriculum approved by
the Committee on Allied Health Education and Council on
Accreditation of the American Medical Association in
collaboration with the American Physical Therapy Association; or

2. Prior to January 1966:

i. Was admitted to membership by the American Physical Therapy
Association; or

ii. Was admitted to registration by the American Registry of
Physical Therapists; or

iii. Graduated from a physical therapy curriculum in a four-year
college or university approved by a state department of education,
is licensed or registered as a physical therapist, and where
appropriate, has passed a state examination for licensure as a
physical therapist; or

iv. Had two years of full-time, or full-time equivalent, experience
as a physical therapist and has achieved a satisfactory grade through
the examination conducted by or under the sponsorship of the
United States Public Health Service; or

v. Was licensed or registered prior to January 1, 1966, and prior
to January 1, 1970, had 15 years of. full-time, or full-time
equivalent, experience in the treatment of illness or injury through
the practice of physical therapy, in which the therapist rendered
services upon the order and under the direction of attending and
referring physicians; or

3. If trained outside the United States prior to December 31, 1977:

i. Graduated after 1928 from a physical therapy curriculum
approved in the country in which the curriculum was located and
in which there is a member organization of the World Confederation
for Physical Therapy; and

ii. Meets the requirements for membership in a member
organization of the World Confederation for Physical Therapy; and

iii. Has acquired one year of full-time, or full-time equivalent,
experience under the supervision of an active member of the
American Physical Therapy Association; and

iv. Has successfully completed a qualifying examination as
prescribed by the American Physical Therapy Association.

“Physical therapy assistant” shall mean a person who is registered
by the New Jersey State Board of Medical Examiners.

“Physician” shall mean a person who is licensed or authorized by
the New Jersey State Board of Medical Examiners.

“Podiatrist” shall mean a person who is licensed by the New Jersey
State Board of Medical Examinrers.

“Positive tuberculin reactor” shall mean a person who has had a
Mantoux tuberculin skin test with five tuberculin units of purified
protein derivative and has a skin reaction to the test of 10 or more
millimeters of induration.

“Progress note” shall mean a written, signed, and dated notation
by a member of the health care team (excluding ancillary personnel)
summarizing information about medical or health care provided and
the patient’s response to it.

“Reality orientation” shall mean a system to orient the patient to
his/her environment in relation to time, place, and person, so that
the patient is given the opportunity to become aware of who and
where he/she is, and of the time, day, month, and year.

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

“Registered professional nurse” shall mean a person who is
licensed by the New Jersey State Board of Nursing.

“Restorative nursing” shall mean nursing duties concerned with
the self-care activities of daily living, including, but not limited to,
positioning, exercise, transfer activities, ambulation, gait training,
dressing and undressing, eating, toileting, and personal hygiene
and grooming.

“Restraint” shall mean a physical device or chemical (medication)
used to limit, restrict, or control patient movements.

“Shift” shall mean a time period established as a full working day
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by the facility, as defined in its policy manual.

“Signature” shall mean at least the first initial and full surname and
title (for example, R.N., L.P.N., D.D.S., M.D.) of a person,
legibly written with his/her own hand.

“Social work designee” shall mean a person with a bachelor’s
degree in social sciences, or a high school graduate with four years
of full-time, or full-time equivalent, social service experience in a
health care facility. One year of experience may be substituted for
each year of college.

“Social worker” shall mean a person who has a master’s degree
in social work from a graduate school of social work accredited by
the Council on Social Work Education, and at least one year of full-
time, or full-time equivalent, social work experience in a health
care facility.

“Speech pathologist or audiologist” shall mean a person who:

1. Meets the requirements for education and experience for a
Certificate of Clinical Competence in the appropriate area (speech
pathology or audiology) granted by the American Speech and
Hearing Association; or

2. Meets the educational requirements for certification and is in
the process of accumulating the required supervised experience.

“Staff education pian” shall mean a written plan developed and
revised at least annually and implemented throughout the year
which describes a coordinated program for staff education for each
service, including inservice programs and education, training in
patient rights, staff development, on-the-job training, and
continuing education, and the intervals and times at which these
shall be given. Each employee shall receive education to develop
skills and increase knowledge so as to improve patient care.
(Occasional attendance at programs or conventions, or speakers
invited to the facility, do not solely constitute an acceptable staff
education plan.)

“Staff orientation plan” shall mean a written plan for the
orientation of each new employee to the duties and responsibilities
of the service to which he/she has been assigned, as well as to the
personnel policies of the facility. Each service shall provide an
orientation for each new employee, to begin no later than the first
day of employment.

“Sterilization” shall mean a process of destroying all
microorganisms, including those bearing spores.

“Stop order” shall mean a written, signed, and dated statement by
a physician mandating the cessation of a written order (except those
ordersindicated in N.J.A.C. 8:39-6.2.(¢)8).

“Supervision” shall mean authoritative procedural guidance by a
qualified person for the accomplishment of a function or activity
within his/her sphere of competence, with initial direction and
periodic on-site inspection of the actual act of accomplishing the
function or activity.

“Direct supervision™ shall mean the supervision on the premises
within view of the supervisor.

“Unit dose drug distribution system” shall mean a system in which
drugs are delivered to the patient areas in single unit packaging.
Each patient shall have his/her own medication tray labeled with
his/her name and location in the facility. Each medication shall be
individually wrapped and labeled with the generic and trade names
and strength of the drug, lot number or reference code, expiration
date, dose, and manufacturer’s name, and ready for administration
to the patient. Cautionary instructions shall appear on the patient’s
record of medication, and the system shall include provisions for
noting additional information, such as special times or routes of
administration. Delivery and exchange of patient medication trays
shall occur promptly, and at least one exchange of patient
medication trays shall occur daily. The number of doses for each
patient shall be sufficient for a maximum of 48 hours.

“Unit record system” shall mean a system of filing the medical
record as one unit, in one location within the facility.
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SUBCHAPTER 2. LICENSURE PROCEDURE

8:39-2.1  Certificate of Need
(a) According to Chapters 136 and 138, P.L. 1971, Health Care
Facilities Planning Act, 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.
(b) Application forms for a Certificate of Need and instructions
for completion may be obtained from:
Review and Comment Program
Division of Health Planning and
Resources Development
New Jersey State Department of Health
CN 360
Trenton, NJ 08625

8:39-2.2  Application for licensure
(a) Following acquisition of a Certificate of Need, 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. Such forms may be obtained from:
Licensing, Certification and Standards
Division of Health Facilities Evaluation
New Jersey State Department of Health
CN 367
Trenton, NJ 08625
(b) The Department shall charge a nonrefundable fee for the filing
of an application for licensure of a health care facility and for the
annual renewal of the license in accordance with the following:

Number of Beds Fee
1-99 $100.00
100-199 200.00
200-299 300.00
300-399 400.00
400-999 500.00

(c) Any person, organization, or corporation considering
application for license to operate a facility shall make an
appointment for a preliminary conference at the Department with
the Licensing, Certification and Standards Program.

8:39-2.3 Newly constructed or expanded facilities
(a) The application for license for a new facility shall include
written approval of final construction of the physical plant by:

Health Facilities Construction and
Monitoring Program

Division of Health Planning and
Resources Development

New Jersey State Department of Health

CN 360

Trenton, NJ 08625

(b) A final on-site inspection of the construction of the physical
plant shall be made by representatives of the Health Care Facilities
Construction and Monitoring Program 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.

(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 and Monitoring Program of the
Department for review and approval prior to the initiation of any
work.

8:39-2.4  Surveys and temporary license

(a) When the written application for licensure 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
these standards.
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1. The facility shall be notified in writing of the findings of the
survey, including any deficiencies found.

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

(b) A temporary license may be issued to 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 representatives of the facility;

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

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,

4. Survey(s) by representatives of the Department indicate the
facility meets these standards; and

5. Professional personnel are employed in accordance with the
staffing requirements in these standards.

(c) No health care facility shall accept patients until the facility has
the written approval and/or license issued by the Licensing,
Certification and Standards Program of the Department. The
facility shall accept only that number of patients for which it is
approved and/or licensed.

(d) Survey visits may be made to a facility at any time by
authorized staff of the Department. Such visits may include, but not
be limited to, the review of all facility documents and patient
records and conferences with patients.

8:39-2.5 Full license

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

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

(c) The license shall be conspicuously posted in the facility.

(d) The license is not assignable or transferable and it 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. The facility will receive
a request for renewal fee 30 days prior to the expiration of the
license. A renewal license shall not be issued unless the licensure
fee is received by the Department.

(f) The license may not be renewed if local regulations or any other
requirements are not met.

8:39-2.6  Surrender of license

The facility shall directly notify each patient, the patient’s
physician, 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
license. In such cases, the license shall be returned to the Licensing,
Certification and Standards Program of the Department within
seven working days.

8:39-2.7 Waiver

(a) The Commissioner or his/her designee may, in accordance
with the general purposes and intent of Chapters 136 and 138, P.L.
1971, Health Care Facilities Planning Act, N.J.S.A. 26:2H-1 et
seq., and amendments thereto, and the standards in this chapter,
waive sections of the regulations if, in his/her opinion, such waiver
would not endanger the life, safety, or health of the patient or
public.
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(b) A facility seeking a waiver of these standards shall apply in
writing to the Director of the Licensing, Certification and Standards
Program of the Department.

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

1. The nature of the waiver requested;

2. The specific standards for which waiver is requested;

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

4. An alternative proposal which would ensure patient safety; and

5. Documentation to support the application for waiver.

(d) The Department reserves the right to request additional
information before processing an application for waiver.

8:39-2.8  Action against a license

(a) Violations of the following sections shall result in action to
impose afine:N.J.A.C. 8:39-2.1(a), 2.3(c), and 2.4(c).

(b) If the Department determines that operational or safety
deficiencies exist, it may require that all new 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/her designee shall notify the facility in writing of such
determination.

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

SUBCHAPTER 3. GENERAL REQUIREMENTS

8:39-3.1 Compliance with standards and laws

(a) The facility shall provide nursing care and other health and
health-related services, under the supervision of a physician, to
patients for 24 or more consecutive hours.

(b) The facility shall comply with applicable Federal, State, and
local regulations and requirements.

(c) The facility shall comply will all applicable provisions of
Chapters 136 and 138, P.L. 1971, Health Care Facilities Planning
Act,N.J.S.A. 26:2H-1 et seq., and amendments thereto.

(d) The facility shall be responsible for providing or arranging
services for patients as required by these standards.

8:39-3.2  Ownership

(a) The ownership of the facility and the property on which it is
located shall be disclosed to the Department. Proof of this
ownership shall be available in the facility. Any proposed change
in ownership shall be reported to the Department in writing at least
30days prior to the change.

(b) The facility shall comply withN.J.A.C. 8:31-26.1.

8:39-3.3  Submission of documents

(a) The facility shall, upon request, submit in writing any
documents which are required by this chapter to be approved by the
Department to the Director of the Licensing, Certification and
Standards Program of the Department.

1. All documents required by this chapter shall be retained for a
period of at least three years after the date of the annual licensure
inspection.

2. All documents required by this chapter shall be made available,
upon request, to patients, staff, and the public. Copies of these
documents shall be provided, upon request, within a reasonable
time, at a reasonable charge, and in accordance with the rules and
regulations regarding confidentiality. If any of the requested
documents contain information involving confidential corporate or
business materials, such information may be deleted; however, if
information is deleted for such reasons, the requesting party shall
be so informed in writing by the administrator of the reasons for
deletions.

(b) An annual financial report shall be submitted to the Licensing,
Certification and Standards Program of the Department.
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8:39-3.4  Personnel

(a) The facility shall ensure that the duties and responsibilities of
all levels and types of personnel are described in the job descriptions
and in the policy and procedure manual for each service, and that
personnel are assigned duties based upon their education and
training.

(b) All personnel who require licensure or authorization in order
to provide patient care shall be licensed or authorized under the
appropriate laws or regulations of the State of New Jersey.

8:39-3.5 Policy and procedure manual

(a) A policy and procedure manual(s) approved by the Department
shall be developed and implemented for the organization and
operation of the facility. The manual(s) shall be available in the
facility to representatives of the Department at all times. The
manual(s) shall be reviewed annually, and any revisions shall be
approved by the Department. The manual(s) shall include at least
the following:

1. A written narrative of the program and an organizational chart
describing the services provided, their interrelationships, staffing
patterns, space requirements, and other information relating to the
fulfillment of the facility’s philosophy and objectives;

2. A description of referral mechanisms and linkages with
consultants and with other health care facilities in order to provide
continuity of patient care;

3. A description of the system for maintenance of patient records
while the facility is in operation, and in the event that it ceases to
operate;

4. A description of the process of evaluation of patient care and
staff performance;

5. Definitions of business hours, full-time, and shift;

6. A staff orientation and a staff education plan, including plans
for each service and designation of the person(s) responsible for the
training;

7. Policies and procedures for the maintenance of personnel
records for each staff member, including at least his/her name,
previous employment, educational background, license number
and date of expiration (if applicable), personnel evaluations, health
evaluation records, and job description; and

8. Policies and procedures for employees’ health evaluations upon
employment and subsequently, including the content and
frequency, in accordance with N.J.A.C. 8:31-26.3.

8:39-3.6  Staffing

(a) The facility shall maintain written staffing patterns for each
service and weekly duty schedules. Duties shall be assigned in
accordance with written job descriptions. Provision shall be made
for substitute staff with equivalent qualifications to replace absent
staff members.

(b) All staff members shall be awake when on duty.

8:39-3.7 Consultant services

(a) The facility shall have a written agreement for consultant
services and for services not provided in the facility. The written
agreement shall:

1. Be dated and signed by a representative of the facility and by
the person or agency providing the service;

2. Include each party’s responsibilities, functions, objectives,
number of hours and days of the week the provider is in the facility,
the financial arrangements and charges, and duration of the written
agreement;

3. Specify that the facility retain administrative responsibility for
the services rendered; and

4. Require that the services are provided in accordance with this
chapter.

(b) Each consultant shall provide written documentation of each
visit made to the facility, to include, but not be limited to, services
rendered and recommendations made.
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8:39-3.8  Patient transportation

The facility shall develop and implement a method of patient
transportation for health care provided outside the facility which
includes plans for security and accountability for the patient and his/
her personal effects.

8:39-3.9  Transfer agreement

(a) The facility shall have in effect a transfer agreement with one
or more hospitals such that emergency care, inpatient hospital care,
and/or other hospital services are available to the facility’s patients.
The transfer agreement shall:

1. Ensure the transfer of patients between the hospital and the
facility whenever such transfer is ordered by a physician; and

2. Specify the type of patient records to be transferred with the
patient, and the method and timetable for the transfer of such
records.

8:39-3.10  Reportable events

(a) The facility shall notify the Department immediately by
telephone (609-292-4304), followed within 72 hours by a written
confirmation, of the following:

1. Expected or actual interruption or cessation of operations and/or
services listed in this chapter, or of such other services as fuel,
water, heat, gas, or electricity;

2. Termination of employment of the administrator and/or the
director of nursing services, and the name and qualifications of his/
her replacement. If a new licensed administrator cannot be
designated within 48 hours, the Department shall be so notified in
writing and the facility shall make arrangements for licensed
administrative supervision on a consultant basis. A new licensed
administrator shall be appointed within 30 days;

3. All alleged or suspected crimes related to patients, which shall
also be reported at the time of occurrence to the police department;

4. Occurrence of epidemic disease in the facility; and

5. All fires, disasters, and all deaths resulting from accidents or
incidents in the facility. The written confirmation shall contain
information about injuries to patients and/or personnel, disruption
of services, and extent of damages.

8:39-3.11 Notices

(a) The facility shall conspicuously post a notice that the following
information is available in the facility, during business hours, to
patients, their next of kin and/or sponsors and/or guardians, and the
public:

1. All waivers granted by the Department;

2. All documents required by this chapter;

3. A list of deficiencies from the last annual licensure inspection
and certification survey report (if applicable);

4. A list of the facility’s committees, and the membership,
minutes, and annual reports of each;

5. The names and addresses of members of the governing
authority;

6. Any changes of membership of the governing authority, at least
within 30 days of the change;

7. Policies and procedures regarding patient rights, obligations,
and prohibitions, as set forthinN.J.S.A. 30:13-1 etseq.; and

8. Visiting hours and business hours, including the policies of the
facility regarding limitations and activities during these times.

(b) Copies of the documents listed in (a) above shall be provided,
upon request, within a reasonable time, and at a reasonable charge
payable in advance.

SUBCHAPTER 4. GOVERNING AUTHORITY

8:39-4.1  Responsibility

(a) The facility shall have a governing authority which shall
assume legal responsibility for the management, operation, and
financial viability of the facility. The governing authority shall be
responsible for, but not limited to, the following:
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1. Services provided in the facility and the quality of care rendered
to patients;

2. Provision of a safe physical plant equipped and staffed to
maintain the facility and services;

3. Adoption and documented annual review of written bylaws or
their equivalent;

4. Written confirmation of appointments made by the governing
authority;

5. Formulation and documented annual review of all policies and
procedures;

6. Establishment and implementation of a system whereby patient
and staff grievances and/or recommendations, including those
relating to patient rights, can be identified within the facility. This
system shall include a feedback mechanism through management
to the governing authority, indicating that action was taken;

7. Determination of the frequency of meetings of the governing
authority, holding such meetings, and documenting them through
minutes, including a record of attendance;

8. Delineation of the powers and duties of the officers and
committees of the governing authority;

9. Establishment of the qualifications of members and officers of
the governing authority, the procedures for electing officers, and
the terms of service for members, officers, and committee
chairpersons; and

10. Establishment and implementation of a mechanism for
approval of the qualifications, status, and privileges of physicians
who may be appointed to the medical staff, including requirements
for admission to staff and retention of privileges.

SUBCHAPTER 5. ADMINISTRATION

8:39-5.1  Administrator

(a) The governing authority shall appoint a licensed administrator,
pursuant to N.J.S.A. 26:2H-27 and 26:2H-28 (Chapter 356, P.L.
1968).

1. The administrator shall be accountable to the governing
authority.

2. An alternate shall be designated in writing to act in the absence
of the administrator.

3. The administrator or his/her alternate shall be on the premises
of the facility at all times.

(b) In a facility with more than 240 patients, in addition to the
licensed administrator, a full-time administrative supervisor, who
need not be a licensed administrator, shall be appointed. The
administrative supervisor shall be assigned to the evening shift and
shall be directly responsible to the licensed administrator. The
hours of the administrative supervisor shall not be included in the
computation of direct patient care time.

(c) In a facility where a licensed administrator has both
administrative and other functions, such as nursing responsibilities,
the facility shall maintain written documentation specifying the
hours spent by the individual in each function.

8:39-5.2  Administrator’s responsibilities

(a) The administrator shall be responsible for, but not limited to,
the following:

1. Planning for and administration of the management,
operational, and fiscal components of the facility;

2. Ensuring the development of, implementing, and enforcing all
policies and procedures;

3. Employing and placing all staff within the facility;

4. Ensuring the provision of staff education and staff orientation;

5. Ensuring that a file is maintained for each staff member,
including at least his/her name, previous employment, educational
background, license number and date of expiration (if applicable),
personnel evaluations, health evaluation records, and job
description;

6. Participating in policy and administrative decision-making;

7. Administering and supervising the non-clinical operations of
the program;
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8. Acting as a liaison to the governing authority on behalf of the
medical director, the staff, and the patients;

9. Within 30 days of a patient’s discharge, ensuring that the patient
treatment plan, including the discharge summary, is provided in the
patient’s medical record;

10. Maintaining administrative relationships, communication,
and integration with support services and community resources; and

11. Communicating with staff through group meetings, individual
conferences, written memoranda, and/or other methods of
exchanging information.

8:39-5.3  Suspension or revocation of license

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

SUBCHAPTER 6. PATIENT CARE POLICIES

8:39-6.1 Patient care policy committee

(a) The facility shall establish a patient care policy committee,
consisting of, but not limited to, the administrator and a
representative of each service offered by the facility, at least on a
consultative basis.

(b) The committee and the governing authority shall review
annually all policies and procedures, and shall document the
review.

8:39-6.2  Policies and procedures

(a) The facility shall establish and implement written patient care
policies and procedures, approved by the Department, governing
the services provided.

(b) All patient care policies shall be available to physicians, staff,
patients and their next of kin and/or sponsors and/or guardians, and
the public.

(c) Patient care policies and procedures shall include, but not be
limited to, policies and procedures for the following:

1. Patient rights and responsibilities;

2. Care of patients, to ensure that all patients are provided with
room, board, and services in accordance with these standards and
are kept clean, dry, and comfortable;

3. Reality orientation for patients, integrated into patient care
services,

4. A definition of emergency;

5. Emergency care of patients, in accordance with these standards;
care of patients during an episode of communicable disease; care
of patients with tuberculosis which is not communicable following
initiation of chemotherapy, or is nonpulmonary and therefore not
transmissible; and care of critically ill or mentally disturbed
patients;

6. Care of deceased patients, to include, but not be limited to, the
following:

i. Pronouncement of death. The next of kin and/or sponsor and/or
guardian shall be notified at the time of death. The deceased shall
not be discharged from the facility until pronounced dead and the
death documented in the patient’s medical record;

ii. Removal of the deceased from rooms occupied by other
patients; and

iii. Transportation of the deccased in the facility, and removal
from the facility, in a dignified manner;

7. Verbal and telephone orders, to ensure that they are written into
the patient’s medical record by the person accepting them, and
countersigned by the prescriber within seven days;

i. Verbal and telephone orders shall be limited to emergency
situations, as defined in the facility’s policies and procedures;

8. Stop orders for medical and laboratory services, indicating
length of time orders may be in effect;

9. Medical record-keeping;
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10. Assisting patients and ensuring that arrangements are made for
transportation in order to obtain health services such as podiatric
and dental services, eye examinations, eye glasses, auditory
testing, and hearing aids, when requested by the patient;

11. Provision of clothing suitable for the climate and weather
conditions, of proper size, and compatible with that worn by the
patient’s peers, in the event that clothing is provided by the facility;

12. In accordance with the facility’s objectives, policies and
procedures regarding the maintenance of plants and pets in the
facility and on its premises, and including provision for the patients’
participation in the care of such plants and pets;

13. Admission of patients, so that the facility:

i. Admits a patient only on physician’s orders which indicate level
of care needed;

il. Requires that each patient admitted be under the supervision of
aphysician;

iti. Ensures that a personal interview with the patient, and the next
of kin and/or sponsor and/or guardian (if available), is conducted
by the administrator or his/her designee, prior to or at the time of
the patient’s admission. The interview shall include orientation of
the patient to the facility’s policies, business hours, fee schedule,
services provided, and criteria for admission, treatment, and
discharge. A summary of the interview shall be documented in the
patient’s medical record;

iv. Ensures that, prior to or at the time of the patient’s admission,
the patient (if mentally competent), next of kin and/or sponsor and/
or guardian signs a written admission agreement which shall
include the following provisions:

(1) The patient, next of kin and/or sponsor and/or guardian agrees
to a visit by a physician based upon a schedule which the physician
documents in the patient’s medical record; and

(2) The patient, next of kin and/or sponsor and/or guardian agrees
that if or when the patient’s physician is not available, the
administrator shall be authorized to arrange for another physician
to care for the patient;

14. Restrictions to the admission and retention of patients, to
ensure that:

i. Patients under 16 years of age shall be admitted only to an area
within the facility approved for such occupancy by the Department;

ii. If the facility is not of fire-resistive construction, blind,
nonambulant, and semi-ambulant patients shall be housed on the
first floor;

iii. A patient who manifests such a degree of behavioral disorder
that he/she is a danger to him/herself or others, or whose behavior
interferes with the health or safety of other patients, shall not be
admitted or retained;

iv. A patient suffering from substance abuse or misuse shall not
be admitted to or retained in the facility, unless the patient suffers
from other illnesses; and

v. Any applicant who, after applying in writing, is denied
admission to the facility for reasons other than lack of space, and/or
the next of kin and/or sponsor and/or guardian, shall be given the
reason for such denial in writing, signed by the administrator,
within 15 days;

15. Financial arrangements, to ensure that the facility:

i. Maintains a written record of all financial arrangements with the
patient, next of kin and/or sponsor and/or guardian, with copies
furnished to the patient; and

ii. Assesses no additional charges, expenses, or other financial
liabilities in excess of the daily, weekly, or monthly per diem rate
included in the admission agreement, except:

(1) Upon written approval and authority of the patient, next of kin
and/or sponsor and/or guardian. Copies of the written approval shall
be given to the patient and/or next of kin and/or sponsor and/or
guardian, and shall be attached to the quarterly financial statement;
or

(2) Upon written orders of the patient’s physician, stipulating
specific services and supplies not included in the admission
agreement; or
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(3) Upon 30 days’ prior written notice to the patient, next of kin
and/or sponsor and/or guardian of additional charges, expenses, or
other financial liabilities; or

(4) In the event of a health emergency involving the patient and
requiring immediate, special services or supplies to be furnished
during the period of the emergency;

16. The use of restraints. Policies and procedures governing
restraints shall, as a minimum:

i. Define the uses of restraints and types of restraints permitted,
specify how often a patient placed in restraint shall be monitored
and by whom, and specify the required documentation;

ii. Prohibit the use of locked restraints and confinement of a
patient in a locked or barricaded room, and prohibit the use of
restraints for punishment or for the convenience of facility
‘personnel; and

iii. Specify that physical restraints be used so as not to cause
physical injury or discomfort to the patient. Opportunity for motion
and exercise shall be provided for a period of not less than ten
minutes during each two-hour period in which the restraint is
employed, to ensure opportunity for elimination of body wastes,
good body alignment, circulation, and change of position.

17. Rules for smoking, in accordance with N.J.S.A. 26:3D-1 et
seq. and 26:3D-7 et seq.; and

18. Procedures for interpretation, if the patient population is non-
English speaking, or for patients who are blind or deaf.

SUBCHAPTER 7. MEDICAL SERVICES

8:39-7.1  Medical director’s appointment

The governing authority shall appoint a physician to serve as
medical director who shall be responsible for the direction,
provision, and quality of medical care.

8:39-7.2  Medical director’s responsibilities

(a) The medical director shall be responsible for, but not limited
to, the following:

1. Delineating the responsibilities of physicians;

2. Communicating with physicians to ensure that the patient
treatment plan is initiated upon the patient’s admission and kept
current;

3. Establishing written policies for utilization of medical
consultant and specialist services;

4. Monitoring the health status of the facility’s personnel;

5. Providing documented investigation of incidents and accidents
that occur on the premises;

6. Providing documented information to the administrator, in
order to ensure a safe and sanitary environment for patients and
personnel; .

7. With the administrator, assuming responsibility for the
execution of patient care policies;

8. Participating in the development and direction of ongoing staff
orientation and staff education programs;

9. Developing and maintaining a system of medical audit and
evaluation of patient care; and

10. Participating or ensuring physician representation in the
facility’s committees, at least on a consultative basis.

(b) In addition to those items listed in (a) above, the medical
director in a facility with a medical staff shall be responsible for
planning, developing, and implementing written medical policies,
including medical staff bylaws, rules and regulations, in
cooperation with the medical staff. These shall be submitted to the
governing authority for approval, and shall include, but not be
limited to, the following:

1. A table of organization for the medical staff;

2. A plan for medical staff meetings and their documentation
through minutes; and

3. The qualifications, status, and privileges of physicians,
dentists, optometrists, podiatrists, and others who may be granted
staff membership.
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8:39-7.3  Facility’s responsibilities

(a) The facility shall:

1. Require that, upon admission, the patient, next of kin and/or
sponsor and/or guardian designate a physician for the patient;

2. Obtain from the patient’s physician confirmation that he/she
will visit the patient and revise the patient’s treatment plan in
accordance with a schedule which he/she documents in the patient’s
medical record; and

3. Require that the patient’s physician, the patient, or the patient’s
next of kin and/or sponsor and/or guardian designate an alternate
physician to attend the patient for periodic or emergency visits
whenever the patient’s physician is not available.

8:39-7.4  Administrator’s responsibilities

(a) The administrator or his/her designee shall:

1. Verify that the patient’s medical record contains documentation
of the name, address, and telephone number of the patient’s
physician;

2. Notify the patient’s physician whenever a physician visit is
required or in an emergency;

3. Ensure that the patient is visited by a physician for the scheduled
visits and in response to an emergency;

4. Assist in the development of, and implement, written
procedures to provide emergency medical care. The written
procedures and a list of physicians available to provide emergency
medical care shall be posted in each nursing unit; and

5. Ensure that the patient’s next of kin and/or sponsor and/or
guardian is notified no more than three hours after the occurrence
of an accident or of deterioration in the patient’s condition, and that
the notification is documented.

8:39-7.5 Physician’s responsibilities

(a) The patient’s physician shall agree:

1. To visit the patient in accordance with a schedule which he/she
documents in the patient’s medical record, and to write, sign, and
date a progress note at the time of each visit;

2. To write the medical portion of the patient treatment plan at the
time of the patient’s admission, and to review and revise the patient
treatment plan in accordance with a schedule which he/she
documents in the patient’s medical record; and

3. Tobe called in any emergency.

8:39-7.6  Physician’s documentation

(a) The physician shall document in the patient’s medical record:

1. A signed, dated admission and medical history, and a report of
physical examination, including patient’s weight, results of chest
X-ray (at the discretion of the physician), medical findings,
diagnoses, and rehabilitation potential. Patients under age 35 shall
also have an intradermal tuberculin test (and follow-up if
necessary), with the exception of positive tuberculin reactors, who
shall have a chest X-ray given within a period of time specified and
documented by a physician in the patient’s medical record. These
shall be provided by the physician within 48 hours before or after
the patient's admission to the facility, unless such history and
examination were performed within five days prior to admission
and documented in the patient’s medical record;

2. The medical care plan which is the medical portion of the
patient treatment plan; and

3. All initial and subsequent orders for services to be provided to
the patient, including the frequency and modality of rehabilitation
services.

SUBCHAPTER 8. NURSING SERVICES

8:39-8.1  Services

(a) The facility shall provide nursing services and licensed nursing
personnel 24 hours a day, seven days a week.

(b) The facility shall maintain the organization, management, and
operation of nursing services in accordance with a written
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organizational plan which shall describe the responsibility,
authority, and accountability relationships of personnel, the
functional structure of the service, and the relationship of the
nursing service to other services.

(c) There shall be nursing and ancillary nursing personnel on each
nursing unit to provide at least 2.75 hours of direct nursing care for
each skilled nursing patient, 2.5 hours for each [CF-A patient, and
1.25 hours for each ICF-B patient, during a 24-hour period. Direct
nursing care shall be limited to nursing duties.

(d) There shall be at least one registered professional nurse on the
day shift seven days a week.

(e) Computation of direct nursing care time shall not include the
hours of the director of nursing services, except in facilities with
45 or fewer beds.

(f) No member of the nursing staff shall be counted in the staffing
pattern of more than one nursing unit per shift.

(g) Of the total nursing personnel, the ratio of registered
professional nurse hours to ancillary nursing hours shall not be less
than one to five, with 25 percent credit for licensed practical nurse
hours. Professional and licensed nursing personnel shall be
distributed on each shift.

(h) There shall be at least two nursing personnel awake and on duty
atall times.

(i) The facility shall have on duty at all times during the day shift
a registered professional nurse designated in writing as the director
of nursing services. A licensed nurse shall be designated in writing
to act in the director’s absence on evening and night shifts or when
the director is not available.

8:39-8.2  Director of nursing services’ responsibilities

(a) The director of nursing services shall be responsible for the
direction, provision, and quality of nursing care provided. He/she
shall be responsible for, but not limited to, the following:

1. Developing and maintaining written objectives, standards of
practice, policies, a procedure manual, and an organizational plan
for the nursing service;

2. Participating in total planning and budgeting for the nursing
service, including recommending the number and levels of nursing
and ancillary nursing personnel to be employed;

3. Coordinating and integrating the nursing service with other
patient care services in the facility to provide a continuum of care
for the patient;

4. Participating or ensuring representation of the nursing service
in the facility’s staff committees, including, but not limited to, the
patient care policy, evaluation, pharmaceutical, and discharge
planning committees;

5. Maintaining working relationships with administration through
conferences, written memoranda, and other methods of exchanging
information;

6. Developing and maintaining written job descriptions for
nursing and ancillary nursing personnel;

7. Selecting for employment, designating staffing patterns for,
and assigning duties to all nursing and ancillary nursing personnel,
to provide 24-hour-a-day coverage;

8. Assisting in the development of, and participating in, staff
orientation and staff education programs for the facility and the
nursing service, and documenting these activities;

9. Ensuring that a registered professional nurse assesses the
nursing needs of each patient, prepares an individual nursing care
plan for each patient upon admission, and reassesses the nursing
needs of each patient in accordance with a schedule which he/she
documents in the patient’s medical record;

10. Ensuring that nursing services are provided to each patient;

11. Ensuring that each patient has a written patient treatment plan,
coordinated and maintained by the nursing service, in accordance
with the physician’s medical care plan, and implemented upon
admission;

12. At the time of discharge, ensuring that the nursing portion of
the patient treatment plan and the nursing portion of the discharge
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summary and discharge plan are provided in the patient’s medical
record; and

13. Providing daily documentation, including, but not limited to,
the daily census and staffing patterns, and indicating classification
and number of nursing, ancillary nursing, and relief personnel who
worked on each nursing unit for each shift.

8:39-8.3  Supervisor of nurses’ responsibilities

(a) In facilities with a full-time supervisor of nurses, the supervisor
shall be responsible for, but not limited to, the following:

1. Assisting in employment interviews and in employing and
assigning nursing and ancillary nursing personnel to nursing units;

2. Making daily rounds to observe patients and nursing care;

3. Reviewing and evaluating patient treatment plans and nursing
care plans;

4. Supervising and evaluating staff performance;

5. Consulting with the charge nurse to determine the nursing care
needed and to make staffing recommendations to the director of
nursing services;

6. Assisting the director of nursing services in determining staff
education needs and in the planning and organization of staff
orientation and staff education programs; and

7. Assisting the director of nursing services in developing and
maintaining written objectives, standards of practice, policies, a
procedure manual, and an organizational plan for the nursing
service.

8:39-8.4  Charge nurse’s designation and responsibilities

(a) The director of nursing services shall designate in writing a
charge nurse on each nursing unit for each shift, seven days a week.
The charge nurse shall be responsible for, but not limited to, the
following:

1. Supervising and evaluating all nursing and ancillary nursing
personnel and activities related to nursing care in the nursing unit;

2. Assessing the needs of each patient, developing, implementing,
and evaluating the nursing portion of the patient treatment plan;

3. Assigning duties and delegating responsibilities to nursing and
ancillary nursing personnel for provision of nursing care;

4. Assisting in the organization and teaching of staff orientation
and staff education programs for nursing and ancillary nursing
personnel;

5. Assisting the director of nursing services in developing and
maintaining written objectives, standards of practice, policies, a
procedure manual, and an organizational plan for the nursing
service;

6. Assuming responsibility for direct patient care; and

7. Assuming responsibility for observations, evaluations, and
reporting of patients’ symptoms, reactions, and progress to the
patient’s physician.

8:39-8.5  Nursing personnel responsibilities

(a) In accordance with the State of New Jersey Nursing Practice
Act, N.J.S.A. 45:11-23 et seq., the standards in N.J.A.C. 8:39-7
and 8:39-9, and written job descriptions, nursing and ancillary
nursing personnel shall be responsible for, but not limited to, the
following:

1. Providing direct nursing care;

2. Ensuring that each patient receives treatments, medications,
and diets in accordance with the physician’s medical care plan;

3. Ensuring that each patient is kept clean, dry, and comfortable;

4. Providing care toward the prevention of decubitus ulcers;

5. Providing care toward the prevention of infection, accident, and
injury;

6. Assessing the needs of each patient and developing,
implementing, evaluating, and revising the nursing care plan;

7. Assisting patients who need help with meals. Nursing and/or
ancillary nursing personnel shall be in the dining room during each
meal,

8. Assessing, observing, and monitoring the patient’s response to
treatment and nursing care;
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9. Coordinating nursing care with other patient care services;

10. Teaching, supervising, and consulting with other personnel,
the patient, next of kin and/or sponsor and/or guardian, regarding
methods of meeting the nursing care needs and other related
problems of the patient (licensed nursing personnel only shall
perform these functions).

(b) Nursing and ancillary nursing personnel shall be responsibie
for providing restorative nursing care to all patients. This shall
include, but not be limited to, the following:

1. Maintaining the patient’s body positioning and alignment both
in and out of bed, performing passive range of motion exercises,
and teaching the patient to perform active range of motion
exercises;

2. Encouraging and assisting bedfast patients to change position
at least every two hours day and night to stimulate circulation and
prevent decubitus ulcers, contractures, and other deformities;

3. Encouraging patients to remain out of bed, except when
contraindicated by a physician’s orders;

4. Encouraging patients to achieve independence in activities of
daily living by teaching self-care, transfer, and ambulation
activities;

5. Assisting patients to use their prosthetic devices in accordance
with a physician’s instructions;

6. Assisting patients to carry out prescribed rehabilitation therapy
between visits of the therapist; and

7. Instituting and maintaining bowel and bladder training.

8:39-8.6  Nursing portion of the medical record

(a) In accordance with written job descriptions and with the
standards in this document, nursing personnel shall enter in the
patient’s medical record:

1. The nursing care plan which is the nursing portion of the patient
treatment plan. This shall be reviewed, and revised as necessary,
by a registered professional nurse in accordance with a schedule
documented in the patient’s medical record;

2. Clinical notes;

3. Progress notes, in accordance with a schedule documented in
the patient’s medical record; and

4. A record of medication: After each administration of
medication, the following shall be documented: name and strength
of the drug, date and time of administration, dosage administered,
route of administration, and signature of the licensed nurse
administering the drug. (Initials may be used after the licensed
nurse’s full signature appears at least once in the patient’s medical
record in accordance with a system approved by the Department.)

8:39-8.7  Nursing care services related to pharmaceutical
services

(a) Nursing personnel shatl be responsible for, but not limited to,
ensuring the following:

1. All medications are prescribed in writing and the order signed
and dated by the prescriber. Medications shall be administered in
accordance with all Federal and State laws and regulations by the
following licensed or authorized personnel:

i. Registered professional nurses;

il. Licensed practical nurses who have undergone formal training
in the administration of medication in programs approved by the
New Jersey State Board of Nursing;

iii. Nurses with valid “permission to work™ letters issued by the
New Jersey State Board of Nursing (N.J.A.C. 13:37-3.5; 13:37-
4.6; 13:37-10.4; and 13:37-11.5). This excludes foreign exchange
visitor nurses;

iv. Unlicensed nurses who are graduates of domestically
accredited nursing schools, pending the results of the first two
consecutive licensing examinations immediately following the
completion of their nursing program (N.J.A.C. 13:37-2.7 and
13:37-9.5); and

v. Student nurses in a school of nursing approved by the New
Jersey State Board of Nursing under the direct supervision and
within immediate view of a registered professional nurse.
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2. Medications are not prepoured: Medications are administered
promptly (immediately) after the dose has been prepared, and by
the individual who prepared the dose, except where a unit dose drug
distribution system is used, and documented in the patient’s
medical record by that individual;

3. Medications for individual patients are kept stored in the
original prescription containers and there is no transferring between
containers;

4. Medications prescribed for one patient are not administered to
another patient;

5. Medication errors and adverse drug reactions are orally reported
immediately to the director of nursing services, the prescriber, and
the administrator, and an entry made in the patient’s medical record
by the end of the shift;

6. Discontinued, unused, expired (outdated), recalled, visibly
deteriorated, or unlabelled drugs and intravenous solutions, and
containers with worn, illegible, damaged, incomplete, or missing
labels, are returned to the institutional pharmacy or, in the absence
of an institutional pharmacy, to a location specified in the policies
and procedures manual, for relabeling, disposal, or destruction
within 30 days, in accordance with State and Federal laws. Drug
product defects 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;

7. Medications for external use are kept separate from medications
for internal use;

8. All medications are kept in locked storage areas: Medication
storage and preparation areas shall be kept locked when not in use.
Medications requiring refrigeration shall be kept in a separate,
locked box in the refrigerator, in a locked refrigerator, or in a
refrigerator in the locked medication room, in or near the nursing
unit. The refrigerator shall have a thermometer to indicate
temperature in conformance with U.S.P. (United States
Pharmacopoeia) requirements;

9. Hypodermic needles and syringes are stored, used, and
disposed of in accordance with the laws of the State of New Jersey
and amendments thereto. A verifiable record system shall be
maintained of the purchase, storage, and disposal of hypodermic
needles and syringes;

10. Controlled substances are stored and verified according to the
Controlled Dangerous Substances Act and amendments thereto, in
compliance with all Federal and State laws and regulations,
including the New Jersey State Board of Pharmacy Rules,
concerning procurement, storage, dispensing, administration, and
disposition, and in accordance with the following:

i. A verifiable record system shall be maintained for controlled
substances;

ii. Controlled substances shall be stored separately from all other
substances, and in a cabinet separate from that used for storing the
unit dose drug distribution system;

iti. All substances in Schedules III and IV of the Controlled
Dangerous Substances Act and amendments thereto shall be stored
under lock and key in each nursing unit. All substances in Schedule
IT shall be stored in a separate, locked box or drawer within the
locked medication cabinet, medication room, refrigerator, or
mobile medication cart. The keys shall be kept on a person who
meets the criteria listed in (a) li-v above;;’

iv. An inventory of all substances in Schedule II of the Controlled
Dangerous Substances Act and amendments thereto, retained in
each nursing unit, shall be made at the termination of each tour of
duty. This record shall be signed by both the outgoing and incoming
nurses who shall meet the criteria listed in {a)li—v above. The
following shall be recorded: name of the patient receiving the
medication, prescriber’s name, name and strength of the drug, date
received from the pharmacy, date of administration, dosage
administered, method of administration, signature of the licensed
nurse administering the drug, amount of medication remaining,
amount of medication wasted (when appropriate), and the signature
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of the nurse witnessing the destruction of medication wasted (when
appropriate);

v. In the event that the inventories cannot be verified or drugs are
lost, contaminated, wasted, or destroyed, a report of such incident
is written and signed by the licensed nurses involved and any
witnesses present, and copies are sent for review to the director of
nursing services, the director of pharmaceutical services or
consultant pharmacist, and the administrator; and

vi. Procedures shall be established and implemented for
disposition of partial doses of controlled substances.

SUBCHAPTER 9. PHARMACEUTICAL SERVICES

8:39-9.1  Services

(a) The facility shall provide pharmaceutical services, either
directly or through written agreement, 24 hours a day, seven days
aweek.

(b) The facility shall maintain the organization, management, and
operation of the pharmaceutical services in accordance with a
written organizational plan which shall describe the responsibility,
authority, and accountability relationships of personnel, the
functional structure of the service, and the relationship of the
pharmaceutical service to other services.

(c) If the facility maintains an institutional pharmacy, the
pharmacy shall be licensed by, and in accordance with, the New
Jersey State Board of Pharmacy, and shall possess a current Drug
Enforcement Administration registration and a Controlled
Dangerous Substance registration from the Department.

(d) If the facility does not maintain an institutional pharmacy to
provide direct pharmaceutical services, the facility shall appoint a
pharmacist as consultant and shall have written methods and
procedures for obtaining prescribed medications and biologicals
directly from a pharmacy licensed by the New Jersey State Board
of Pharmacy. The phone number of the pharmacy shall be posted
ateach nursing unit.
8:39-9.2  Pharmacy and therapeutics committee; policies and
procedures

(a) A multidisciplinary pharmacy and therapeutics committee
shall be appointed by and accountable to the governing authority.
The committee shall consist of at least the medical director, the
administrator, a representative of the nursing staff, and the director
of pharmaceutical services or consultant pharmacist. The
committee shall meet at least quarterly, and shall document dates
of meetings, arecord of attendance, and the committee’s activities,
findings, and recommendations.

(b) The committee shall be responsible for, but not limited to,
development of policies and procedures, approved by the
Department, including at least the following:

1. Policies and procedures regarding emergency kits, including
the following:

i. Approval of their contents;

ii. Approval of their locations;

ili. Determination of the frequency for checking contents,
including expiration dates;

iv. Assignment of responsibility for checking the contents; and

v. Ensuring that emergency kits are not kept under lock and key.

2. Methods for obtaining drugs, including in emergencies;

3. A policy that the label of each patient’s individual medication
container is permanently affixed and indicates the patient’s full
name and location in the facility, physician’s name, prescription
number, name and strength of drug (if indicated by the prescriber),
date of issue, name, address, and telephone number of the
pharmacy issuing the drug, cautionary and/or accessory labels, and
directions for use;

4. Policies and procedures in the event that a patient refuses a
prescribed medication;

5. Policies and procedures for drug administration, including, but
not limited to, the following:
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i. Procedures for a drug distribution and medication
administration system, approved by the Department;

ii. Times of day for administration of medications prescribed for
fixed intervals; and

iii. Procedures for documentation in the patient’s medical record
of medications administered, including the name and strength of the
drug, date and time of administration, dosage administered, method
of administration, and signature of the person administering the
drug.

6. If in accordance with facility policy, policies and procedures
regarding self-administration of medications, including, but not
limited to, the following:

i. Self-administration shall not be permitted, except on written
order of the prescriber as documented in the patient’s medical
record;

ii. Storage of medications in locked storage areas in patients’
rooms. Duplicate keys to medication storage areas in patients’
rooms are available to the administrator or his/her alternate;

iii. Specifications for labeling of medications;

iv. Methods for documentation in the patient’s medical record of
self-administration;

v. Training of patients in self-administration; and

vi. Ensuring that patients do not share their medications or take
the medications of another patient. .

7. Policies and procedures prohibiting the use of previously
acquired personal medications of patients;

8. A policy that, if medications are released to patients upon
discharge, this shall be done only on the written authorization of
the prescriber, and relabeled and repackaged by the pharmacist with
directions for use, in accordance with the New Jersey State Board
of Pharmacy Rules. Documentation of released medications shall
be entered in the patient’s medical record;

9. Policies and procedures for documenting and revicwing adverse
drug reactions, medication errors, and drug defects, including, but
not limited to, the following:

i. Allergies shall be documented in the patient’s medical record
and on its outside front cover: and

ii. Medication errors and adverse drug reactions shall be orally
reported immediately to the director of nursing services, the
prescriber, and the administrator, and an entry made in the patient’s
medical record. The pharmacy and therapeutics committee shall
review all incidents relating to drugs.

10. Policies and procedures for ensuring the immediate delivery
of initial or stat. doses;

11. Policies and procedures for stop orders, including, but not
limited to, the following:

i. The length of time orders may be in effect; and

ii. Drugs not specifically limited as to duration of use or number
of doses when ordered shall be controlled by automatic stop orders .

12. If drug dispensing devices are used, policics and procedures
for their use, in accordance with the New Jersey State Board of
Pharmacy Rules;

13. Policies and procedures regarding the provision of current
pharmaceutical reference materials and sources of information,
approved by the pharmacy and therapeutics committee.
Information on drugs, including investigational drugs if used, their
indications, contraindications, actions, reactions, interactions,
cautions, precautions, toxicity, and dosage, shall be provided in
each nursing unit. Current antidote information and the telephone
number of the regional poison control center shall be available in
the pharmacy and/or each nursing unit. Current Federal and State
drug law information shall be available. The pharmacy and
therapeutics committee shall specify the minimal reference
materials to be kept in the nursing unit, and methods for
communicating product information to the staff,

14. A list of abbreviations and chemical symbols; and

15. Policies and procedures concerning the activities of medical
and pharmaceutical sales representatives in the facility. Drug
samples shall not be distributed or used in the facility.
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8:39-9.3  Director of pharmaceutical services/consultant
pharmacist responsibilities

(a) A pharmacist shall be appointed as director of pharmaceutical
services or as consultant pharmacist. He/she shall be responsible for
the direction, provision, and quality of the pharmaceutical services
provided. He/she shall be responsible for, but not limited to, the
following:

1. Together with the pharmacy and therapeutics committee,
developing and maintaining written objectives, standards of
practice, policies, a procedure manual, and an organizational plan
for the pharmaceutical service;

2. Coordinating and integrating the pharmaceutical service with
other patient care services in the facility to provide a continuum of
care for the patient;

3. Participating or ensuring representation of the pharmaceutical
service in staff committees, at least on a consultative basis;

4. Maintaining working relationships with administration through
conferences, written memoranda, and other methods of exchanging
information;

5. Assisting in the development of, and participating in, staff
orientation and staff education programs for the facility, and
documenting these activities;

6. Providing pharmaceutical services to patients;

7. Providing guidance and consultation regarding pharmaceutical
services to patients, staff, and the public;

8. Preparing, reviewing, dating, and signing the pharmacist
consultation sheet in each patient’s medical record at least every 30
days, noting any problems such as interactions or incorrect dosages;

9. Providing reports to the pharmacy and therapeutics committee
on the status of the facility’s pharmaceutical services, an analysis
of any incident reports relating to drug therapy, and results of the
monthly inspection of all areas in the facility where medications are
dispensed, administered, or stored.

SUBCHAPTER 10. DIETARY SERVICES

8:39-10.1  Services

(a) The facility shall meet the daily nutritional needs of patients
by providing dietary services directly or through written agreement.
If services are provided through written agreement, the services
provided shall adhere to these standards.

(b) The facility shall maintain the organization, management, and
operation of dietary services in accordance with a written
organizational plan which shall describe the responsibility,
authority, and accountability relationships of personnel, the
functional structure of the service, and the relationship of the
dietary service to other services.

8:39-10.2  Dietitian’s appointment

The facility shall appoint a dietitian on a full-time, part-time, or
consultant basis. The dietitian shall provide dietary services in the
facility at least eight hours per month with additional consultation
hours as needed to comply with these standards. If the dietitian is
appointed on a consultant basis, his/her hours shall be scheduled for
different times on successive visits.

8:39-10.3  Dijetitian’s responsibilities

(a) The dietitian shall be responsible for the direction, provision,
and quality of the dietary service provided. He/she shall be
responsible for, but not limited to, the following:

1. Developing and implementing written objectives, standards of
practice, policies, a procedure manual, and an organizational plan
for the dietary service;

2. Participating in planning and budgeting for the dietary service,
including recommending to the administrator the number and levels
of dietary service personnel to be employed and the equipment and
supplies to be purchased, and developing methods of food cost
control;

3. Coordinating and integrating the dietary service with other
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patient care services in the facility and with services in the
community to provide a continuum of care for the patient;

4. Participating or ensuring representation of the dietary service
in the facility’s staff committees, at least on a consultative basis;

5. Maintaining working relationships with administration through
conferences, written memoranda, and other methods of exchanging
information;

6. Developing and maintaining written job descriptions for dietary
personnel;

7. Participating in selecting for employment, assigning duties to,
supervising, and evaluating all dietary personnel;

8. Assisting in the development of, and participating in, staff
orientation and staff education programs for the facility, and
documenting these activities;

9. Assessing, upon admission, the dietary needs of the patient,
preparing the dietary portion of the patient treatment plan, and
reassessing the patient’s response to dietary services in accordance
with a schedule which the dietitian documents in the patient’s
medical record;

10. Ensuring the provision of dietary services to the patient, as
specified in the patient treatment plan;

11. Providing dietary counseling and nutritional guidance to the
patient, his/her family, and staff;

12. Participating in developing, implementing, reviewing, and
revising the dietary portions of the patient treatment plan and
discharge plan; and

13. Reviewing and approving all menus.

8:39-10.4  Facility’s responsibilities

(a) The facility shall ensure that the dietary service:

1. Provides nutrients and calories for each patient, as ordered by
a physician, based upon current recommended dietary allowances
of the Food and Nutrition Board of the National Academy of
Sciences, National Research Council, adjusted for age, sex,
weight, physical activity, and therapeutic needs of the patient;

2. Provides a current diet manual, approved by the patient care
policy committee, the dietitian, and the Department, in the dietary
department and in each nursing unit;

3. Serves diets that are consistent with the diet manual and in
accordance with physicians’ orders;

4. Schedules dietary service personnel for a period of at least 12
hours daily;

5. Schedules meals so that no more than 14 hours elapses between
an evening meal and breakfast the next morning, and the first meal
is not served before 7:00 A.M.;

6. Selects foods and beverages and prepares menus with regard
for the nutritional and therapeutic needs, cultural backgrounds,
food habits, and personal food preferences of patients;

7. Has written and dated menus planned at least 14 days in advance
for all diets, and does not use the same menu more than once in one
week;

8. Posts current menus with portion sizes in the food preparation
area, and posts any changes in menus. Menus, with changes, shall
be kept on file in the dietary department for at least 30 days;

9. Prepares and serves daily to patients at least three meals or their
equivalent. At least two meals shall contain three or more menu
items, one of which is or shall include a high quality protein food
such as meat, fish, eggs, or cheese. Each meal shall represent no
less than 20 percent of the day’s total calories, and at least 10
percent of the day’s total calories shall be provided by protein;

10. Provides between meal and bedtime nounishments and has
beverages available at all times for each patient, unless
contraindicated by a physician as documented in the patient’s
medical record;

11. Offers substitute foods and beverages to all patients who
refuse the food served at mealtimes. Such substitutes shall be of
equivalent nutritional value;

12. Designates responsibility for observation and documentation
of meals refused or missed;

13. Provides self-help feeding devices;
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14. Prepares food by cutting, chopping, grinding, or blending to
meet the needs of each patient; and

15. Complies with the provisions of the New Jersey State Sanitary
Code.N.J.A.C. 8:24.

(b) Each patient shall be encouraged to eat in the dining room,
unless bedfast and/or contraindicated, as documented by a
physician in the patient’s medical record.

8:39-10.5 Food service supervisor’s appointment

The facility shall appoint a full-time food service supervisor who,
if not a dietitian, functions with scheduled consultation from a
dietitian.

8:39-10.6  Food service supervisor’s responsibilities

(a) The food service supervisor, under the direction of a dietitian,
shall be responsible for, but not limited to, the following:

1. Implementing written objectives, standards of practice,
policies, procedures, and the organizational plan for the dietary
service;

2. Coordinating and integrating the dietary service with other
patient care services to provide a continuum of care for the patient;

3. Maintaining working relationships with administration through
conferences, written memoranda, and other methods of exchanging
information;

4. Assisting in the development of, and participating in, staff
orientation and staff education programs for the facility and the
dietary service, and documenting these activities;

5. Maintaining a record of all patients, identified by name,
location, diet order, and such other information as food likes and
dislikes, allergies, and meal patterns when on a calculated diet.
Such identification shall appear on each patient’s tray or in the
dining room;

6. Ensuring that therapeutic diets as ordered by a physician are
served, and that no patient receives a therapeutic diet, except as
ordered by a physician;

7. Establishing and maintaining a method of recording and
transmitting diet orders and changes received from the nursing
service;

8. Maintaining a file of recipes, adjusted to yield, which shall be
used in preparing foods listed on the posted menus;

9. Recommending the quantity, kinds, and variety of food and
supplies to be purchased; and

10. Providing records of weekly menus of all diets served to
patients.

8:39-10.7 Dietary portion of the medical record

(a) The dietitian shall enter in the patient’s medical record:

1. The dietary care plan which is the dietary portion of the patient
treatment plan. This shall be reviewed, and revised as necessary,
by the dietitian in accordance with a schedule documented in the
patient’s medical record;

2. Clinical notes; and

3. Progress notes, in accordance with a schedule which the
dietitian documents in the patient’s medical record.

SUBCHAPTER 11. REHABILITATION SERVICES

8:39-11.1  Services

(a) The facility shall provide physical and occupational therapy,
speech pathology, and audiology services directly or through
written agreement, when prescribed by a physician. Such services
shall be performed on the premises for skilled nursing patients.

(b) The facility shall maintain the organization, management, and
operation of rehabilitation services in accordance with a written
organizational plan which shall describe the responsibility,
authority, and accountability relationships of personnel, the
functional structure of the service, and the relationship of the
rehabilitation service to other services.
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8:39-11.2  Supervisor’s appointment and responsibilities

(a) The facility shall appoint a supervisor for each rehabilitation
service offered, who shall be responsible for the direction,
provision, and quality of the rehabilitation service. He/she shall be
responsible for, but not limited to, the following:

1. Developing and maintaining written objectives, standards of
practice, policies, a procedure manual, and an organizational plan
for the rehabilitation service;

2. Participating in planning and budgeting for the rehabilitation
service, including recommending to the administrator the number
and levels of rehabilitation personnel to be employed and the
equipment and supplies to be purchased;

3. Coordinating and integrating the rehabilitation service with
other patient care services in the facility to provide a continuum of
care for the patient;

4. Participating or ensuring representation of the rehabilitation
service in the facility’s staff committees, at least on a consultative
basis;

5. Maintaining working relationships with administration through
conferences, written memoranda, and other methods of exchanging
information;

6. Developing and maintaining written job descriptions for
rehabilitation personnel;

7. Selecting for employment, assigning duties to, supervising, and
evaluating all rehabilitation service personnel,;

8. Assisting in the development of, and participating in, staff
orientation and staff education programs for the facility and
documenting these activities;

9. Ensuring that the rehabilitation personnel assess the
rehabilitation needs of each patient upon orders of a physician,
prepare an individual rehabilitation care plan, and reassess the
patient’s response to rehabilitation services in accordance with a
schedule which the therapist, speech pathologist, or audiologist
documents in the patient’s medical record; and

10. Ensuring that rehabilitation services are provided to the patient
as specified in the patient treatment plan,

8:39-11.3  Therapist’s, speech pathologist’s, and audiologist’s
responsibilities

(a) Each therapist, speech pathologist, and audiologist shall be
responsible for, but not limited to, the following:

1. Assessing the degree of functioning and disability of the patient
receiving the service, preparing the rehabilitation care plan, and,
with a physician, reassessing the patient’s response to treatment in
accordance with a schedule which the therapist, speech pathologist,
or audiologist justifies and documents in the patient’s medical
record;

2. Providing treatment services as specified in the rehabilitation
care plan, and reporting the patient’s responses to a physician
within 14 days of the initiation of rehabilitation services;

3. Providing rehabilitation guidance and consultation to other
patient care personnel;

4. Developing a maintenance rehabilitation regimen for the patient
when approved by a physician, instructing other patient care
personnel in its procedures, and reevaluating and revising the
maintenance regimen, as indicated in the rehabilitation care plan;
and

5. Participating in developing, reviewing, and revising the
rehabilitation portion of the patient treatment plan of patients
receiving rehabilitation services.

8:39-11.4 Rehabilitation portion of the medical record

(a) Each therapist, speech pathologist, and audiologist providing
services to the patient shall enter in the patient’s medical record:

1. The rehabilitation care plan which is the rehabilitation portion
of the patient treatment plan. This shall be reviewed, and revised
as necessary, by the therapist, speech pathologist, or audiologist,
and by a physician in accordance with a schedule documented in
the patient’s medical record;

2. Clinical notes; and
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3. Progress notes, in accordance with a schedule which the
therapist, speech pathologist, or audiologist documents in the
patient’s medical record.

SUBCHAPTER 12. SOCIAL SERVICES

8:39-12.1  Services

(a) The facility shall provide social services directly or through
written agreement.

(b) The facility shall maintain the organization, management, and
operation of social services in accordance with a written
organizational plan which shall describe the responsibility,
authority, and accountability relationships of personnel, the
functional structure of the service, and the relationship of the social
service to other services.

(c) The facility shall ensure visual and auditory privacy for social
service interviews with patients and their families and/or sponsors
and/or guardians.
8:39-12.2  Social worker’s or social work designee’s
appointment; consultation

(a) The facility shall appoint a social worker or a social work
designee who shall provide social services in the facility at least one
hour per week for every six patients. Social work consultation to
the designee shall be at least eight hours per month in facilities with
more than 60 patients and at least four hours per month in facilities
with 60 or fewer patients. Social work consultation shall be on-site
and provided in accordance with the following time frames:

1. For at least two years, if the social work designee has an
associate’s degree with two years of social work experience;

2. For at least one year, if the social work designee has a
bachelor’s degree other than in social work; or

3. For at least six months, if the social work designee has a
bachelor’s degree in social work without a practicum in a health
care or geriatric setting; and

4. Social work consultation shall not be required when the social
work designee has a bachelor’s degree in social work and has
completed a practicum in a health care or geriatric setting.
8:39-12.3  Social worker’s or social work designee’s
responsibilities

(a) The social worker, or the designee under the direction of the
social worker, shall be responsible for the direction, provision, and
quality of the social service. He/she shall be responsible for, but not
limited to, the following:

1. Developing and implementing written objectives, standards of
practice, policies, a procedure manual, and an organizational plan
for the social service. This shall include policies and procedures for
the use and coordination of social services available through
hospitals, community health programs, and community social
agencies;

2. Participating in planning and budgeting for the social service,
including recommending to the administrator the number and levels
of social service personnel to be employed and the equipment and
supplies to be purchased;

3. Coordinating and integrating the social service with other
patient care services to provide a continuum of care for the patient;

4. Participating or ensuring representation of the social service in
the facility’s committees, at least on a consultative basis;

5. Maintaining working relationships with administration through
conferences, written memoranda, and other methods of exchanging
information,;

6. Developing and maintaining written job descriptions for social
service personnel;

7. Selecting for employment, assigning duties to, supervising, and
evaluating all social service personnel,

8. Assisting in the development of, and participating in, staff
orientation and staff education programs for the facility and
documenting these activities;
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9. Assessing each patient to identify any social service needs or
problems he/she may have in the facility and/or with his/her family,
reassessing the patient’s social service needs at least every six
months, and preparing an individual social service care plan if the
assessment or reassessment indicates a need for social services;

10. Providing ongoing individual and/or group counseling of
patients, their families and/or sponsors and/or guardians;

11. Ensuring social services as specified in the social service care
plan;

12. Contacting social service and other agencies for information,
referrals, and services; and

13. Participating in developing, implementing, reviewing, and
revising the social service portion of the patient treatment plan.

8:39-12.4  Social service portion of the medical record

(a) The social worker or designee shall enter in the patient’s
medical record:

1. A social service assessment initiated upon admission, after an
initial interview with the patient and/or his/her family, sponsor and/
or guardian. This shall include a social history, including family
background, education, employment, interests, activities,
organizational memberships,  psychosocial  functioning,
relationships with family and friends, and reasons for, and reactions
to, placement in the facility. The assessment shall be reviewed and
revised at least every six months;

2. The social service care plan which is the social service portion
of the patient treatment plan, if the initial or subsequent assessment
indicates a need for social services. This shall be reviewed in
accordance with a schedule documented in the patient’s medical
record;

3. Clinical notes of counseling provided; and

4. Progress notes summarizing changes in the patient’s condition
and feelings, if the patient is receiving social services.

(b) The social worker or designee may file information relating to
the patient apart from the patient’s medical record, with an entry
in the patient’s medical record indicating the availability of the
additional material upon the social worker’s or designee’s approval.

SUBCHAPTER 13. PATIENT ACTIVITIES SERVICES

8:39-13.1  Services

(a) The facility shall provide a planned, diversified program of
patient activities.

(b) The facility shall maintain the organization, management, and
operation of patient activities services in accordance with a written
organizational plan which shall describe the responsibility,
authority, and accountability relationships of personnel, the
functional structure of the service, and the relationship of the patient
activities service to other services.

8:39-13.2  Facility’s responsibilities

(a) The facility shall ensure that:

1. A diversity of physical, social, intellectual, spiritual, cultural,
and recreational activities is available to enable patients to maintain
a sense of usefulness and self-respect, consisting of individual,
group, and/or independent activities on seven days of the week,
including evenings;

2. Provisions are made for relatives and friends of patients to
participate in patient activities;
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3. Patients have the opportunity to communicate with members of
the community, to participate in community activities, and to utilize
community resources, unless contraindicated by the patient’s
physician and documented in the patient’s medical record;

4. Indoor and outdoor recreation is provided;

5. Methods of transportation are provided for patients to and from
destinations in the community; and

6. Patients have the opportunity to participate in the planning and
management of their lives, such that provisions are made for
encouraging the establishment of a patient council made up of
patients in the facility.

8:39-13.3  Patient activities coordinator’s or consultant’s
appointment

(a) The facility shall appoint a patient activities coordinator who
shall provide patient activities services in the facility at least 10
hours per week for every 15 patients. Facilities with more than 60
patients shall have a fuil-time, or full- time equivalent, coordinator.
Additional patient activities time shall be provided proportionate to
the number of patients over 60.

(b) If the patient activities coordinator does not meet the
requirements as defined in N.J.A.C. 8:39-1, a patient activities
consultant shall be appointed. He/she shall provide at least four
hours of consultation in the facility per month until the activities
coordinator meets the requirements, a period not to exceed two
years.

8:39-13.4  Patient activities coordinator’s responsibilities

(a) The patient activities coordinator shall be responsible for the
direction, provision, and quality of the patient activities. He/she
shall be responsible for, but not limited to, the following:

1. Developing and maintaining written objectives, standards of
practice, policies, a procedure manual, and an organizational plan
for the patient activities service;

2. Participating in planning and budgeting for the patient activities
service, including recommending to the administrator the number
and levels of patient activities personnel to be employed, and the
equipment and supplies to be purchased;

3. Coordinating and integrating the patient activities service with
other patient care services in the facility, and with services in the
community to provide a continuum of care for the patient;

4. Participating or ensuring representation of the patient activities
service in the facility’s committees, at least on a consultative basis;

5. Maintaining working relationships with administration through
conferences, written memoranda, and other methods of exchanging
information;

6. Developing and maintaining written job descriptions for patient
activities personnel;

7. Selecting for employment, assigning duties to, supervising, and
evaluating all patient activities personnel;

8. Assisting in the development of, and participating in, staff
orientation and staff education programs for the facility and
documenting these activities;

9. Maintaining a current record of community services, resources,
programs, and materials accessible to patients, staff, and their
relatives and friends;

10. Developing a written monthly activities schedule at least one
month in advance;

11. Posting the current monthly activities schedule in each nursing
unit and where it can be read by patients, staff, and visitors;

12. Ascertaining from the medical orders of the patient’s
physician those patients who are able to participate in the activities
program, and any limitations to their participation;

13. Assessing the activities needs of each patient within seven
days of admission, preparing a patient activities care plan, and
reassessing the patient’s response to patient activities according to
a schedule documented in the patient’s medical record after
reviewing with the patient his/her participation in the activities
program;
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14. Providing patient activities guidance and consultation to other
patient care personnel;

15. Organizing and meeting with a patient activities committee of
patients to develop activities programs;

16. Participating in developing, reviewing, and revising the
patient activities portion of the patient treatment plan; and

17. Providing a record of the type and frequency of activities held,
and the number of patients participating in the activities program.

8:39-13.5  Patient activities portion of the medical record

(a) The patient activities coordinator shall enter in the patient’s
medical record:

1. The patient activities care plan which is the patient activities
portion of the patient treatment plan. This shall be reviewed by the
patient activities coordinator and revised as necessary in accordance
with a schedule documented in the patient’s medical record;

2. A record of the types and number of activities in which the
patient participates; and

3. Progress notes, written according to a schedule documented in
the patient’s medical record, after reviewing with the patient his/her
participation and progress in patient activities.

SUBCHAPTER 14. DENTAL SERVICES

8:39-14.1  Services

(a) The facility shall make available dental services, including, but
not limited to, examinations, oral prophylaxis, and emergency
dental care to relieve pain and infection, either directly or through
written agreement.

(b) Examination and oral prophylaxis shall be provided according
to a schedule established by the patient’s dentist.
8:39-14.2  Consultant’s or staff dentist’s appointment and
responsibilities

(a) The facility shall appoint a consultant or staff dentist who shall
be responsible for, but not limited to, the following;:

1. Developing and implementing written dental service and oral
hygiene policies and procedures for the care of patients; and

2. Providing staff education for nursing and other personnel in
implementing the dental service and oral hygiene policies and
procedures.

8:39-14.3  Facility’s responsibilities
The facility shall ensure that arrangements are made for
transportation for routine and emergency dental services.

8:39-14.4  Dentist’s provision of treatment

The dentist who examines the patient shall be able to provide
treatment, unless the examination indicates that a specialist is
needed.
8:39-14.5 Consultant’s or staff dentist’s documentation in
medical record

(a) The consultant or staff dentist shall enter in the patient’s
medical record:

1. An admission record of the patient’s dental status, entered
within 180 days after admission; and

2. Records of dental care provided.

SUBCHAPTER 15. LABORATORY, RADIOLOGICAL,
AND DIAGNOSTIC SERVICES

8:39-15.1  Services

(a) The facility shall provide laboratory, radiological, and
diagnostic services directly, or through written agreement with
facilities licensed or approved by the Department to provide such
services.

(b) The facility shall establish written policies to ensure that its
patients receive laboratory, radiological, and diagnostic services
ordered by the patient’s physician.
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(c) If a facility provides these services, it shall comply with all
Federal and State laws and regulations.

(d) Results of laboratory, radiological, and diagnostic services
shall be reported in writing to the patient’s physician ordering these
services.

(e) Signed and dated reports of these services shall be entered in
the patient’s medical record.

(f) The facility shall ensure that arrangements are made for
transportation of patients and for the transfer of patient information
to and from these services.

SUBCHAPTER 16. PATIENT RIGHTS

8:39-16.1  Policies and procedures

(a) The facility shall establish written policies regarding the rights
and responsibilities of patients and shall be responsible for
developing and adhering to procedures implementing such policies.
These policies and procedures shall be available to patients, staff,
and the public and shall be conspicuously posted in the facility.

(b) The staff of the facility shall be trained to implement these
policies and procedures, as specified in the staff orientation and
staff education plans.

(c) The facility shall comply with all applicable State and Federal
statutes, rules, and regulations concerning patient rights, including
N.J.S.A.30:13-1etseq., P.L. 1976, Chapter 120, and this chapter;

(d) Patient rights, policies, and procedures shall ensure that, as a
minimum, each patient admitted to the facility:

1. Is informed of these rights, as evidenced by his/her written
acknowledgment, and is given a statement of these rights and of the
facility’s rules and regulations, and an explanation of the patient’s
responsibility to obey all regulations of the facility and to respect
the personal rights and private property of other patients;

2. Is informed, and is given a written statement prior to or at the
time of admission and during stay, of services available in the
facility, of the names, professional status, and relationships of the
staff members responsible for his/her care, and of related charges,
including any charges for services not covered by sources of third-
party payment or not covered by the facility’s basic per diem rate.
This statement shall include the payment, fee, deposit, and refund
policy of the facility;

3. Is allowed to retain the services of his/her physician at his/her
own expense or under a third-party payment system; is assured of
medical care; is informed by a physician of his/her complete and
current medical condition unless medically contraindicated (as
documented, by a physician, in the patient’s medical record), in
which case the physician shall inform the patient’s next of kin and/
or sponsor and/or guardian; is afforded the opportunity to
participate in the planning of his/her care and treatment; to refuse
medication and treatment after being informed of and
understanding the consequences of such actions, and to refuse to
participate in experimental research (but if he/she chooses to
participate, his/her informed written consent shall be obtained);

4. Is transferred or discharged only for medical reasons or for his/
her welfare or that of other patients, upon the written order of the
patient’s physician, or for non-payment for the patient’s stay
(except as prohibited by sources of third-party payment), and such
actions are documented in the patient’s medical record, except in
an emergency situation, in which case the administrator shall notify
the physician and the next of kin and/or sponsor and/or guardian
immediately, and record the reason for the transfer in the patient’s
medical record. If a transfer or discharge on a nonemergency basis
is requested by the facility, the patient, or in the case of an
adjudicated mentally incompetent patient, the next of kin and/or
sponsor and/or guardian, shall be given at least 30 days advance
notice of such transfer or discharge;

5. Is encouraged and assisted, throughout the period of stay, to
exercise rights as a patient and as a citizen, and to this end may
voice grievances on behalf of him/herself or others, has a right to
action for damages or other relief for deprivations or infringements
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of the right to treatment and care established by any applicable
statute, rule, regulation, or contract, and has the right to
recommend changes in policies and services to facility personnel
and/or to outside representatives of the patient’s choice, free from
restraint, interference, coercion, discrimination, or reprisal. The
administrator shall provide all patients and/or next of kin and/or
sponsors and/or guardians with the name, address, and telephone
numbers of the following offices where complaints may be lodged:

Division of Health Facilities Evaluation

New Jersey State Department of Health

CN 367

Trenton, NJ 08625

Telephone: (800)792-9770; and

Ombudsman for the Institutionalized
Elderly

28 West State Street

Trenton, NJ 08608

Telephone: (800) 792-8820

1. The above telephone numbers shall be conspicuously posted in
the facility at every public telephone and on all bulletin boards used
for posting public notices.

6. Is free from mental and physical abuse, and free from chemical
and physical restraints, except those restraints authorized by a
physician for a specified and limited period of time or in an
emergency (see N.J.A.C. 8:39-6.2(c)16). Drugs and other
medications shall not be used for punishment, for convenience of
facility personnel, or in quantities that interfere with a patient’s
rehabilitation or living activities;

7. Is assured security in storing personal possessions and
confidential treatment of his/her personal and medical records, and
shall approve or refuse their release to any individual outside the
facility, except in the case of the patient’s transfer to another health
care facility, or as required by law or third-party payment contract;

8. Is treated with consideration, respect, and full recognition of
his/her dignity, individuality, and right to privacy, including, but
not limited to, privacy concerning his/her treatment and condition
and the care of his/her personal needs. Privacy of the patient’s body
shall be maintained during, but not be limited to, toileting, bathing,
and other activities of personal hygiene, except as needed for
patient safety or assistance. Provision shall be made for cubicle
curtains around each bed in multibedded patient rooms;

9. Is not required to perform services for the facility;

10. May associate and communicate privately with persons of his/
her choice, may join with other patients or individuals within or
outside the facility to work for improvements in patient care, may
send and receive personal mail unopened, and, upon his/her
request, shall be given assistance in the reading and writing of
correspondence. The facility shall, with the consent of the patient
being visited, permit citizens, representatives of legal services
programs, employees of the Office of the Public Advocate, and
employees and volunteers of the Office of the Ombudsman for the
Institutionalized Elderly in the Department of Community Affairs,
full and free access at a reasonable hour to the facility in order to
visit with, and make personal, social, and legal services available
to, all patients;

11. May participate in facility activities, and meet with, and
participate in activities of, social, religious, and community groups
at his/her discretion. Arrangements shall be made, at the patient’s
expense, for attendance at religious services of his/her choice, when
requested;

12. Is allowed to leave the facility during the day if his/her
physician so approves and so indicates in the patient’s medical
record. A signout sheet shall record the patient’s whereabouts at
these times. Special arrangements between a patient and the facility
shall be made in advance for overnight or longer stays away from
the facility;

13. May retain and use personal clothing and possessions as space
permits, unless to do so would infringe upon rights of other patients.
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If the patient has property on deposit with the facility, he/she shall
have daily access to such property during specific periods
established by the facility, and at a reasonable hour,

14. Has opportunity for interaction with members of either sex;
if married, is assured privacy for visits by his/her spouse; if both
spouses are patients in the facility, they shall be permitted to share
a room unless medically contraindicated (as documented, by a
physician, in the patient’s medical record);

15. Is allowed, or his/her next of kin and/or sponsor and/or
guardian is allowed, to manage the patient’s personal financial
affairs, or is given at least a quarterly written statement of financial
transactions made on his/her behalf should the facility accept his/
her written delegation of this responsibility. The written delegation
of responsibility shall be reviewed annually and witnessed by a
person who is unconnected with the facility, its operations, and its
personnel, and shall be included in the patient’s medical record.
The financial statement shall account for all the patient’s property
on deposit at the beginning of the quarter, all deposits and
withdrawals transacted during the quarter (substantiated by receipts
given to the patient or his/her next of kin and/or sponsor and/or
guardian), and the property on deposit at the end of the quarter;

16. Is allowed daily visiting hours at a reasonable hour and, if
critically ill, is allowed visits from his/her next of kin and/or
sponsor and/or guardian at any time, unless medically
contraindicated (as documented, by a physician, in the patient’s
medical record). The facility shall conspicuously post that visiting
hours are from 8:00 A.M. to 8:00 P.M. daily. Members of the
clergy shall be notified by the facility at the patient’s request, and
shall be admitted at the request of the patient and/or next of kin and/
or sponsor and/or guardian at any time. Privacy shall be ensured for
visits with family, friends, clergy, social workers, or for
professional or business purposes;

17. Is allowed unaccompanied access to telephones at a reasonable
hour, both to make and to receive confidential calls, and has the
right to a private phone at his/her expense;

18. Is not required to go to bed before the end of visiting hours,
unless ordered by a physician and documented in the patient’s
medical record;

19. Is assured of exercising civil and religious liberties, including
the right to independent personal decisions. No religious beliefs or
practices, or any attendance at religious services, shall be imposed
upon any patient or facility. Knowledge of available choices shall
not be infringed and the facility shall encourage and assist in the
exercise of these rights;

20. Is not the object of discrimination with respect to participation
in recreational activities, meals, or other social functions because
of age, race, religion, sex, or nationality. The patient’s
participation may be restricted or prohibited if recommended by the
patient’s physician in the patient’s medical record, and consented
to by the patient;

21. Is not deprived of any constitutional, civil, and/or legal rights
solely by reason of admission to the facility; and

22. Is allowed to discharge him/herself from the facility upon
presentation of a written release and, if the patient is an adjudicated
mental incompetent, upon the written consent of his/her next of kin
and/or sponsor and/or guardian. In such a case, the facility is free
from any responsibility for the patient upon his/her discharge.

SUBCHAPTER 17. MEDICAL RECORDS

8:39-17.1  Maintenance of medical records

(a) The facility shall maintain a medical record for each patient,
filed in the area in which the patient is located, and containing
documentation of all services provided.

(b) The facility shall maintain the organization, management, and
operation of these services in accordance with a written
organizational plan which shall describe the responsibility,
authority, and accountability relationships of personnel, the
functional structure of the service, and the relationship of the
service to other services.
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8:42B-17.2  Assignment of responsibility

The facility shall assign supervisory responsibility for the medical
record service to a full-time employee, who, if not a medical record
practitioner, functions with consultation from a person so qualified.

8:39-17.3  Medical records

(a) The complete patient medical record shall include, but not be
limited to, the following:

1. Patient identification data, including name, date of admission,
address, date of birth, race and religion (optional), sex, payment
plan, marital status, and the name, address, and telephone number
of the patient’s next of kin and/or sponsor and/or guardian;

2. Name, address, and telephone number of the patient’s
physician and designated alternate(s);

3. The patient’s signed acknowledgement that he/she has been
informed of and given a copy of patient rights and responsibilities;

4. A summary of the admission interview;

5. A physician’s signed, dated admission and medical history, and
report of physical examination, including patient’s weight upon
admission;

6. A patient treatment plan, including the medical care plan which
is the medical portion of the patient treatment plan, signed and dated
by the physician, including frequency and modality of
rehabilitation therapy;

7. Clinical notes;

8. Progress notes;

9. A pharmacist consultation sheet;

10. A care plan for each service providing care to the patient;

11. A social service assessment;

12. A record of medications administered, including the name and
strength of the drug, date and time of administration, dosage
administered, method of administration, and signature of the person
administering the drug;

13. A record of self-administered medications, if the patient self-
administers medications, in accordance with the facility’s policies
and procedures;

14. Reports of laboratory, radiological, and diagnostic services;

15. Reports of accidents and incidents;

16. A record of any treatment, medication, or service, including
aphysician’s visit, refused by the patient; .

17. Summaries of all referrals and services provided at other
health care facilities, and documentation of follow-up;

18. The quarterly financial statement, the written delegation of
responsibility (if any), and a record of the clothing, personal
effects, valuables, funds, and other property deposited by the
patient with the facility for safekeeping, signed by the patient and
his/her next of kin and/or sponsor and/or guardian, and
substantiated by receipts given to the patient, his/her next of kin
and/or sponsor and/or guardian;

19. Reports of podiatric services, eye examinations, dental
services, including dental admission records, and auditory testing,
if provided;

20. Summaries of conferences and consultations;

21. Documentation of any medication released to the patient upon
discharge;

22. Any signed consent forms;

23. The discharge plan (which may be documented in the patient
treatment plan); and

24. The discharge summary, including the patient’s name,
address, dates of admission and discharge, and a summary of the
treatment and medication provided during the patient’s stay, in
accordance withN.J.S.A. 26:8-5 et seq.

(b) A unit record system shall be maintained, in which the
patient’s completed medical record is filed as one unit, in one
location within the facility.

(c) All initial and subsequent orders for treatment, medication,
and diet shall be prescribed in writing and signed and dated by the
prescriber, in accordance with the laws of the State of New Jersey.

(d) All entries contained in the patient medical record shall be
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typewritten or written in ink, legible, and signed and dated by the
person documenting them.

(e) All medical records shall be preserved in accordance with
N.J.S.A.26:8-5 et seq.

(f) All records shall be kept confidential in accordance with
applicable rules and regulations. The written consent of the patient
shall be obtained for release of medical record information.

(g) The patient’s medical record shall be completed within 30 days
of the patient’s discharge.

8:39-17.4  Access to medical records

(a) The facility shall develop and implement written policies and
procedures, approved by the Department, governing the
availability, release, and/or provision of copies of the patient’s
medical record to the patient and/or the patient’s authorized
representative. The written policies and procedures shall include,
but not be limited to, the following:

1. Protection of medical record information against loss,
destruction, or unauthorized use;

2. Establishment of a fee schedule for obtaining copies of the
patient’s medical record;

3. Definition of the business hours during which the patient has
access to his/her medical record;

4. Availability of the patient’s medical record to the patient’s
authorized representative if it is medically contraindicated (as
documented, by a physician, in the patient’s medical record) for the
patient to have access to or obtain copies of the record; and

5. Procedures to ensure that the patient’s medical record is
provided within 30 calendar days of the written request.

8:39-17.5  Transfer of medical records

Upon transfer of a patient to another health care facility, a copy,
summary, or abstract of the patient’s medical record, with the
patient’s written consent, shall be provided to the receiving facility
within 24 hours of the transfer. If permission is denied, a copy of
the written denial shall be kept in the patient’s medical record at the
facility. If the patient refuses to sign the denial of permission, a
witnessed, written statement by a staff member indicating such
shall be included in the patient’s medical record.

8:39-17.6  Storage and retrieval of medical records

If the facility plans to cease operations, it shall notify the
Department in writing, at least 14 days before cessation of
operation, of the location where medical records shall be stored and
of the methods of retrieval of medical records.

SUBCHAPTER 18. PATIENT CARE STATISTICS

8:39-18.1 Records

(a) The facility shall maintain the following written records in a
place, form, and system approved by the Department:

I. An admission/discharge register consisting of a daily
chronological listing of patients admitted and discharged, including
name of patient, age, sex, date of birth, diagnosis, place from which
patient is admitted or transferred (for admissions), and place to
which patient is discharged or transferred (for discharges); and

2. A daily census record indicating total admissions, total
discharges, and total deaths, with cumulative figures for each
month and each year.

(b) The facility shall submit a completed questionnaire entitled
“Long-Term Care Facilities Statistical Report,” supplied by the
Department. The questionnaire is to be submitted annually during
the month of July.

SUBCHAPTER 19. DISCHARGE PLANNING
8:39-19.1  Facility’s responsibilities

The facility shall establish and implement a discharge planning
program.
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8:39-19.2  Discharge planning committee; policies and
procedures

(a) A discharge planning committee appointed by the
administrator shall develop written discharge planning objectives,
policies and procedures, approved by the Department, which shall
describe:

1. The functions of the person or persons responsible for discharge
planning and his/her or their authority;

2. The time period, not to exceed seven days following admission,
in which each patient’s need for discharge planning is determined.
The anticipated length of stay and potential discharge problems
shall be documented in each patient’s medical record;

3. The time period that may elapse before a reevaluation of each
patient’s discharge plan is made. If the patient is expected to remain
in the facility for life, this determination shall be reviewed annually;

4. The manner in which the facility shall utilize a multidisciplinary
team approach in discharge planning, including the patient and his/
her next of kin and/or sponsor and/or guardian. The social work
consultant shall be available in facilities of 46 or more beds; and

5. The methods used to involve the patient and his/her next of kin
and/or sponsor and/or guardian in discharge planning.
8:39-19.3  Discharge planning program; designation and
responsibilities

(a) A person or persons designated by the administrator shall
develop, implement, and maintain the discharge planning program.
He/she or they shall be responsible for, but not limited to,
performing and documenting the following:

1. Interviewing each patient upon admission and reviewing his/her
medical record for possible discharge problems;

2. Evaluating needs and developing discharge planning goals for
each patient;

3. Developing the patient’s discharge plan, in collaboration with
the patient’s physician, the multidisciplinary team and other
personnel involved in the patient’s care;

4. Making referrals to agencies involved in follow-up care;

5. Coordinating services within the facility and with outside
agencies to ensure continuity of care; and

6. Developing a staff education program on discharge planning
which shall include, but not be limited to, orientation of each new
employee involved in patient care to the objectives and functions
of discharge planning, and to the role of the staff.

8:39-19.4  Discharge planning; education and involvement

(a) Education and involvement of the patient and his/her next of
kin and/or sponsor and/or guardian in discharge planning shall be
directed toward:

1. Understanding illness, disability, and needed treatment;

2. Management of finances, if requested by the patient, next of
kin and/or sponsor and/or guardian;

3. Implementation of self-care and treatment measures following
discharge; and

4. Understanding reasons for transfer to another facility or home.

8:39-19.5  Discharge planning program; evaluation

(a) The discharge planning committee shall annually evaluate in
writing the discharge planning program. The evaluation shall
describe the effect of the program upon patients, personnel, the
facility, and costs, and the status of the program in meeting
discharge planning objectives.

(b) Evaluation shall be performed both retrospectively
(assessment of patients who have been discharged) and
concurrently (assessment of patients currently in the facility).

SUBCHAPTER 20. EVALUATION
8:39-20.1  Evaluation plan

The facility shall develop, and annually review, a written plan,
approved by the Department, for the audit and evaluation of patient
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care. The plan shall specify a timetable and the staff responsible for
the audit and evaluation process, and shall provide for ongoing
monitoring of staff and program activities and for audit of patient
medical records.

8:39-20.2  Evaluation committee’s responsibilities

(a) A multidisciplinary evaluation committee shall be appointed
by, and accountable to, the governing authority. The committee
shall be responsible for, but not limited to, the following:

1. Annual review of staff qualifications;

2. Annual review of patient care statistics;

3. Annual review of staff orientation and staff education plans;

4. Evaluation of the delivery of care and services, staffing
patterns, maintenance of physical plant and equipment, and reports
of infection control; and

5. Audit of patient medical records on an ongoing basis by:

i. Establishment of goals, objectives, and criteria for evaluating
each service providing patient care;

ii. Review of patient medical records for their conformity to
established criteria; and

ili. Recording of deficiencies found and recommendations for
correction or improvements.

(b) Based upon the findings of evaluation, audit, and review, the
evaluation committee shall annually select for study at least one
topic related to patient care or facility operation. At least one such
medical care evaluation study shall be completed each year.

(c) Reports of the activites of all committees in the facility shall
be made available to the evaluation committee.

(d) The evaluation committee shall prepare at least an annual
written report of its findings, including recommendations for
corrections or improvements, which shall be submitted to the
governing authority.

(e) The administrator shall, with the approval of the governing
authority, implement measures to ensure that corrections or
improvements are made.

SUBCHAPTER 21. INFECTION PREVENTION AND
CONTROL

8:39-21.1 Infection prevention and control program

The facility shall establish and implement an infection prevention
and control program. The administrator shall ensure the
development, implementation, and enforcement of the program.

8:39-21.2  Policies and procedures

(a) The facility shall establish and implement written policies and
procedures, approved by the Department, regarding infection
prevention and control, including, but not limited to, the following:

1. A definition of nosocomial infections;

2. In accordance with the New Jersey State Sanitary Code, a
system for investigating, reporting, evaluating, and maintaining
records for patients and personnel having infections or diseases
which are reportable or which may be related to activities and
procedures of the facility;

i. Reportable and other diseases shall be reported in accordance
withN.J.A.C. 8:57-1, and amendments thereto. -

3. Policies and procedures for exclusion from work, and
authorization to return to work, of staff with communicable
diseases;

4. Cleaning, disinfection, and sterilization practices and
techniques used in the facility, including, but not limited to, the
following:

i. Care of utensils, instruments, solutions, dressings, articles, and
surfaces;

ii. Techniques to be used during each patient contact, including
handwashing before and after caring for a patient;

iii. Criteria for isolation of patients, and isolation procedures;

iv. Procedures for care of urinary catheters, intravenous catheters,
respiratory therapy equipment, and other devices that provide a
portal of entry for pathogenic microorganisms;
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v. A regimen for the prevention and treatment of decubitus ulcers;

vi. Selection, storage, use, and disposition of disposable and
nondisposable patient care items. Disposable items shall not be
reused; and

vii. Selection, storage, use, and disposition of hypodermic
needles and syringes, in accordance withN.J.S.A. 2A:170-25.17.

(b) Each service in the facility shall develop written infection
control policies and procedures for that service, using the policies
and procedures developed by the facility.

8:39-21.3  Orientation and inservice education

All employees shall receive orientation at the time of employment
and continuing inservice education regarding the infection
prevention and control program, including employees’
responsibility for the program and for personal hygiene.

8:39-21.4  Inspection reports

Written reports of State and local sanitary inspections, including
cultures taken on food, equipment, and personnel, shall be
submitted to the administrator for evaluation and corrective action.

SUBCHAPTER 22. HOUSEKEEPING, SANITATION, AND
SAFETY

8:39-22.1  Services; policies and procedures

(a) The facility shall establish and implement written policies and
procedures, approved by the Department, regarding the provision
and maintenance of a sanitary and safe environment, including, but
not limited to, the provision of housekeeping, laundry, and pest
control services, directly or through written agreement. The
governing authority shall perform a documented review at least
annually of the policies and procedures.

(b) The facility shall maintain the organization, management, and
operation of these services in accordance with a written
organizational plan which shall describe the responsibility,
authority, and accountability relationships of personnel, the
functional structure of the service, and the relationship of the
service to other services.

(c) If services are provided through written agreement, the
services shall adhere to these standards.

8:39-22.2  Administrator’s responsibilities

(a) The administrator or his/her designee shall ensure that:

1. A written work plan for housekeeping operations is developed,
with categorization as to daily, weekly, monthly, or annual
cleaning assignments for each area of the facility;

2. All housekeeping personnel are assigned duties, supervised,
and evaluated;

3. Housekeeping personnel are trained in procedures of cleaning,
including the use, cleaning, and care of equipment;

4. Procedures are developed for selection and use of housekeeping
and cleaning products and equipment; and

5. Housekeeping services are evaluated.

8:39-22.3  Facility’s responsibilities

(a) The facility shall comply with the provisions of the New Jersey
State Sanitary Code and with the following:

1. The facility and its contents shall be free from dust, dirt, and
debris;

2. Nonskid wax shall be used on all waxed floors;

3. All rooms shall be ventilated to help prevent condensation,
mold growth, and noxious odors;

4. All patient areas shall be free of noxious odors;

5. Throw rugs or scatter rugs shall not be used in the facility;

6. All furnishings and mechanical equipment shall be in working
order. Equipment shall be kept covered to protect from
contamination, and accessible for cleaning and inspection. Broken
items shall be repaired promptly;

7. All equipment shall have unobstructed space provided for
operation;
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8. All equipment and materials necessary for cleaning,
disinfection, and sterilization shall be provided;

9. Thermometers shall be maintained in refrigerators, freezers,
and storerooms used for perishable and other items subject to
deterioration,;

10. All poisonous and toxic materials shall be identified, labeled,
and stored in a locked cabinet or room that is used for no other
purpose;

11. Pesticides shall be applied in accordance with the New Jersey
State Pesticide Control Regulations, N.J.A.C. 7:30;

12. Articles in storage shall be elevated from the floor and away
from the walls to facilitate cleaning and vermin control and
eliminate rodent harborages;

13. Unobstructed aisles shall be provided between articles in
storage;

14. A program shall be maintained to keep rodents, insects,
vermin, birds, dust, and contamination out of the facility;

15. Insect and rodent harborages shall be eliminated from the
facility;

16. Toilet tissue, soap, and towels or air dryers shall be provided
in each bathroom at all times;

17. Solid or liquid waste, garbage, and trash shall be disposed of
or stored in a manner approved by the Department and by the New
Jersey State Department of Environmental Protection and so as to
prevent fire, contamination, or transmission of disease. Solid waste
shall be stored in insectproof, rodentproof, fireproof, non-
absorbent, watertight containers with tightfitting covers;

18. Draperies, upholstery, and other fabrics or decorations shall
be fire-resistant and flameproof;

19. Wastebaskets and ashtrays shall be made of non-combustible
materials;

20. Combustible materials shall not be stored in heater rooms or
within 18 feet of any heater located in an open basement;

21. Paints, varnishes, lacquers, thinners, and all other flammable
materials shall be stored in closed metal cabinets or containers;

22. The temperature of the hot water supply shall be regulated and
shall not exceed 110°F. (43°C.), except as specified in the New
Jersey State Sanitary Code for dishwashing purposes; and

23. The temperature within the facility shall be kept at a minimum
of 72°F. (22°C.) during the day and at a minimum of 68°F. (20°C.)
at night. “Day” shall mean the time between sunrise and sunset.

8:39-22.4  Linen and laundry services; policies and procedures

(a) The facility shall establish and implement written policies and
procedures, approved by the Department, for linen and laundry
services, including methods of storage and transportation,
including, but not limited to, the following:

1. Arrangements for the storage and laundering of linen and
personal laundry, as defined in the facility’s policies. Such policies
shall not interfere with the patient’s right to personal choice
regarding dress;

2. The frequency of laundering linen and personal laundry;

3. The frequency of changing bed linen, towels, and washcloths;

4. Provision for a supply of linen, including at least sheets, pillow
cases, draw sheets (or their alternative), towels, and washcloths,
that is three times the census, so that at least one set of the clean
linens remains available for each patient, «

i. Written policies shall delineate the kinds and quantity of other
linen items to be allocated to each patient; and

ii. Latex foam pillows shall be prohibited.

8:39-22.5  Staff responsibilities

(a) The administrator shall designate a staff member who shall
ensure that:

1. Soiled linen and laundry are collected so as to avoid microbial
dissemination into the environment, and are placed in impervious
bags or containers that are closed at the site of collection. Separate
containers shall be used for transporting clean linen and laundry,
and for soiled linen and laundry;
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2. Soiled linen and laundry are stored in a ventilated area separate
from any other supplies, and are not stored, sorted, rinsed, or
laundered in patient rooms, bathrooms, areas of food preparation
and/or storage, or areas in which clean linen, material, and/or
equipment are stored;

3. Laundering facilities located in the facility are separate from the
clean linen processing area, patient rooms, bathrooms, areas of
food preparation and/or storage, and areas in which clean linen,
material, and/or equipment are stored. Such facilities shall be under
the supervision of an employee; and

4. Clean linen is protected from contamination during processing,
transporting, and storage.

SUBCHAPTER 23. EMERGENCY SERVICES AND
PROCEDURES

8:39-23.1 Emergency plan and procedures

(a) The facility shall have a written emergency plan which shall
include plans and procedures to be followed in case of medical
emergencies, equipment breakdown, fire, or other disaster. The
plan shall be developed with the assistance of fire and safety experts
from local municipalities.

(b) Procedures for emergencies shall specify persons to be
notified, locations of emergency equipment and alarm signals,
evacuation routes, procedures for evacuating patients, frequency of
fire drills, and tasks and responsibilities assigned to all personnel.

(c) The facility shall have a written plan for precuring water during
anemergency.

(d) The emergency plans and all emergency procedures shall be
posted throughout the facility.

8:39-23.2  Simulated drills; alarm and fire extinguisher tests

(a) Simulated drills of all plans shall be conducted on each shift
at least four times a year and a record written of each drill, including
the date, hour, description of the drill, participating staff, and
signature of the person in charge. The drills shall include at least
these types of emergencies:

1. Medical emergency;

2. Equipment failure or power loss; and

3. Fire and other disaster (storm, flood, other natural disaster,
bomb scare, or nuclear accident).

(b) The facility shall test at least one manual pull alarm each week
of the year, and maintain a written log showing test dates, location
of each manual pull alarm tested, persons testing the alarm, and its
condition.

(c) Fire extinguishers shall be examined annually and maintained
in accordance with manufacturers’ and National Fire Protection
Association (N.F.P.A.) requirements.

8:39-23.3  Emergency medical services

(a) The facility shall provide emergency medical services 24 hours
aday. Tothisend:

1. The facility shall maintain, as a minimum, the following
emergency equipment on each floor:

i. Oxygen;

ii. Splints;

iii. Scissors;

iv. Syringes;

v. Multi-sized catheters;

vi. Suction equipment with catheter tip;

vii. Needles; and

viii. Airway.

2. The facility shall maintain at least one cardiac arrest board and
bag-valve-mask-resuscitator; and

3. Personnel shall be instructed as to the location and use of ail
emergency medications and equipment.
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SUBCHAPTER 24. CONSTRUCTION

8:39-24.1  Standards for construction

(a) Standards for construction of new buildings, additions,
alterations, and renovations to existing buildings shall be in
accordance with the New Jersey State Uniform Construction Code
(N.J.A.C. 5:23) and standards imposed by the United States
Department of Health and Human Services (HHS}), the New Jersey
State Department of Health, and the New Jersey State Department
of Community Affairs, specifically, Minimum Requirements of
Construction and Equipment for Hospital and Medical Facilities,
DHEW Publication No. (HRA) 79-14500. In order to avoid
conflict, Sections 502 (except as it pertains to area limitations),
1702.7, 1716.0, Article 7 except Sections 712.0, 716.0,and 717.0,
and Article 8 except Sections 818.6 through 818.7.6 of the building
subcode of the New Jersey State Uniform Construction Code shall
not govern with respect to health care facilities. (HRA) 79-14500
shall serve as the Uniform Construction Code of the State in all
matters regulated by the sections specified in this standard.' Copies
of these publications may be reviewed at:

Health Facilities Construction and
Monitoring Program

Division of Health Planning and
Resources Development

Ncw Jersey State Department of Health

Health-Agriculture Building

John Fitch Plaza

CN 360

Trenton, NJ 08625

(b) All patient bedrooms in facilities constructed after the adoption
of these standards shall be equipped with a comprehensive smoke
detection system connected to the central alarm system.

'DHEW Publication No. (HRA) 79-14500 may be obtained from
the United States Government Printing Office, Washington, D.C.

SUBCHAPTER 25. ADDITIONAL REQUIREMENTS

8:39-25.1  Standards for existing buildings or major
alterations

(a) Standards for existing buildings or major alterations
constructed after July 1, 1979, shall be in accordance with the New
Jersey State Uniform Construction Code (N.J.A.C. 5:23) and
standards imposed by the United States Department of Health and
Human Services (HHS), the New Jersey State Department of
Health, and the New Jersey State Department of Community
Affairs, specifically, Minimum Requirements of Construction and
Equipment for Hospital and Medical Facilities, DHEW Publication
No. (HRA) 79-14500. In order to avoid conflict, Sections 502
(except as it pertains to area limitations), 1702.7, 1716.0, Article
7 except Sections 712.0, 716.0, and 717.0, and Article 8 except
Sections 818.6 through 818.7.6 of the building subcode of the New
Jersey State Uniform Construction Code shall not govern with
respect to health care facilities. (HRA) 79-14500 shall serve as the
Uniform Construction Code of the State in all matters regulated by
the sections specified in this standard.

(b) Standards for existing buildings or major alterations
constructed from August 1, 1977, through July 1, 1979, shall be
in accordance with the New Jersey State Uniform Construction
Code (N.J.A.C. 5:23) and the standards imposed by the United
States Department of Health and Human Services (HHS), the New
Jersey State Department of Health, and the New Jersey State
Department of Community Affairs, specifically, Minimum
Requirements of Construction and Equipment for Hospital and
Medical Facilities, DHEW Publication No. (HRA) 74-4000. In
order to avoid conflict, Sections 302 (except as it pertains to area
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limitations), 1202.7, 1216.0, Article 5 except Sections 513.0,
519.0, and 520.0, and Article 6 except Sections 618.7 through
618.9.3 of the building subcode of the New Jersey State Uniform
Construction Code shail not govern with respect to health care
facilities. (HRA) 74-4000 shall serve as the Uniform Construction
Code of the State in all matters regulated by the sections specified
in this standard.

(c) Standards for existing buildings or major alterations
constructed after September, 1974, to August 1, 1977, shall
conform to the United States Public Health Service Minimum
Requirements of Construction and Equipment for Hospital and
Medical Facilities, DHEW Publication No. (HRA) 74-4000, and
the New Jersey Supplementary Standards to these requirements,
dated April 22, 1968, with the following change:

1. There shall be a minimum of one single-bedded room, equipped
with private bath and toilet, for every 30 beds licensed in the
facility. (Two single-bedded rooms would be required for 31
through 60 beds, and so forth.)

(d) Standards for existing buildings or major alterations
constructed before September, 1974, shall conform to the United
States Public Health Service Minimum Requirements of
Construction and Equipment for Hospital and Medical Facilities
(930-A-7) and the New Jersey Supplementary Standards to this
regulation, dated April 22, 1968.

8:39-25.2  Fire protection measures

(a) Fire protection measures for facilities existing prior to June I,
1976, shall comply with applicable sections of NFPA (National Fire
Protection Association) Standard No. 101, Life Safety Code, 1967
Edition.'

(b) Effective June 1, 1976, to December 31, 1982, all new
facilities or additions shall comPly with NFPA Standard No. 101,
Life Safety Code, 1973 Edition.

(c) Effective January 1, 1983, all new facilitics or additions shall
comply with NFPA Standard No. 101, Life Safety Code, 1981
Edition. !

(d) An existing facility which undergoes major alterations shall
comply with NFPA Standard No. 101, Life Safety Code, 1981
Edition.'

(e) If the main entrance door, the back entrance door, and/or doors
opening onto raofs and balconies are self-locking, such doors shall
have a sounding device, such as a bell, buzzer, or chimes, which
is in operating condition. This sounding device shall be affixed to
the outside of the door or to the adjacent extcrior wall and shall be
audible to a nursing station or other area that is staffed 24 hours a
day, seven days a week, for use in the event that a person is unable
toenter the building.

(f) All patient bedrooms shall be equipped with a smoke detector.

(g) Copies of the publications listed above and in N.J.A.C. 8:39-
25 can be reviewed at:

Health Facilities Construction and
Monitoring Program

Division of Health Planning and
Resources Development

New Jersey State Department of Health

Health-Agriculture Building

John Fitch Plaza

CN 360

Trenton, NJ 08625

'Editions of the Life Safety Code may be obtained from the
National Fire Protection Association, 470 Atlantic Avenue,
Boston, Massachusetts.

8:39-25.3  Documentation of inspections

(a) The facility shall maintain on file written documentation of:

1. Annual inspection of the facility by the local fire authority;

2. Semi-annual inspection of the fire detection system by the
installing company or acompany approved by the Department;
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3. Annual inspection of the elevator(s) by the local authority
responsible for such inspection. If no local authority is responsible,
the installing company or a company approved by the Department
shall perform the inspection;

4. Annual inspection of boiler and generator systems by a
boilermaker or mechanic not on the staff of the facility; and

5. Annual inspection of the electrical circuits and wiring by a
licensed electrician with documentation of the following:

i. That all electrical circuits, wiring, and fixtures are in
satisfactory condition;

ii. That no electrical circuits are overloaded; and

iii. That all portable electrical appliances, including lamps, are
provided with heavy duty cords in satisfactory condition and have
Underwriters’ Laboratories, Inc. (U.L.) approval.

SUBCHAPTER 26. FACILITIES OF 45 OR FEWER BEDS

8:39-26.1 Standards’ modifications

(a) The following modifications of this manual have been made
for facilities of 45 or fewer beds:

1. Definition of “Nursing unit”: See N.J.A.C. 8:39-1;

2. Definition of “Patient activities coordinator,” (N.J.A.C. 8:39-
1, paragraph 3) is revised as follows: Has a high school diploma
or equivalency certificate, and has completed at least 36 hours of
classroom training, approved by the Department, in activities
programming;
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3.N.J.A.C. 8:39-4.1(a)10is exempted,

4. N.J.A.C. 8:39-6.2(c)6ii is exempted; however, the facility
shall establish written policies and procedues for an alternative
method;

5.N.J.A.C. 8:39-7.1 and 7.2 are exempted;

6. N.J.A.C. 8:39-8.1(d) is modified as follows: There shall be at
least one registered professional nurse on the day shift seven days
a week. Facilities of 45 or fewer beds shall have the option of
scheduling at least one registered professional nurse on a shift other
than the day shift in accordance with an alternate schedule approved
by the Department;

7.N.J.A.C. 8:39-9.2(a) is revised to allow the patient care policy
committee to serve as the pharmacy and therapeutics committee and
to require a meeting at least annually;

8. N.J.A.C. 8:39-10.2 is revised to require at least four hours of
consultation per month from a consultant dietitian;

9.N.J.A.C. 8:39-12.2 isexempted;

10. N.J.A.C. 8:39-12.3(a) and 12.4(a) are revised to allow the
administrator or his/her designee to be responsible for N.J.A.C.
8:39-12.3(a) 1 through 13 and N.J.A.C. 8:39-12.4(a) 1 through 4,
rather than the social worker or social work designee;

11.N.J.A.C. 8:39-17.2 is exempted,;

12. N.J.A.C. 8:39-19.2(a) is revised to allow the patient care
policy committee to serve as the discharge planning committee; and

13. N.JLA.C. 8:39-20.2(a) is revised to allow the patient care
policy committee to serve as the multidisciplinary evaluation
committee.
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APPENDIX
MINIMUM WEEKLY NURSING HOURS REQUIRED

Regardless of the figures below, the following minimum totals* shall be met for Long-Term

Care Facilities
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18. 347 58 43 15 289 53 40 13 262 158 32 126
19. ~366 | 61 45 16 305 | 333 56 42 1] 277 166 33 133
20, “385 ' 64 48 16 321 | 350 59 44 15 291 175 35 140
21. 04T 87T 30 1T 33T 62, 46 16| 306 184 37 147
22. 4 71 53 18 353 381 65 49 16| 316, 193 39 154
23. 333 74 55 19 M“TUS'—GF_ST_"'TTl i 335201
24, 4621 77 57 20 385 420 71 53 | 18 349 210 42 168
25. 4817 80 60 20 401 438] 74 55 19| 364 219 44 175
26, 501 ] 84 63 21 417 | 455 77 58 | 19| 378, 228 46 182
27, 520 | - 473780 60 206 | 47 189
28, 539 | 90 67 28 449 | 490 83 62 | 21 407 245 49 196
29, 558 5 508 86 64 23| 422 254 51 203
30. 578 98 72 34 482 535 88 66 22 437 263 53 210
31. 597 100 75 25 497 | 543 91 _ 68 23] 452 2071, 54 217
32. 616 [ 103 17 28 513 | 9370 467 280 56 224
~855
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SNF ICF-A ICF-B
Total Total Min. Total Total Min. Total Min.
Hrs. Lic. RN LPNOther Hrs. Liec. RN  LPN Other Hrs. Lic. Other
*Min.
Total 336 168 &6 168 336 168 56 112 168 336 168 168
v, 770 1%‘%’%‘&‘“‘%‘5% 350 70 1280
41, o0 30 598 350 72 ;257
42, 809 135 101 34 674 735 123 03 T %8 74 294
43. 828 138 103 35 690 753 (126 94 827 376 75 301
44. “BITIATI08 35706 . TT0 (128 08 |32 642 385 7T 308
45, 866 144 108 36 722 788 (131 | OB 33 1657 1394 70 15
46. 886 148 111 37 738 805 (134 100 203 181 322
47, 905 151 113 38 754 823 137 103 | 75 5 N )
48, 924 154 115 39 770 B40 [140 105 35 700 420 84 336
49, 943 157 118 39 786 858 [143 107 3 715 429 86 343
50, 963 161 121 40 802 875 146 100 3773043888 350
51. 987 164 123 41 818 893 149 1) ‘ 357
52. 1001 187 135 42 834 _ 910 14 38 758 455 91 (364
53. 1020 170 127 |43 B850 | 928 [ 155 , ‘ | &V AN
54, 1040 173 130 43 887 945 158 [118 0 787 473 | 95 378
55, T059 177 133 44 882 963 (161 (121 40 802 481 | 00 85
56. 1078 180 135 45 899 080|163 [122 41 817 (490 98
57. T097 183 137 46 014 ' 998166 | 1234 47 832 (499 100 [399
58, TII7 186 139 [ 47 931 1015|189 37 846 [508 102|406
59. 1136 189 147 47 947 1033 (172 1129 143 861 516 103 (413
60. TI55 103 145 48 062 1030 | 175 132 44 " 875 525 105 430
61. 1174 196 147 49 9078 1068 178 1 534 107 1427
62. 1194 199 149 50 995 1085 181 25 | 904 100 (4
63. 184 (138 46 [ 010 ‘551 110 1441
84, 05 11027 1130 | 187, 140" 47 | 933 /560 112 448
g:. 1251 209 00T 1158 100 180 75 U18 3A9 114 455
. g 1050 53 145 /062 578 116 467
67. 370 : ‘_ i 198 147 45 97T 586 117 | 469
" 68. 13 .- . 993595 110 | 475
69. mm 701 | 151 500 1007 (604 (121 | 483
70. - 5611123 1225 | 204 | 153 510 1021 1613 (123 | 490
71. 13867 228 171 TS7 1139 1243 | 207 | 155 52 103‘6‘;Le'ﬁ 124 o7
72. T386 231 I73__ 58'TI55 1760 210 [ 157 T050 630 (126 504
;2. 1405 234 175 50117111278 _1_6_2'1'6'0""'""531_1'0'6'5‘%'39 128 511
. 1275 238 178 B0 1187112951 216 547 1070 648 1130 | 518
;g 1447 74T 18T 60°1203 (1313 210 184 3510041856 T3 505
. , , 1330 222 166 TI08 865 133 532
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78. 15027 250 187 1831257 1365 228 171 7| 11371683 137 [546
79. 1591 054 1190 641087 1383 231113 58 1152|691 138 | 553
80. 1540 257 [ 193 | 641283 1400 233 1715 58 1167|700 140 560
81. 1559 260 [ 195 | 65|1209 1418 236 IT7 59] 1182709 567
82. 17 1316 1435 239 | 180 91106 718|142 | 574
83. 1598 786 | 200 13371453 742 183 2117726 (145 | 531
gg. 1617 270 302 1347 1470 245 | 133 B2 1225 735 (147 588
. 1538 273 305 08 348 186 63 1240744 149 B
86. a : 189 6 1254 TSy 5T 607
87. {97 62 1269781 1152 609
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SNP ICF-A ICF-B

Total Total Min. TotalTotal Min. Total Min.

Hrs. Lie. RN LPNOther Hrs. Lic. RN  LPN Other Hrs. Lic. Other
88. 1694 287 212 70 1412 1540 257 192 65 1283 7MW 154 618
89. T713 286 214 72 1427 1558 780 105 65 1208 719 156 623
90. 733289 217 712 1444 1575 263 198 65 1312 788 158 630
91. 1752 292 3210 73 1460 1593 286 301 65 1327 796 159 637
gg. 1771 295 331 "4 1476 1610 268 201 67 1342 805 161 644
94, 1810 302 226 76 1508 1645 274 207 67 1971 823 165 658
95.
96. 1848308 231 77 1540 1680 280 210 70 1400 840 168 6712
97. 1867 31T 233 78 1556 1698 283 213 70 1415 B49 170 679
98. 1887 315 236 79 1572 1715 286 7216 70 1429 858 172 686
99. 1906 318 238 80 1588 1733 280 216 73 1444 866 173 693
100. 1925 321 241 80 1604 1750 202 210 73 1458 815 175 700
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PROPOSALS

(a)

DIVISION OF HEALTH FACILITIES
EVALUATION

Health Care Facilities Licensure
Ownership; Convicted Persons

Proposed Amendments: N.J.A.C. 8:31-26.1
and 8:43F-3.3

Authorized By: Allen N. Koplin, M.D., M.P.H., Acting
Commissioner, Department of Health (with approval
of Health Care Administration Board).

Authority: N.J.S.A. 26:2H-1 et seq., specifically, 26:2H-
5.

Interested persons may submit in writing, data, views or
arguments relevant to the proposal on or before April 6, 1983.
These submissions, and any inquiries about submissions and
responses, should be addressed to:

WandaJ. Marra, Coordinator

Standards Program

Division of Health Facilities Evaluation

New Jersey Department of Health

CN 367

Trenton, NJ 08625
The Department of Health thereafter may adopt this proposal
without further notice (sce: N.J.A.C. 1:30-3.5). The adoption
becomes effective upon publication in the Register of a notice of
adoption.

This proposal is known as PRN 1983-109.

The agency proposal follows:

Summary

Currently, the owner or operator of a health care facility cannot
be a person who has been convicted of a misdemeanor or a high
misdemeanor unless he/she is considered to be rehabilitated as
stipulated in the Rehabilitated Convicted Offenders Act, N.J.S.A.
2A:168A-1 et seq. Based on experience and review of case law
developed in the area, a revised version of this rule is proposed to
N.J.A.C. 8:31-26.1 and 8:43F-3.3 which will clarify the law,
accomplish its objectives in a more simplified fashion, and give a
wider and stronger sweep to the rule. The amendments will reflect
deletion of the terms “misdemeanor” and “high misdemeanor”
which are no longer used in the new Criminal Code and deletion
of language allowing a rehabilitated person to own or operate a
health care facility. The proposed amendments to N.J.A.C. 8:31-
26.1 and 8:43F-3.3 will not permit a person to own or operate a
health care facility if he/she has been convicted of a crime which
relates adversely to his/her capability of owning or operating the
facility.

Social Impact

The proposed amendments toN.J.A.C. 8:31-26.1 and 8:43F-3.3
will not allow a person who has been convicted of a crime, whether
a first time offender or a repeat offender, to own or operate a health
care facility. The proposals will clarify and strengthen existing
rules, promote consistency in this policy, and simplify the
application of the divestiture regulation based upon past experience
and review of case law. The restrictions proposed in the
amendments will protect the rights of the consumer, promote a safe
and efficient environment within a health care facility, and provide
consistency with current health care practices.
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Economic Impact
There is no discernible economic impact since the proposed
amendments will provide clarification of existing rule.

Full text of the proposal follows (additions indicated in boldface
thus; deletions indicated in brackets [thus]).

8:31-26.1 Ownership and operation; convicted persons

No health care facility shall be owned or operated by [a] any
person convicted of a [misdemeanor or a high misdemeanor] crime
relating adversely to [his/her] the person’s capability of owning or
operating [that] the facility[, unless that person is considered
rehabilitated as stipulated in the Rehabilitated Convicted Offenders
Act,N.J.S.A. 2A:168A-1 etseq.].

8:43F-3.3 Ownership

(a) (Nochange.)

(b) No health care facility shall be owned [and/] or operated by
[a] any person convicted of a [misdemeanor or a high
misdemeanor] crime relating adversely to [his/her] the person’s
capability of owning or operating [that] the facility [unless that
person is considered rehabilitated, as stipulated in the Rehabilitated
Convicted Offenders Act, N.J.S.A. 2A:168A-1 etseq.].

(b)

DIVISION OF HEALTH PLANNING AND
RESOURCES DEVELOPMENT

Guidelines and Criteria for Submission of
Applications for Certificate of Need

Batching Cycle for Long-Term Care Facilities
Eliminated

Proposed Amendment: N.J.A.C. 8:33-2.2

Authorized By: Allen N. Koplin, M.D., M.P.H., Acting
Commissioner, Department of Health (with approval
of Health Care Administration Board).

Authority: N.J.S.A. 26:2H-5.

Interested persons may submit in writing, data, views or
arguments relevant to the proposal on or before April 6, 1983.
These submissions, and any inquiries about submissions and
responses, should be addressed to:

John A. Calabria, Coordinator

New Jersey Department of Health

Health Planning Services

Room 403

CN360

Trenton, NJ 08625
The Department of Health thereafter may adopt this proposal
without further notice (see: N.J.A.C. 1:30-3.5). The adoption
becomes effective upon publication in the Register of a notice of
adoption.

This proposal is known as PRN 1983-111.

The agency proposal follows:

Summary
The proposed amendment eliminates the batching cycle
scheduled to begin March 15, 1983 for certificate of need
applications for additions to and new construction of long-term care
facilities. The elimination of this one cycle will provide adequate
opportunity for a thorough evaluation of the appli¢able long-term
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care facility need standards in the State Medical Facilities Plan, as
well as a detailed review of Department policies and procedures
dealing with the “paper” bed issue — that is, those beds approved
through the Certificate of Need process but not yet constructed and
licensed.

Social Impact

The proposed amendment will allow the Department of Health
opportunity to reevaluate the long-term care bed need formula
contained in the State Medical Facilities Plan, as well as other
applicable long-term care guidelines and criteria contained in the
State Health Plan and the Policy Manual for Planning and
Certificate of Need Reviews of Long-Term Care Facilities and
Services within the State of New Jersey (N.J.A.C. 8:33H). In
addition, the Department will undertake a review of its policies and
procedures dealing with the issue of “paper” beds. These reviews
and evaluations may result in recommendations for changes in the
planning and review processes for long-term care facilities —
changes which should promote uniformity and consistency in
reviewing long-term care certificate of need applications.

Uniformity and consistency is necessary to assure that the
Certificate of Need process for long-term care facilities provides
proper guidance to participants in that process, is fair to applicants
in the process, and, above all, promotes the development of a
system of services and facilities to serve the State’s growing elderly
population. Thus, the amendment, by providing time for a needed
review of current long-term care standards, criteria, and guidelines,
will beneficially impact the needs of the elderly citizens of the State,
as well as the needs of all participants in the planning and reviewing
processes.

In addition, since there are currently approximately §,000
“paper” beds, the elimination of one batching cycle will have
virtually no impact on the availability of any needed new long-term
care beds. Applications for certificate of need for long-term care
facilities will be accepted for the batching cycle scheduled to being
onJuly 15, 1983.

Economic Impact
The proposed amendment should have little or no discernible
economic impact on State government, potential certificate of need
applicants, or the people of the State. The amendment provides for
the elimination of only one batching cycle which should cause no
significant adverse economic effects.

Full text of the proposal follows (additions indicated in boldface
thus).

8:33-2.2  Submission of applications; cycles; deadlines

(a)-(e) (Nochange.)

(f) The batching cycle scheduled to begin on March 15, 1983
for long-term care bed additions and/or new construction of
long-term care facilities is eliminated.

(a)

DIVISION OF HEALTH FACILITIES
EVALUATION

Interim Regulations for Abortion Facilities
Receiving Temporary Licensure

Proposed Repeal: N.J.A.C. 8:40
Authorized By: Allen N. Koplin, M.D., M.P.H., Acting

Commissioner, Department of Health (with approval
of Health Care Administration Board).
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Authority: N.J.S.A. 26:2H-1 et seq., specifically 26:2H-
5.

Interested persons may submit in writing, data, views or
arguments relevant to the proposal on or before April 6, 1983.
These submissions, and any inquiries about submissions and
responses, should be addressed to:

WandaJ. Marra, Coordinator

Standards Program

Division of Health Facilities Evaluation

New Jersey Department of Health

CN 367

Trenton, NJ 08625
The Department of Health thereafter may adopt this proposal
without further notice (see: N.J.A.C. 1:30-3.5). The adoption
becomes effective upon publication in the Register of a notice of
adoption.

This proposal is known as PRN 1983-106.

The agency proposal follows:

Summary
The interim abortion regulations, N.J.A.C. 8:40, were adopted
in 1974 while a manual of Standards for Licensure of Ambulatory
Care Facilities, N.J.A.C. 8:43A-8.1, was in the developmental
process. This manual for ambulatory care facilities, upon its
completion, became effective on May 26, 1976. At the present time
the only limitations upon the operative time for rules are the
“sunset” provisions of Executive Order No. 66 (Governor Byrne,
1978), and they apply only to rules adopted or amended after the
Executive Order was promulgated on April 14, 1978 (effective May
15, 1978). Since the interim abortion regulations were adopted
before this Executive Order and have not been subsequently
amended, they are not subject to the five-year automatic expiration
date of the “sunset” provisions and thus require affirmative action
to repeal them. There does not appear to be any reason to retain the
interim abortion regulations. Therefore, N.J.A.C. 8:40 regarding
interim abortion regulations is being repealed since it is superseded
by abortion regulations contained in N.J.A.C. 8:43A-8.1

applicable to ambulatory care facilities.

Social Impact
The proposed repeal will have no discernible social impact for
either the Department of Health, the facilities or women secking
abortions since existing facilities that were dependent upon abortion
licensure regulations were licensed under the current Standards for
Licensure of Ambulatory Care Facilities, N.J.A.C. 8:43A-8.1,
rather than under the interim abortion regulations, N.J.A.C. 8:40.

Economic Impact
The proposed repeal will have no discernible economic impact
for either the Department of Health, the facilities or women seeking
abortions since ambulatory care facilities are currently licensed in
accordance with the current Standards for Licensure of Ambulatory
Care Facilities and will continue to be licensed as such.

Full text of the chapter proposed for repeal can be found in the
New Jersey Administrative Code at N.J.A.C. 8:40.
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(a)

DIVISION OF HEALTH FACILITIES
EVALUATION

Standards for Licensure of Residential Health
Care Facilities
Personal Needs Allowance

Proposed Amendment: N.J.A.C. 8:43-4.13

Authorized By: Allen N. Koplin, M.D., M.P.H., Acting
Commissioner, Department of Health (with approval
of Health Care Administration Board). .

Authority: N.J.S.A. 26:2H-1 et seq., specifically 26:2A-
5.

Interested persons may submit in writing, data, views or
arguments relevant to the proposal on or before April 6, 1983.
These submissions, and any inquiries about submissions and
responses, should be addressed to:

Wanda J. Marra, Coordinator

Standards Program

Division of Health Facilities Evaluation

New Jersey Department of Health

CN 367

Trenton, NI 08625
The Department of Health thereafter may adopt this proposal
without further notice (see: N.J.A.C. 1:30-3.5). The adoption
becomes effective upon publication in the Register of a notice of
adoption.

This proposal is known as PRN 1983-107.

The agency proposal follows:

Summary

The proposed amendment provides that the owner or operator of
a residential health care facility shall reserve to each Supplemental
Security Income recipient residing therein, and to each General
Public Assistance recipient residing therein, a personal needs
allowance in an amount of at least $46.00 per month for the
individual recipient. In order to be consistent with the current rules
of the Department of Human Services, N.J.A.C. 10:123-3.1 and
3.2, as proposed at 14 N.J.R. 699(a) and adopted at 14 N.J.R.
981(b), the Department of Health is proposing this amendment.

Social Impact

The personal needs allowance increase represents an equitable
distribution of the Supplemental Security Income between the
residents and the owners or operators of residential health care
facilities to compensate for the current rate of inflation. However,
there will not be any discernible social impact because the proposed
amendment updates the existing rule on personal needs allowance
to make it consistent with the rules of the Department of Human
Services (N.J.A.C. 10:123-3.1 and 3.2) which became effective
September 7, 1982.

Economic Impact

The increase in the personal needs allowance will provide
additional resources to the residents for personal expenditures.
There will be no negative impact on the facility owners or operators
because the increase in their personal needs allowance to $46.00 is
proportionate to the total July I, 1982 Federal Supplemental
Security Income increase. There will not be any significant
economic impact because the proposed amendment updates the
existing rule on personal needs allowance to make it consistent with
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the rules of the Department of Human Services (N.J.A.C. 10:123-
3.1 and 3.2) which became effective September 7, 1982.

Full text of the proposal follows (additions indicated in boldface
thus; deletions indicated in brackets [thus]).

8:43-4.13  Personal needs allowance

(a) No licensee shall retain for his own, or require payment to him/
her of, any portion of the personal needs allowance required to be
reserved for any resident pursuant to N.J.S.A. 44:7-87(h). Such
personal needs allowance shall not be less than [$40.00] $46.00
unless otherwise provided by the New Jersey State Department of
Human Services.

(b)—(c) (Nochange.)

(b)

DIVISION OF HEALTH FACILITIES
EVALUATION

Standards for Licensure of Residential Health
Care Facilities
Health Maintenance and Monitoring Services

Proposed New Rule: N.J.A.C. 8:43-8

Authorized By: Allen N. Koplin, M.D., M.P.H., Acting
Commissioner, Department of Health (with approval
of Health Care Administration Board).

Authority: N.J.S.A. 26:2H-1 et seq., specifically 26:2H-
5.

Interested persons may submit in writing, data, views or
arguments relevant to the proposal on or before April 6, 1983.
These submissions, and any inquiries about submissions and
responses, should be addressed to:

John Calabria, Coordinator

Health Planning Services

State Department of Health

Room 403

CN 360

Trenton, NJ 08625
The Department of Health thereafter may adopt this proposal
without further notice (see: N.J.A.C. 1:30-3.5). The adoption
becomes effective upon publication in the Register of a notice of
adoption.

This proposal is known as PRN 1983-112.

The agency proposal follows:

Summary

The proposal, a new subchapter to N.J.A.C. 8:43, provides that
each residential health care facility (RHCF) shall provide health
maintenance and monitoring services under the direction of a
professional registered nurse. This person may be on staff as a direct
employ by the facility or on a contractural basis and shall be
responsible for providing such services as evaluating resident needs
for health services and referral, monitoring the conditions of
residents on a continuing basis, and health education. The new rule
specifies that the facility has at least one professional nurse
available seven hours per week for each 24 residents, as well as
provide health maintenance and monitoring services.

The State Department of Health has maintained a long-standing
and continuing interest in promoting the expanded availability of
appropriate residential health care as an extremely significant
system component in the continuum of long-term health care
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services. It is strongly felt that residential health care may have the
greatest potential for meeting the long-term care needs of the ever-
expanding elderly population. In keeping with established State
policy that all those in need of services should receive them in the
least restrictive and most homelike environment conducive to
appropriate service delivery, residential health care can provide a
distinct and essential link between home and institution,
independent and dependent living. For the many patients
unnecessarily placed in long-term care facilities or psychiatric
hospitals, residential health care facilities represent the ideal
alternative: they can be more appropriate, much more homelike, of
equal quality, and far less costly. The last point can be emphasized
within this context during times of shifting priorities and resources.
The present and future issue increasingly will be how to allocate the
significant amounts of money to be spent for long-term care to
achieve the far greater humanity and cost-efficiency possible under
an adequate, balanced system that will serve more people better at
a lower unit cost. The concept of upgraded residential health care
facilities providing health maintenance and monitoring services
under the direction of a professional registered nurse provides an
important response to this problem.

Social Impact

In terms of need and impact statewide, a relevant estimate has
already been made. The lack of sufficient alternatives and scttings
to nursing homes, often resulting in inappropriate utilization of
these facilities, has been receiving increasing attention, both in its
own right and as a major reason for the lack of beds available for
patients with real medical need. A study completed in late 1977 for
the New Jersey Medicaid program concluded that 35 percent of
those long-term care patients currently institutionalized at the
intermediate care B level in the State could be discharged, in the
opinion of Medicaid medical evaluation teams, if appropriate levels
of care were available. The appropriate alternative most frequently
cited for the patients studied was residential health care providing
a high level of services. The percentage was judged significant in
terms of the number of persons involved, the cost of their care, and
the number of beds which could be made available to others at no
additional or comparatively less construction or conversion cost.
Similar studies in other states have produced corresponding results.
As the research shows, many nursing home patients are either
inappropriately placed from the start or remain following
convalescence due to a lack of sufficient and acceptable lower level
of care settings. Perhaps the greatest potential of residential health
care within the long-term care system is to postpone institutional
nursing home care for many individuals, and to provide a temporary
placement during periods of improvement as a level of care
available within an institutional setting.

The potential positive benefits of such a higher level of
residential health care cannot be underestimated. In view of the
long-standing Medicaid waiting list for long-term care placement,
which currently numbers approximately 2,900 persons, and the
6,310 long-term care facility “paper beds” approved but not yet
constructed, the impact of channeling both some percentage of
currently inappropriately placed patients and future patients to an
acceptable lower level of care could provide considerable relief to
an over-burdened system. As it presently exists, long-term care
largely functions as a one-way institutional admission, rather than
the desired continuum of care, with mortality accounting for the
greater percentage of discharges. The lack of better accessibility to
appropriate alternatives for both admission and discharge purposes
perpetuates inappropriate placements, which lead to the “stacking
up” of patients and the long waiting lists unique to this facet of the
health care system. The availability of a higher level of residential
health care with health maintenance and monitoring services could
benefit those potential and current nursing home patients who
require some supervision and assistance due to frailty and can no
longer live independently, but who also have a stable chronic illness
or medical condition requiring more regular monitoring and
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complex medication administration. In many cases, the primary
reason for admission and continued retention as a intermediate care
B level patient has been the need for such regular monitoring as that
of blood pressure or the administration of an injectable medication.
These marginal nursing home patients frequently remain for years
and thus prevent the admission of patients in greater medical need.
However, the regulatory constrictions on residential health care in
providing such limited health care services have prevented the
movement of such patients out of nursing homes.

Economic Impact

The provision of health maintenance and monitoring services
should have relatively minimal impact upon those existing 36
licensed homes for the aged and 14 long-term care facilities which
have both nursing and residential units, as well as those
approximately 72 free-standing residential health care facilities
owned or operated by licensed personnel. The remaining 130
licensed free-standing residential health care facilities and homes
for the aged would have to make arrangements for the required
coverage. Financially, it might be more economical for facilities to
hire part-time nurses who are presently not employed because of
their inability to work full shifts due to family commitments. The
cost per hour would range from $8.00 to $12.00 per hour,
depending on the area. At $12.00 per hour, the cost of
implementing these amendments would be $0.50 per resident per
day, based on the nurse being at the facility seven hours per week
foreach 24 residents.

The current SSI payment schedule for licensed RHCFs is
$430.20 per month, of which $46.00 goes to the resident as a
personal needs allowance and $384.20 or $12.81 per day goes to
the operator. This latter figure represents a $145.90 (38 percent)
State supplement and $238.30 Federal contribution. Medicaid
payment currently averages $38.31 per day ($1,149.30 monthly)
for an intermediate care B level patient, representing 1.25 hours per
day of nursing coverage, split equally between the State ($574.65)
and Federal government. The appropriate utilization of RHCFs is
clearly more cost-effective. Although not often realized, such
living arrangements also can represent highly cost-efficient
alternatives to home care. While definitive research is not yet
available, there is evidence that by consolidating and coordinating
labor, enabling bulk purchasing, reducing fixed costs, eliminating
geographic traveling time, and realizing various other economies
of scale, these settings can be considerably less expensive than
maintaining an equal number of clients in discrete, decentralized
living arrangements. Of course, this concern with cost-efficiency
must bc balanced with the goals of most homelike and least
restrictive setting at both the level of individual case management
and system planning.

Druring the greater part of 1982, the Department of Health staff
worked closely with the Economic Development Authority (EDA)
in regard to expanding their financing to include RHCFs in addition
to LTC facilities. Department staff provided technical assistance in
terms of defining and describing the purposes and requirements of
RHCFs in relation to other licensed health care facilities and
services, as well as suggesting criteria in regard to establishment
of special conditions for EDA financing in addition to an approved
Certificate of Need. These criteria were to assist the EDA in its need
to justify RHCF financing under interpetation of current law and
assurance of the use of limited public funds to meet public purposes,
and included the designation of a reasonable proportion of beds for
direct admission of SSI recipients and establishment of average
monthly resident charges not in excess of the current Medicaid
financial eligibility ceiling for LTC facility placement. These were
specifically intended to facilitate appropriate discharge of Medicaid
LTC facility patient to a lower level of care. It is to be strongly
emphasized that two areas of major concem in regard to EDA
financing and RHCFs were their licensure as a health care facility
and inclusion under certificate of need review.

Full text of the proposed new rule follows.
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SUBCHAPTER 8. HEALTH MAINTENANCE AND
MONITORING SERVICES

8:43-8.1  Health maintenance and monitoring services

(a) The Residential Health Care facility shall provide health
maintenance and monitoring services under the direction of a
professional nurse.

(b) The facility shall maintain the organization, management and
operation of the health maintenance and monitoring services in
accordance with a written organizational plan which shall describe
the responsibility, authority and accountability relationships of
personnel, the functional structure of the service and the
relationship of the health maintenance and monitoring services to
other facility services.

(c) The facility shall have at least one professional nurse available
atall times. Available in this instance shall mean on call and capable
of being reached by telephone.

(d) The facility shall ensure that the duties and responsibilities of
levels and types of nursing personnel are described in the job
descriptions and in the policy and procedure manual of the health
maintenance and monitoring services, and that personnel are
assigned duties based upon their level of education and training.

(e) The director of health maintenance and monitoring services
shall be responsible for the direction, provision and quality of health
maintenance and monitoring services. He/she shall be responsible
for developing and implementing written objectives, standards of
practice, policies and procedure manual and an organizational plan
for the health maintenance and monitoring services. The director
may be on staff as a direct employ by the facility or on a contractual
basis with local home health agencies.

(f) Written policies and procedures shall include, but not be
limited to the following:

1. Evaluating the needs of all residents in the facility for health
service;

2. Monitoring the conditions of the residents on a continuing basis;

3. Evaluating resident’s need for referral to physician or
community agencies as appropriate;

4. Maintaining records as required by the facility;

5. Serving as a resource person and health educator to the residents
and to the owner/operator of the facility;

(g) The facility shall provide health maintenance and monitoring
services per the following schedule:

1. The facility shall have at least one registered professional nurse
on the premises for seven hours per week for each 24 residents; 14
hours per week for 48 residents; etc.

8:43-8.2  Funding

(a) These rules will be implemented only when sufficient funds
are allocated by the State of New Jersey to cover the costs for
Supplemental Security Income (SSI) recipients.

(a)

DIVISION OF HEALTH FACILITIES
EVALUATION

Standards for Licensure of Hospital Facilities
Early Detection of Biochemical Disorders

Proposed Amendment: N.J.A.C. 8:43B-8.3

Authorized By: Allen N. Koplin, M.D., M.P.H., Acting
Commissioner, Department of Health (with approval
of Health Care Administration Board).

Authority: N.J.S.A. 26:2H-1 et seq., specifically 26:2H-5
and 26:2-110 through 112.
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Interested persons may submit in writing, data, views or
arguments relevant to the proposal on or before April 6, 1983.
These submissions, and any inquiries about submissions and
responses, should be addressed to:

WandaJ. Marra, Coordinator

Standards Program

Division of Health Facilities Evaluation

New Jersey Department of Health

CN 367

Trenton, NJ 08625
The Department of Health thereafter may adopt this proposal
without further notice (see: N.J.A.C. 1:30-3.5). The adoption
becomes effective upon publication in the Register of a notice of
adoption.

This proposal is known as PRN 1983-110.

The agency proposal follows:

Summary

The proposed amendment to the Standards for Licensure of
Hospital Facilities provides for the testing of newborn infants for
the early detection of biochemical disorders which may cause
mental retardation or other permanent disabilities. Pursuant to
N.J.S.A 26:2-110 through 112, each newborn infant will now be
tested for three biochemical disorders (hypothyroidism,
galactosemia, and phenylketonuria) rather than for two as in the
past (hypothyroidism and phenylketonuria).

The hospital facility will be responsible for collecting blood
specimens from newborn infants and for submitting blood
specimens to the Department of Health laboratory by mail no later
than 96 hours after the newborn infant’s birth. Adherence to
specific time frames is essential for the early diagnosis of
biochemical disorders so that treatment can be initiated as soon as
possible.

All laboratory tests of the blood specimens will be performed in
the Department of Health laboratory. The Department of Health
will promptly notify the physician or the facility of positive
screening test results so that treatment can be initiated immediately
while awaiting the results of confirmatory testing.

The hospital facility will be required to provide information to
parents and physicians regarding the testing for the early detection
of biochemical disorders.

Social Impact
The screening of newborn infants for biochemical disorders will
lead to the early detection and treatment of biochemical disorders
if any. If biochemical disorders are detected and treated early in the
newborn infant’s life, mental retardation can be prevented.

Economic Impact
The Department of Health will charge a fee of $4.00 to the
hospital facility for the screening test for each newborn infant. The
fee of $4.00 is negligible compared to the ultimate cost of treating
mental retardation resulting from biochemical disorders, within the
family, community, and the State.

Full text of the proposal follows (additions indicated in boldface
thus).

8:43B-8.3  Operation standards

(a) (See proposed amendment at 14 N.J.R. 1276(a).)

(b) (No change.)

(c) (See proposed amendment at 14 N.J.R. 1276(a).)

(d)—(g) (Nochange.)

(h) Testing for the early detection of biochemical disorders in
newborn infants:

1. The facility shall develop and implement written policies
and procedures, reviewed by the Department and revised as
required by the Department, for the early detection of
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biochemical disorders in newborn infants pursuant to N.J.S.A.
26:1-110 through 112, to include but not be limited to the
following:

i. Collection of blood specimens from newborn infants on
collection kits provided by the Department;

ii. Collection of blood specimens 24 hours after the newborn
infant’s first feeding or 48 hours after the newborn infant’s
birth or upon the newborn infant’s discharge from the facility,
whichever comes first;

iii. Development of a system within the facility for the
submission of blood specimens to arrive at the Department’s
laboratory no later than 96 hours after the newborn infant’s
birth;

iv. Designation of a staff member(s) to be responsible for
receiving verbal and written positive screening test results and
documenting the results in the newborn infant’s medical
record; and

v. Provision of written information, provided by the
Department and/or the facility, to all parents and physicians
regarding the testing of biochemical disorders and the
possibility of incorrect screening test results if the blood
specimen is not collected in accordance with (h)lii above,
because the infant is discharged from the facility.

(a)

DIVISION OF HEALTH FACILITIES
EVALUATION

Non-Residential Medical Day Care Facilities
Medical Requirements and Patient Service

Proposed Amendments: N.J.A.C. 8:43F-4.3
and 4.20

Authorized By: Allen N. Koplin, M.D., M.P.H., Acting
Commissioner, Department of Health (with approval
of Health Care Administration Board).

Authority: N.J.S.A. 26:2H-1 et seq., specifically 26:2H-
5.

Interested persons may submit in writing, data, views or
arguments relevant to the proposal on or before April 6, 1983.
These submissions, and any inquiries about submissions and
responses, should be addressed to:

Wanda J. Marra, Coordinator

Standards Program

Division of Health Facilities Evaluation

New Jersey Department of Health

CN 367

Trenton, NJ 08625
The Department of Health thereafter may adopt this proposal
without further notice (see: N.J.A.C. 1:30-3.5). The adoption
becomes effective upon publication in the Register of a notice of
adoption.

This proposal is known as PRN 1983-108.

The agency proposal follows:

Summary
Currently, a non-residential medical day care facility is required
to obtain from the patient’s attending physician an admission
medical history and report of physical examination which is
performed within five days prior to or upon the patient’s admission
to the facility. The proposed amendment to N.J.A.C. 8:43F-4.3
will extend the period of time for the patient’s attending physician

(CITE15N.J.R.312)

PROPOSALS

to perform the admission medical history and report of physical
examination from five days to 30 days prior to or upon the patient’s
admission.

Additionally, a non-residential medical day care facility must
provide social work services for patients by a social worker or a
social work designee who receives consultation from a social
worker. Under the current rule, the amount of social work
consultation provided to all designees is the same regardiess of his/
her education and experience. The proposed amendment to
N.J.A.C. 8:43F-4.20 will revise the requirement for providing the
same amount of social work consultation to the social work
designee. This proposal will allow a more realistic approach in the
process of providing consultation by establishing four criteria with
specific time frames that are based on the designee’s education and
experience.

Social Impact

The proposed amendment to N.J.A.C. 8:43F-4.3 extends the
time period for the admission medical history and report of physical
examination, and will affect the patients, facilities, and Medicaid
reimbursement. It will eliminate inconvenience to the patients,
reduce the workload of the facilities, and allow a more reasonable
standard for services. The proposed amendment will also allow
increased accessibility of non-residential medical day care to
patients. The extension of the time period will enable non-
residential medical day care facilities to provide more equitable and
efficient services to patients.

The proposed amendment to N.J.A.C. 8:43F-4.20 will reduce
the amount of social work consultation to those facilities affected
by these rules in proportion to the designee’s education and
experience.

It is anticipated that there will be no decrease in the quality of
patient care because of these proposals.

Economic Impact

The proposed amendment to N.J.A.C. 8:43F-4.3 will provide a
more reasonable standard by eliminating the need to perform or
duplicate another admission medical history and report of physical
examination which are performed by the patient’s physician within
30 days prior to or upon admission and thus reduce cost to the
patient and curtail Medicaid reimbursement cost.

The proposed amendment to N.J.A.C. 8:43F-4.20 will revise the
requirements for social work consultation and thus reduce costs for
the facilities affected by the revision. Under certain circumstances
facilities will no longer have to provide social work consultation to
social work designees.

Full text of the proposal follows (additions indicated in boldface
thus; deletions indicated in brackets [thus]).

8:43F-4.3  Responsibilities of attending physician

(a) (Nochange.)

(b) Prior to or upon the admission of the patient, the facility shall
obtain from the attending physician and shall document in the
patient’s medical record, the following:

1. A signed, dated admission and medical history and a report of
physical examination, including results of chest X-ray (at the
discretion of the physician), diagnoses, and rehabilitation potential.
Patients under age 35 shall also have an intradermal tuberculin test
(and follow-up if necessary), with the exception of positive
tuberculin reactors, who shall have a chest X-ray given within a
period of time specified and documented by a physician in the
patient’s medical record. The history and examination shall be
performed within [five] 30 days prior to or upon admission;

2.-4. (No change.)

8:43F-4.20 Social worker or [assignee] designee
(a) The facility shall appoint a social worker, or a designee who
receives onsite consultation from a social worker. A social worker

NEW JERSEY REGISTER, MONDAY, MARCH 7, 1983



PROPOSALS

or designee shall provide social work services in the facility at least
one hour per week for every two patients. Social work consultation
to the designee shall be at least two hours per week in facilities with
more than 60 patients. Facilities with 60 or fewer patients shall have
at least four hours of social work consultation per month. Social
work consultation shall be onsite and continued for the
following periods of time based upon the designee’s education
and experience:

1. For at least two years if the social work designee has an
associate’s degree with two years of social work experience; or

2. For at least one year if the social work designee has a
bachelor’s degree other than in social work; or

3. For at least six months if the social work designee has a
bachelor’s degree in social work without a practicum in a health
care or geriatric setting.

4. Social work consultation shall not be required when the
social work designee has a bachelor’s degree in social work and
has completed a practicum in a health care or geriatric setting.

(b)~(c) (Nochange.)

HUMAN SERVICES
(a)

DIVISION OF PUBLIC WELFARE

General Assistance Manual
Determination of Municipal Responsibility

Proposed Amendment: N.J.A.C. 10:85-3.2(f)

Authorized By: George J. Albanese, Commissioner,
Department of Human Services.
Authority: N.J.S.A. 44:8-111(d).

Interested persons may submit in writing, data, views or
arguments relevant to the proposal on or before April 6, 1983.
These submissions, and any inquiries about submissions and
responses, should be addressed to:

G. Thomas Riti, Director

Division of Public Welfare

CN716

Trenton, NJ 08625
The Department of Human Services thereafter may adopt this
proposal without further notice (see: N.J.A.C. 1:30-3.5). The
adoption becomes effective upon publication in the Register of a
notice of adoption.

This proposal is known as PRN 1983-93.

The agency proposal follows:

Summary

In accordance with the provisions of N.J.S.A. 44:8-121, each
director of welfare of a municipality makes inquiry into the facts,
conditions, and circumstances of each person submitting an
application for General Assistance. Among the matters about which
inquiry is made is the “customary place of abode” of the applicant.
The same subsection states that the cost of public assistance is borne
by the municipality which grants it. The preceding subsection,
N.J.S.A. 44:8-120, requires that assistance be granted by the
director of welfare of the municipality “. . . where the person is

found at the time of application . . .”. It goes on to place payment
responsibility with the municipality of the “customary place of
abode” only for those recipients “. . . residing in public or private

»

facilities providing residential therapeutic medical services . . .”.
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Thus, for persons in the community, the determination of
“customary place of abode” is of no moment in the determination
of payment responsibility. The municipality where the person is
found is responsible.

The determination of “customary place of abode” is important for
chargeability purposes only for those in residential medical
facilities. The determination for persons in hospitals or nursing
homes is usually not difficult to make and is seldom contested.
However, persons in residential facilitiecs who are receiving
treatment for drug or alcohol related problems are at times
individuals who have been homeless or have moved frequently
from one municipality to another. Previous addrcsses can be
difficult or impossible to verify. This leads to questions of
chargeability. Responsibility for resolving such questions rests with
the Bureau of Local Operations of the Department’s Division of
Public Welfare. While there has been no meaningful contest as to
the authority of that Bureau, there have been problems in prompt
and complete collection of the information necessary to the
development of decisions. This proposal delineates the authority of
the Bureau of Local Operations and establishes procedures by
which the necessary information can be collected. That Bureau will
thus be in a position to render decisions more promptly.

Further, because the decisions will be supported with more
complete factual information, it is expected that objections,
disputes, and appeals will be kept at a minimum. As with all
administrative decisions, these decisions are subject to appeal. This
proposal identifies the Burecau of Administrative Review and
Appeals as the starting point of the appeal process.

Also included in the proposal is an expansion of the statements
as to what is expected of the municipality which is not financially
responsible but is the “servicing” municipality because the medical
facility is located there. The changes are of an explanatory or
interpretive nature and do not represent any actual change in
regulation.

Social Impact

Assistance eligibility is not influenced in any way. The only
perceivable change is that certain applicants will be required to sign
an affidavit or residence history as part of the legally required
inquiry as to “customary place of abode”. The requirement to
provide the information in the affidavit already cxists but only as
a part of the welfare director’s inquiry. There is no reason or
incentive for an applicant to refuse to sign as there is nothing in the
affidavit which, assuming truthfulness, could be used against him
or her. Its only use is for administrative purposes. The number of
persons required to sign will be very limited because a State level
decision is not needed for persons in the community in contrast to
those in residential medical treatment facilitics. Even persons
among the latter group, those whose prior residence is not in
question, will not be asked to sign.

It is expected that the inclusion of specific procedures leading to
more prompt chargeability determinations will contribute to
smoother program operation.

Economic Impact

The inclusion of a requirement that a person attest to a residence
history is not viewed as one having any actual influence on
assistance eligibility or dollar flow, While this proposal deals with
adecision on chargeability, itis not expected to change the decision
which would have been made anyway. It is only expected to allow
somewhat more prompt decisions in a very limited number of cascs.
[t is possible that a more prompt decision could result in more
prompt payment but promptness of payment is not spoken to in this
proposal. There will be a small and unidentifiable administrative
cost to the agency in the handling of the paperwork.

Full text of the proposal follows (additions indicated in boldface
thus; deletions indicated in brackets [thus]).
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10:85-3.2  Application process

(a)>~(e) (No change.)

(f) Resident defined: A resident of a municipality is a person who
maintains a permanent customary home in the municipality, a
person who is in the municipality with intention to remain, a person
who did maintain such a home prior to entering a medical facility,
or a person who enters a New Jersey medical facility from out of
state and qualifies as a resident in accordance with (f)1iii below.
No time intervals are relevant so long as the home is not established
for a temporary purpose such as for a visit or vacation. A resident
may live in his[/]or her own home, a rented home or apartment, the
home of a friend or relative, in a boarding home or, in accordance
with (f) liii below, in a residential medical facility.

1. A person in a hospital, nursing home, intermediate care facility,
maternity home or a center for treatment of drug or alcohol abuse
shall be considered a resident of the last municipality in which he[/
Jor she was a resident prior to entering the facility. (Exception: a
GA recipient who continues to reside in a municipality in which GA
payment status was acquired prior to May 31, 1978 by reason of
having achieved “legal settlement” there as a private patient in a
medical institution will continue to be considered as living in that
municipality.) When the last municipality of residence, other than
in a medical facility, was not in New Jersey and the person qualifies
in accordance with (f)1iii below, that person shall be considered a
resident of the municipality in which the medical facility is located.
Only facilities which are licensed by the New Jersey Department
of Health in the stated categories are to be recognized as being a
temporary residence of an applicant or recipient for medical care.
See ()5 below for determination of municipal responsibility.

i. For a person in such a facility who is a resident elsewhere in
New Jersey, the MWD in the municipality in which the facility is
located will process all parts of the application (to include
authorization and “costing” of the provision of medical
services) and all parts of subsequent case review and
supervision except the making of payments. The local MWD will
send the results of such [eligibility determinations] processing,
including all bills and documentation, to the MWD of the
responsible municipality for payment and/or other appropriate
action. (Exception: Municipalities to which N.J.A.C. 10:85-5.8
applies will be charged for prescriptions for all patients in
residential medical facilities, except hospitals subject to a per diem
rate, and will bill the municipality responsible for charge when
appropriate. See N.J.A.C. 10:85-6.8(b)2 regarding chargebacks.)

ii.—11i. (Nochange.)

2.4 (Nochange.)

5. Determination of municipal responsibility: Municipal
welfare directors will attempt to resolve matters of payment
responsibility among themselves. Any agreement reached
between municipalities will be promptly reduced to written
form. In event of dispute or unresolved questions, the MWD of
the servicing municipality will help the client/applicant
complete an affidavit showing the recent resident history of the
client/applicant in sufficient detail to establish municipal
responsibility. The client/applicant will, as a condition of
eligibility, sign under oath, three copies of the affidavit. Form
GA-9 is available for this purpose. The MWD of the servicing
municipality will, within 30 days of the identification of an
unresolved question, send one copy of the affidavit with any
appropriate documentation to the alleged chargeable
municipality, send one copy, with documentation, to DPW/
BLO for determination and retain one copy. The alleged
chargeable (respondent) municipality may, within the next
subsequent 15 days, supply to DPW/BLO such information
and/or documentation as it deems appropriate. Promptly
thereafter, the BLO will render a decision designating as
responsible that municipality in which the applicant most
recently lived for 30 consecutive days or that municipality
which most recently granted assistance to the applicant as a
resident, whichever represents the more recent municipality of
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residence. The municipality so designated may, within 30 days
of the BLO decision, request a hearing by the Bureau of
Administrative Review and Appeals, decision of which shall be
final.

(g) (See proposed amendment at 15 N.J.R. 314(a).)

(h)—(i) (No change.)

(a)
DIVISION OF PUBLIC WELFARE

General Assistance Manual
Determination of Unemployability

Proposed Amendment: N.J.A.C. 10:85-3.2(g)

Authorized By: George J. Albanese, Commissioner,
Department of Human Services.
Authority: N.J.S.A. 44:8-111(d).

Interested persons may submit in writing, data, views or
arguments relevant to the proposal on or before April 6, 1983.
These submissions, and any inquiries about submissions and
responses, should be addressed to:

G. Thomas Riti, Director

Division of Public Welfare

CN716

Trenton, NJ 08625
The Department of Human Services thereafter may adopt this
proposal without further notice (see: N.J.A.C. 1:30-3.5). The
adoption becomes effective upon publication in the Register of a
notice of adoption.

This proposal is known as PRN 1983-94.

The agency proposal follows:

Summary

In N.J.S.A. 44:8-109 as amended by Laws of 1977, chapter 286,
section 2, two categories of General Assistance were established
according to whether or not the recipient is employable. The
authority to define the terms “employable person” and
“unemployable person” was assigned to the Commissioner of the
Department of Human Services by N.J.S.A. 44:8-108,
specifically, section 1 of the same statutory revision. Actually, the
employable/unemployable dichotomy had existed in regulation
prior to the date of the statutory change but had, in Pascucci v.
Vagott, 71 N.J. 40 (1976), been found to be without statutory
support. The change in statute served to validate the existing
regulation.

The regulation established first, a list of groups of persons to be
considered unemployable solely by reason of membership in the
group, such as those who are hospitalized and those who are legally
blind. It established a final group whose status as “unemployable”
was the result of a determination by the municipal welfare director.
The regulation required that such a determination be supported by
any of several bases. Among those possible bases was a provision
by which the determination could be supported by the director on
the strength of observable and verifiable social factors, specifically
a history of unemployment and lack of vocational training and/or
education which negated all possibility of employment. It was
believed that a physical or mental disability was implicit in any such
situation and that the directors, to the extent that they used the
authority at all, were judicious in so doing, especially with respect
to the words “negates all possibility of employment”.

Nonetheless, when other parts of the section were revised and the
entire section recodified, the commentary from the Office of
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Legislative Services opened the question of statutory support for the
section. Consultation with the Office of the Attorney General
served to confirm the view of the Office of Legislative Services in
that the statute required the existence of a physical or mental
disability. The Department’s reliance on an implied disability was,
thus, not adequate. This regulation removes that reliance by
incorporating a requirement for medical evidence.

Secial Impact

There is no change in social impact on any employable
recipients, on anyone who is in one or more of the unemployable
groups, or on anyone for whom medical evidence already exists.
There will ‘be minorimpact on the agency and on the medical
profession in those cases for which the required medical evidence
can be obtained by the agency by simply communicating with a
physician or clinic. There may be a few instances in which the
recipient may be required to visit a physician. In such
circumstances, there will also be social impact on the recipient.

Economic Impact

A small unidentifiable administrative cost will accrue to those
agencies which have used the “socially unemployable” provision
without medical documentation for they will not be required to
collect that documentation. In a very few cases the agency may be
required to pay for a special medical examination. It is not expected
that the change will produce any change in assistance eligibility or
amount of grant for any individual.

Full text of the proposal follows (additions indicated in boldface
thus; deletions indicated in brackets [thus]).

10:85-3.2  Application process

(a)-(e) (No change.)

(f) (See proposed amendment at 1SN.J.R. 313(a).)

(g) Work requirement: Eligibility for public assistance in New
Jersey is directly related to an individual’s willingness to work
when he[/] or she is able to do so. It is, therefore, a part of the
application process to explain the work requirement to the applicant
and to record in the case file the reasons for any exemption from
this requirement.

1.-2. (No change.)

3. Exemptions from work requirement: An individual shall be
exempt from the work requirement if any of the following exist:

i.—iv. (Nochange.)

v. The individual is unemployable: For purposes of General
Assistance unavailability of employment cannot be the basis of a
determination of unemployability. Only persons included in any of
the following groups are unemployable:

(1)-(8) (Nochange.)

(9) Persons determined by the MWD to be unemployable when
such determination is supported by any of the following:

(A)—(B) (Nochange.)

(C) The individual’s history of unemployment and lack of
vocational training and/or education [which], combined with
medical evidence of the existence of a mental or physical
disability or impairment, negates all possible employment. Facts
leading to such determination must be recorded in the case file. A
determination on this basis shall be valid for three months or such
longer period as may be specified uder (g)3v(9)(D) below.

(D) (Nochange.)

4.-8. (Nochange.)

(h)—(i) (No change.)
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(a)
DIVISION OF ADMINISTRATION

Automobile Insurance
Insurance Identification Cards

Proposed Amendments: N.J.A.C. 11:3-6.1,
6.2, 6.3 and 6.4

Authorized By: Joseph F. Murphy, Commissioner,
Department of Insurance.
Authority