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STATE AGENCY RULEMAKING

INTERESTED PERSONS

Interested persons may submit, in writing, information or arguments concerning any of the rule proposals in this issue until July 19, 1989. Submissions
and any inquiries about submissions should be addressed to the agency officer specified for a particular proposal or group of proposals.

On occasion, a proposing agency may extend the 30-day comment period to accommodate public hearings or to elicit greater public response to
a proposed new rule or amendment. An extended comment deadline will be noted in the heading of a proposal or appear in a subsequent notice in
the Register.
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of the rulemaking procedures at N.J.A.C. 1:30-4.3. The adoption becomes effective upon publication in the Register of a notice of adoption, unless
otherwise indicated in the adoption notice. Promulgation in the New Jersey Register establishes a new or amended rule as an official part of the New
Jersey Administrative Code.
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PROPOSALS

AGRICULTURE
(a)

DIVISION OF RURAL RESOURCES
State Agricuiture Development Committee

Proposed Readoption: N.J.A.C. 2:76

Authorized By: State Agriculture Development Committee,
Arthur R. Brown, Jr., Chairman.

Authority: N.J.S.A. 4:1C-5f and 16a.

Proposal Number: PRN 1989-318.

Submit comments by July 19, 1989 to:
Donald D. Applegate, Executive Director
State Agriculture Development Committee
CN 330
Trenton, New Jersey 08625
Telephone: (609) 984-2504

The agency proposal follows:

Summary

The readoption of N.J.A.C. 2:76 is proposed by the State Agriculture
Development Committee. Under a separate notice of proposal, the State
Agriculture Development Committee will propose rule amendments at
N.J.A.C. 2:76-6.16, Criteria for evaluating development easement acquisi-
tions. All the rules deal with implementing the Agriculture Retention and
Development and the Right-to-Farm Acts, N.J.S.A. 4:1C-1 et seq., and
administering the Farmland Preservation Bond Fund.

The chapter is divided into subchapters as follows:

Subchapter [ delineates the procedures for the designation of Agricul-
ture Development Areas.

Subchapter 2 deals with agricultural management practices and dispute
resolution procedures.

Subchapter 3 deals with the creation of farmland preservation pro-
grams.

Subchapter 4 deals with the creation of municipally approved farmland
preservation programs.

Subchapter 5 deals with soil and water conservation project cost shar-
ing.

Subchapter 6 deals with the acquisition of development easements.

Subchapter 7 provides for the review of nonagricultural development
projects in agricultural development areas.

Subchapter 8 deals with the acquisition of farmland in fee simple.

Subchapter 9 deals with the emergency acquisition of development
easements on farmland.

The chapter expires on August 29, 1989 pursuant to Executive Order
No. 66(1978). The adoption dates of the above rules run from 1984 to
1989. Almost all of the rules have been modified over the past several
years to implement the goals of the programs.

Social Impact
The rules have a positive impact on New Jersey as they implement the
purposes of the Agriculture Retention and Development and the Right-
to-Farm Acts. The citizens of New Jersey benefit from the farmland
preservation program through the preservation of farms and the enhance-
ment of the agricultural industry in the state.

Economic Impact
The proposed readoption will have a positive impact on the citizens
of New Jersey and on the State’s agriculture in that it allows the continu-
ation of agriculture and enhancement thereof in this the most densely
populated State.

Regulatory Flexibility Statement

The majority of the land potentially subject to the programs of the
State Agriculture Development Committee is owned by small businesses,
as the term is defined in the Regulatory Flexibility Act, N.J.S.A.
52:14B-16 et seq. The rules proposed for readoption do not impose
reporting, recordkeeping or other requirements on such farmland owners.
A farmland owner’s participation in the easement purchase program, soil
and water program and eight-year farmland preservation programs is
voluntary.
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RULE PROPOSALS

Full text of the proposed readoption may be found in the New
Jersey Administrative Code at NJ.A.C. 2:76 and at 21 N.J.R. 981(a)
and (b).

BANKING
(b)

DIVISIONS OF BANKING, SAVINGS AND LOAN
Application Fees

Proposed New Rules: N.J.A.C. 3:1-2.25, 2.26 and
3:6-14.2

Proposed Amendments: N.J.A.C. 3:6-13.3, 13.5;
3:6-14.1; 3:11-5.1, and 11.9.

Authorized By: Mary Little Parell, Commissioner, Department
of Banking.

Authority: N.J.S.A. 17:9A-333, 334, 17:12B-226.

Proposal Number: PRN 1989-327.

Submit written comments by July 19, 1989 to:
Robert M. Jaworski, Deputy Commissioner
Department of Banking
CN 040
Trenton, New Jersey 08625

The agency proposal follows:

Summary

The Department of Banking proposes to amend and supplement its
rules regarding the charging of fees to conform with recently passed
legislation in this area. P.L. 1988, ¢.73 set minimum and maximum fees
which the Department may charge banks, savings banks and savings and
loan associations. The Department in this proposed rulemaking has set
forth a fee schedule. The fees are substantially below the maximum
permitted amount, and many of the fees are set at the minimum amount
chargeable.

Social Impact

These proposed new rules and amendments will set the fees charged
banks, savings banks and savings and loan associations for various appli-
cations and services performed by the Department of Banking. To the
extent that fees are increased, a beneficial social impact will result from
the shift of financial responsibility for the regulation of State chartered
financial institutions from the general taxpaying public to those who
benefit financially from conducting these businesses in New Jersey.

Economic Impact

Pursuant to this proposed rulemaking, the fees charged banks and
savings banks will be increased as follows: (1) the fee for a charter
application will increase from $10,000 to $15,000; (2) the fee for a full
branch application will increase from $1,000 to $1.500; (3) the fee for
an interchange application will increase from $250.00 to $500.00; (4) the
fee for a merger application will increase from $1,500 1o $3,000: (5) the
fee for an acquisition application will increase from $1,500 to $3,000: (6)
the fee for filing a copy of a plan of reorganization will increase from
$250.00 to $1,000; (7) the fee for filing a pension plan will increase from
$250.00 to $500.00; (8) the fee for filing an amendment or alteration to
a pension plan will increase from $100.00 to $200.00; (9) the fee for
requesting shared access to an ATM will increase from $100.00 to
$200.00; (10) the fee for substitution of securities, pursuant to N.J.S.A.
17:9A-320B, will increase from $25.00 to $50.00; and (11) the foreign bank
biennial fee will increase from $800.00 to $1,000.00.

The fees charged savings and loan institutions will increase as follows:
(1) the fee for a mutual association charter application will increase from
$5,000 to $7,500; (2) the fee for a stock association charter application
will increase from $10,000 to $15,000; (3) the fee for an application for
a merger will increase from $1,500 to $3,000 per association for mergers
of insured associations; (4) the fee for a full branch office application
will increase from $1,000 to $1,500: (5) the fee for an interchange within
the same municipality will increase from $250.00 to $500.00; (6) the fee
for changing the location of a branch office beyond 1,500 feet but within

(CITE 21 N.J.R. 1601)



BANKING

the same municipality will increase from $250.00 to $500.00; and (7) the
fee for the application to file plans of acquisition for stock savings and
loan and existing holding companies will increase from $1,500 to $3,000.

All other fees will be set at the minimum amount prescribed by statute.

As an indication of the cost of these fees to the industry, the Depart-
ment accepted the following applications in 1988 concerning banks and
savings banks: charter applications—!3; full branches—36; mini-
branches—four; mergers—one; purchases—two. Assuming a similar
number of applications in the future, the total cost of the industry for
the increases in these application fees will be approximately $89,000.
Similarly, the Department accepted the following applications in 1988
concerning savings and loan associations: full branches—24;
mergers—three; purchases—four. Assuming a similar number of appli-
cations in the future, the cost for the increases in these application fees
will be approximately $24,000.

Regulatory Flexibility Analysis

Many banks, savings banks and savings and loan associations are small
businesses. However, in accordance with the New Jersey Regulatory
Flexibility Act, N.J.S.A. 52:14B-16 et seq., the Department has de-
termined that this proposed rulemaking will impose no new reporting,
recording or compliance requirements on them.

The proposed new rules and amendments will have an economic impact
on institutions which are small businesses. However, the Department
deems these fees necessary to reimburse the State for the cost of reviewing
each application filed. Since the cost for reviewing an application is
dependent on the type of the application and not on the business size,
the Department does not differentiate the fees based on whether the
institution is a small business.

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

3:1-2.25 Fees; banks and savings banks
(a) A bank or savings bank shall pay to the Commissioner for use of
the State the following fees:
1. For filing an application for charter ............ccooivnieniinn $15,000
2. For filing an application for approval of the establishment

of a full branch office ......ccovnvriviviiirnniriniiic e, $1,500
3. For filing an application for approval of the establishment

of a mini-branch office .. $1,000
4. For filing an application for approval of the establishment

of a communication terminal branch office .......ccoirinicniines $500.00
5. For filing an application for approval of a change in

location of principal office or full branch office ..................... $500.00
6. For filing an application for approval of the cost of the

establishment of an auxiliary office .........occevviiiinnenn $500.00
7. For filing an application for approval of an interchange

between principal office and full branch office ..........ccciiiirinnne $500.00
8. For filing an agreement of merger, per bank ................... $3,000
9. For filing plans of acquisition, per company, per bank

OF SAVINES BANK .ooovviriiiniiiiiicnirrerii et $3,000
10. For filing an application for conversion from a mutual

to stock savings bank .......ccccciiiimniininen, $3,500
11. For filing a copy of a plan of reorganization ................. $1,000
12. For the issuance by the Commissioner of a certificate

Of AULROTILY .vvvvrrviiiniieiiiiirrinnirer e rnae s sseseas $500.00

13. For filing a certificate of amendment of a certificate of
incorporation, or an amended certificate of incorporation
14. For filing any other certificate ........c.cccrveiiciinnennan.
15. For filing a required report ..........ccccoveeiniminiiciinennnnnne
16. For filing a required affidavit .........cccovvmrviiniiiiiiniiiinnnnnns
17. For filing proof of publication, or other required proof ..
18. For the issuance of a certified copy of any certificate of
incorporation or merger or plan of reorganization or amy other
certificate or affidavit filed in the Department,
plus $2.00 per page eseisereress e esraessaa s s st enasananans $25.00

19. For filing a pension plan ...... $500.00
20. For filing an amendment or alteration to a

Pension Plan ...t e $200.00
21. For the issuance of any other approval by the

Commissioner, plus per diem charges where applicable ........... $100.00
22, For the issuance of any extension by the Commissioner,

plus per diem charges where applicable ..........coocvuirvvrriiiiiinnnnnns $50.00

(b) In addition to the fees in (a), a per diem charge may be assessed when
a special investigation of a filing is required.

(CITE 21 NJ.R. 1602)
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3:1-2.26 Fees; State associations
(a) Every State association shall pay to the Commissioner the following
fees:
1. Application to establish a mutual association
2. Application to establish a stock association
3. Application for a bulk sale, pursuant to
NULSAL ITHI2B-204 ...ttt cessssssnaraes
4. Application for a CONVErSIiON ........cccocorvnvernienmrerrnreciiosisnnrsnee
5. Application for a merger:
i. Per insured association ..........cuicmeeiineennnenieneninnenn.
. Per institution when one or more is an
unmsured association .........ccoein.
6. Application to establish a branch ofﬁce, not pursuant
to a merger or bulk purchase .........c..ccoiviieiininiiiiinienieen. $1,500
7. Application to interchange a principal and branch office
when such interchange involves two separate

mMUnicipalities ...t s $500.00
8. Application to interchange a principal and branch office

within the same municipality ......cccccovvvviinininniiiiiiiiinninininnn. $500.00
9. Application to change location of a principal office to

another municipality ........ccocoiiiiiiiiinecnnei $500.00
10. Application to change location of branch office

beyond 1,500 feet but within same municipality ......c.cccoeenrene. $500.00
11. Application to change location of branch office

to another municipality .........cocceenne. N $500.00

12. Application to share facilities ...
13. Application for approval of a savings and loan holding

company where the resulting holding company will own

100 percent of the insured association as its only

capital through an exchange of stock ..........occoviiiriiiinncirinnnns $2,000
14. Filing plans of acquisition, stock savings and loan and

existing holding companies ..........cccccimiiiiniiinniinicenaen
15. Application for change of name
16. Certification by the Commissioner of papers or records

on file with the Department, plus $2.00 per page

for each certification ............ccccovvivrvivernninninnin s
17. Annual report or certificate
18. Dissolution ........ccovvvrrivviieninne

19. Filing of any other certificate .........cccecreervcerenrreeererenansan $50.00
20. Issuance of any other approval by the Commissioner,
plus a per diem ......ocoiviiniiiiiiiiirer it $100.00

(b) In addition to the fees in (a) above, a per diem charge may be assessed
when a special investigation of a filing is required.

3:6-13.3 Off-site location

(a) (No change.)

(b) The following items must accompany each application:

L. A filing fee of [$250.00] $500.00 plus an additional $50.00 if one
or more other financial institutions will share access to the automated
teller machine(s).

2. A certified copy of a resolution of the board of the applying bank
authorizing the application.

(c) (No change.)

3:6-13.5 Additional access

(a) (No change.)

(b)y A filing fee of [$25.00] $50.00 shall accompany each such notice
regardless of the number of institutions or networks added or eliminated.

(c) A fee of $200.00 shall accompany each request to the Commissioner
to require an institution to share access to its communication terminal
branch office.

3:6-14.1 Biennial fee

[The biennial fee for the insurance of a certificate of authority or a
certificate of renewal of a certificate of authority for a foreign bank shall
be $800.00.] The certificate of authority or certificate of renewal of a
certificate of authority for a foreign bank shall run from the date of
issuance to the end of the biennial period. When the initial certificate
is issued in the second year of the biennial certificate period, the certificate
fee shall be an amount equal to one half of the fee for the biennial
certificate period. The first biennial period shall commence as of April
I, 1983. Certificates issued during the period April 1, 1982 to April [,
1983 will bear a fee equal to one half of the $800 biennial fee. For the
biennial period commencing April 1, 1991, the biennial fee will be $1,000.
Certificates issued during the period April 1, 1990 to April 1, 1991 will
bear a fee equal to one half of the $1,000 biennial fee.
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PROPOSALS

3:6-14.2 Miscellaneous fees
(a) A foreign bank shall pay to the Commissioner the following fees:
1. For filing a copy of its certificate of incorporation, or

an amendment or change to the certificate ............cccovrreniennne
2. For filing a statement of its financial condition R
3. For filing a power of attorney $25.00
4. For each substitution of securities, pursuant to N.J.S.A.
17:9A-320B ...t st ssses s nsasaases $50.00

3:11-5.1 Operational subsidiaries

(a) With the prior approval of the Commissioner of Banking, a bank
may engage in activities, which are a part of the business of banking or
incidental thereto, by means of an operating subsidiary corporation. In
order to qualify an an operating authority hereunder, at least 80 percent
of the voting stock of the subsidiary must be owned by the bank. An
application to vonduct business as an operating subsidiary shall be accom-
panied by a $100.00 application fee. In addition, the Department shali
impose a per diem charge, as required.

(b)-(h) (No change.)

3:11-11.9  Approval procedures for other investments

(a) A bank which seeks to make an investment or engage in any activity
requiring the specific approval of the Commissioner shall submit a written
application, accompanied by a $100.00 application fee. In addition, the
Department shall impose a per diem charge, as required. Within 30 days
of the filing of such application, the Commissioner shall notify the appli-
cant in writing either that all information required by this section has
been filed or that additional specified information must be filed. The
Commissioner shall, within 60 days of the date of written notice that all
required information has been filed, endorse thereon his approval or
disapproval.

(b) (No change.)

EDUCATION
(a)

STATE BOARD OF EDUCATION
Substance Abuse

Proposed Amendments: N.J.A.C. 6:29-9.2, 9.3,
9.5and 9.6

Authorized By: Saul Cooperman, Commissioner, Department of
Education; Secretary, State Board of Education.

Authority: N.J.S.A. 18A:1-1, 18A:4-10, 18A:4-15, I8A:40A-1,
18A:40A-2, 18A:40A-4, 18A:40A-10, 18A:40A-11,
18A:40A-12, 18A:40A-13, 18A:40A-14, 18A:40A-15and 42
CFR 2.

Proposal Number: PRN 1989-296.

Submit written comments by July 19, 1989 to:
Irene Nigro, Rules Analyst
N.J. Department of Education
225 West State Street, CN 500
Trenton, New Jersey 08625

The agency proposal follows:

Summary

The New Jersey State Department of Education is proposing amend-
ments to NJ.A.C. 6:29-9, to conform to the provisions of N.J.S.A,
18A:40A-1 et seq. This law became effective January 13, 1988 and is
intended to implement the recommendations included in the Governor’s
Blueprint for a Drug Free New Jersey, by establishing a coherent program
on substance abuse education within the schools.

The proposed amendments are summarized as follows:

The statutory reference to all laws repealed or amended by N.J.S.A.
18A:40A-1 et seq. has been changed to cite appropriate authorities under
N.JS.A. [8A:40A-1 et seq.

N.J.A.C. 6:29-9.2:

1. The definition of *‘evaluation’ has been amended to specify that
district policies and procedures for evaluation include a pupil’s need for
treatment.

2. "“Treatment™ has been more clearly defined.

N.J.A.C. 6:29-9.3(b) has been amended to require that district policies
and procedures for the evaluation and treatment of pupils comply with
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the confidentiality requirements established by Federal regulations and
found in 42 CFR Part II.

N.J.A.C. 6:29-9.3(c)4 has been deleted at that cite and reestablished
as NJ.A.C. 6:29-9.3(c)6. This paragraph requires district cooperation
with law enforcement drug operations and activities on or near school
property in accordance with proposed new rules published in the April
3, 1989 issue of the New Jersey Register. These new rules, NJ.A.C. 6:3-6,
are scheduled for adoption by the State Board at their June 7, 1989
meeting.

N.J.A.C. 6:29-9.3(c)5 has been renumbered N.J.A.C. 6:29-9.3(c)4 and
amended to identify the services which are to be used in determining a
pupil’s need for an educational program or treatment which extends
beyond the regular school program because of the pupil’s use or the
pupil’s family use of alcohol or other drugs.

N.J.A.C. 6:29-9.3(c)5 has been added to require that individuals provid-
ing treatment pursuant to the provisions of N.J.S.A. 18A:40A-1 et seq.
be appropriately certified by the New Jersey State Board of Examiners
as substance awareness coordinators or appropriately certified by the
New Jersey State Board of Examiners and trained in alcohol and drug
abuse prevention.

N.J.A.C. 6:29-9.3(c)5 also identifies the types of programs and services
district boards of education must provide to pupils because of their use
or their family's use of alcohol or other drugs.

N.J.A.C. 6:29-9.5(a) has been eliminated and replaced with new
language that provides one standard procedure for districts to follow
when identifying a pupil who is suspected of using alcohol or other drugs
on school property or at school functions. This subsection further requires
that:

—a pupil be allowed to return to and remain in school until such time
as a positive diagnosis of alcohol or other drug use is received, when the
written report of the medical examination has not been submitted to the
parent/guardian and principal and chief school administrator, within 24
hours; and

~—Refusal or failure by a parent to have the pupil examined to de-
termine if he or she is physically or mentally able to return to school
shall be deemed a violation of the compulsory education and child neglect
laws.

N.J.A.C. 6:29-9.6 has been reorganized and amended to provide clarity.
The instructional requirement at the elementary level has been extended
to include instruction in each grade in accordance with the provisions
of N.J.S.A. 18A:40A-1 et seq.

Social Impact

The proposed amendments will have a favorable impact on the public
in that the components of district board of education drug and alcohol
policies and procedures will be clarified and strengthened. School admin-
istrators will have a single standard procedure to follow when identifying
a student who is suspected of using alcohol or other drugs on school
property or at school functions. Chemical health education is also
strengthened at the elementary level, the time when attitudes are formed
which affect later student use decisions. These amendments are necessary
to bring the code in line with the requirements of N.J.S.A. I8A:40A.

Economic Impact

The amendments to N.J.A.C. 6:29-9.6 extend the drug and alcohol
instructional requirement at the elementary level to include instruction
in each grade in accordance with N.J.S.A. |8A:40A. The new requirement
will mean that districts which have heretofore limited their implementa-
tion of a prevention curriculum in the elementary grades will be obligated
to develop and adopt additional curriculum. Monies available from the
Drug-Free Schools and Communities Act (DFSCA) program may be
used to cover the costs associated with curriculum expansion, develop-
ment and implementation. For the third year, all New Jersey public and
nonpublic districts are eligible to receive DFSCA Federal funds on a per
capita entitlement basis from the Department of Education. The Depart-
ment requires that districts first meet the curriculum requirements of
N.J.A.C. 6:29-9.6 before utilizing the DFSCA funds for other prevent-
ion/intervention services for students.

Regulatory Flexibility Statement
A regulatory flexibility analysis is not required because these amend-
ments do not impose reporting, recordkeeping, or other compliance re-
quirements on small businesses. The amendments impact solely upon
New Jersey school districts and schools operated by the Department of
Education.

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

(CITE 21 N.J.R. 1603)
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SUBCHAPTER 9. [DRUGS AND ALCOHOL] SUBSTANCE
ABUSE

6:29-9.2 Definitions

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

“Evaluation’ means those [includes but is not limited to the follow-
ing:]

[l. Procedures] procedures used to determine a pupil’s need for an
educational program or treatment which extends beyond the regular
school program[;] by virtue of the use of alcohol or other drugs by
the pupil or the pupil’s family.

[2. Examination by a physician for the purpose of diagnosing
whether the .pupil is under the influence of alcohol and/or other
drugs;

3. Evaluation by the child study team to determine a pupil’s
eligibility or need for a special education program and/or related
services due to involvement or consumption of alcohol or other
drugs.

4. Assessment by a teaching staff member or district board of
education service provider appropriately certified by the New Jersey
State Board of Examiners and trained in alcoholism or substance
abuse, to determine the extent of the pupil’s drug or alcohol use and
dependency. Such assessment may be made through the use of trained
service providers, certified alcoholism or substance abuse counselors
who are acting as resource person(s) or in conjunction with a certified
teacher or guidance counselor.]

“Treatment” [includes, but is not limited to, the following:] means
those programs and services offered to help a pupil because of the use
of alcohol or other drugs by the pupil or the pupil’s family.

[1. Provisions for program instruction, counseling and related ser-
vices provided by the board of education or its service providers while
a pupil is receiving medical or therapeutic care for a diagnosed drug
or alcohol dependency problem. Treatment shall be provided by
individuals who are appropriately certified by the New Jersey State
Board of Examiners and trained in alcohol and substance abuse or
individuals acting as resource person(s) or in conjunction with a
certified teacher or guidance counselor;

2. Referral to a community agency recommended by the County
Alcoholism Authority or the State Department of Health;

3. Providing support services for pupils who are in care or return-
ing from care for drug and alcohol dependency;

4. A special class or course designed to meet the needs of pupils
with drug or alcohol use problems;]

6:29-9.3 Adoption of policies and procedures

(a) (No change.)

(b) In adopting and implementing policies and procedures for the
evaluation and treatment of drug or alcohol affected pupils, district
boards of education shall:

1. [consult] Consult with local agencies recommended by the State
Department of Health[.] ; and

2. Provide for compliance with the confidentiality requirements es-
tablished in Federal regulations found at 42 CFR Part II.

(c) Drug and alcohol policies of district boards of education shall
include, but not be limited to, the following components:

1.-2. (No change.)

3. Specific procedures to govern instances where emergency room
services are required in treating alcohol [and/]or drug affected pupils;

[4. Provisions for the inclusion of law enforcement authorities
when warranted;]

[5.]4. The provision of evaluation [and treatment] services for
pupils who are affected by drug or alcohol use. These services shall
include any of the following:

i. Examination by a physician for the purpose of diagnosing whether
the pupil is under the influence of alcohol and/or other drugs;

ii. Evaluation by the child study team to determine a pupil’s eligibili-
ty for special education and/or related services when the pupil has been
identified as potentially educationally handicapped;

iii. Assessment by individuals who are certified by the New Jersey
State Board of Examiners as substance awareness coordinators or by
individuals who are appropriately certified by the New Jersey State
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Board of Examiners and trained in alcohol and drug abuse prevention;
and/or

iv. Referral to a community agency approved by the County Local
Advisory Council on Alcohelism and Drug Abuse or the State Depart-
ment of Health.

5. The provision of treatment services for pupils who are affected
by drug or alcohol use. Treatment shall be provided by individuals who
are appropriately certified by the New Jersey State Board of Examiners
and trained in alcohol or drug abuse prevention. These programs and
services shall include any of the following:

i. Provisions for a program of instruction, counseling and related
services provided by the district board of education while a pupil is
receiving medical or therapeutic care for a diagnosed drug or alcohol
dependency problem;

ii. Referral to a community agency approved by the County Loeal
Advisory Council on Alcoholism and Drug Abuse or the State Depart-
ment of Health;

iii. Providing support services for pupils who are in care or returning
from care for drug and alcohol dependency; and/or

iv. A special class or course designed to meet the needs of pupils
with drug or alcohol use problems;

6. Procedures for cooperating with law enforcement drug operations
and activities on or near school property in accordance with the
provisions established in N.J.A.C. 6:3-6; and

7. Provisions for the establishment of parent/guardian substance
abuse educational programs offered at times and places convenient to
the parents of the district on school premises or other facilities.

(d) (No change.)

6:29-9.5 Reporting, notification and examination procedures

[(a) In instances involving alcoholic beverages, the following shall
apply:

. Any professional staff member having reason to believe that a
pupil is under the influence of alcoholic beverages on school property
or at a school function shall report the matter as soon as possible
to the school nurse or medical inspector and the principal.

i. In the absence of the principal, his or her designee shall be
notified.

ii. In instances where the school nurse, medical inspector and the
principal are not in attendance, the staff member responsible for the
school function shall be immediately notified.

2. The pupil shall be removed to a protective environment for
observation and care by the school nurse or medical inspector until
his or her parent(s) or guardian(s) can be contacted to take the pupil
home. The principal shall request the assistance of the school nurse
or medical inspector in assessing the physical state of the pupil. This
shall not be construed to limit or condition the right of a district
board of education to seek emergency medical assistance for a pupil
when acting in loco parentis, and as an agent of the parent(s) or
guardian(s), and for the welfare of the pupil.

3. The pupil’s parent(s) or guardian(s) and the chief school admin-
istrator shall be immediately notified of the incident and shall be
provided a description of the situation and symptoms.

4. When the principal has completed his or her investigation, a
conference shall be arranged with the pupil and his or her parent(s)
or guardian(s).

5. A plan to address those specific needs which the pupil may have
shall be developed following the parent conference.

6. The district’s policy shall provide for the evaluation and treat-
ment of pupils who are suspected of the use, possession or consump-
tion of alcoholic beverages in school or at school functions.

7. In instances where there is any doubt regarding the nature of
the substance(s) affecting a pupil, the provisions outlined in (b) below
shall be followed.

8. In all instances involving the use of alcoholic beverages, a Viol-
ence, Vandalism and Substance Abuse Incident Report shall be com-
pleted.]

[(b)] (a) In instances involving alcoholic beverages, controlled
dangerous substances or any chemical or chemical compound as
identified in N.J.A.C. 6:29-9.3(a)[2 and 3], the following shall apply:

1. Any professional staff member to whom it appears that a pupil
may be under the influence of [intoxicating] alcoholic beverages or
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drugs on school property or at a school function shall report the
matter as soon as possible to the school nurse or medical inspector
and the principal.

i.-ii. (No change.)

2.-5. (No change.)

6. If the written report of the medical examination is not submitted
to the parent or guardian and principal and chief school administrator
within 24 hours, the pupil shall be allowed to return to school until such
time as a positive diagnosis of alcohol or other drug use is received.

[6.] 7. If there is a positive diagnosis, from the medical examin-
ation, indicating that the pupil is under the influence of [intoxicating]
alcoholic beverages or drugs, the pupil shall be returned to the care
of a parent or guardian as soon as possible. Attendance at school
shall not resume until a written report has been submitted to the
parent or guatdian of the pupil, the principal and chief school admin-
istrator from a physician who has examined the pupil to diagnose
alcohol or drug use. The report shall certify that substance abuse no
longer interferes with the pupil’s [is] physical[ly] and mental[ly able]
ability to [return] perform in school. In addition, the staff member
shall complete the Violence, Vandalism and Substance Abuse Inci-
dent Report.

8. Refusal or failure by a parent to comply with the provisions of
N.J.S.A. 18A:40A-12 shall be deemed a violation of the compulsory
education (N.J.S.A. 18A:38-25 and 18A:38-31) and/or child neglect
(N.J.S.A. 9:6-1 et seq.) laws.

[7.1 9. While the pupil is at home because of the medical examin-
ation or after his or her return to school, the school may require
additional evaluation for the purpose of determining the extent of
the pupil’s alcohol or drug use and its effect on his or her school
performance.

[8.] 10. The district’s policy shall provide for the evaluation and
treatment of pupils whose use of alcohol and other drugs has affected
their school performance or who possess or consume alcohol or drugs
in school or at school functions.

[9.] 11. Any staff member who reports a pupil to the principal or
his or her designee in compliance with the provisions of this subsec-
tion shall not be liable in civil damages as a result of making such
a report as specified in N.J.S.A. [2A:62A-4 and as provided for under
N.J.S.A. 18A:40-4.2] 18A:40A-13 and N.J.S.A. 18A:40A-14.

6:29-9.6 Curriculum and instruction

[(a) Each school district having secondary school grades shall in-
corporate a drug and alcohol education unit into its health education
curriculum in accordance with existing Department of Education
guidelines. A minimum of 10 clock hours per school year of drug
and alcohol education shall be provided pursuant to N.J.S.A.
18A:4-28.7.]

[(b)] (a) Each school district having [elementary school]
kindergarten through sixth grades shall incorporate into its curriculum
at each grade level drug and alcohol education appropriate for the
pupil’s age[,] and maturity, [and grade level] in accordance with
[existing] Department of Education Chemical Health G[g]uidelines.
These guidelines are available through the New Jersey State Depart-
ment of Education, 225 West State Street, CN 500, Trenton, New
Jersey 08625.

(b) Each school district having seventh through twelfth grades shall
incorporate into its curriculum at each grade level a minimum of 10
clock hours per school year of drug and alcohol education in accordance
with Department of Education Chemical Health Guidelines.

(a)
STATE BOARD OF EDUCATION
Statewide Assessment
Proposed Readoption with Amendments: N.J.A.C.
6:39-1
Authorized By: Saul Cooperman, Commissioner, Department of
Education; Secretary, State Board of Education.

Authority: N.J.S.A. 18A:4-15, 18A:4-24, and 18A:TA-| et seq.
Proposal Number: PRN 1989-295.
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Submit written comments by July 19, 1989 to:
Irene Nigro, Rules Analyst
N.J. Department of Education
225 West State Street, CN 500
Trenton, New Jersey 08625

The agency proposal follows:

Summary

Pursuant to Executive Order No, 66 (1978), N.J.A.C. 6:39, Statewide
Assessment, expires on October 18, 1989. The Department has reviewed
these rules and determined them to be necessary, reasonable and proper
for the purpose for which they were originally promulgated. Readoption
of this chapter will permit the continued implementation of the Statewide
Testing System, including establishing the process for the monitoring and
assessment of core course proficiencies beginning in 1989-90. The re-
adoption of this chapter will allow for the determination of the effective-
ness of schools and districts in helping students learn the core proficien-
cies and will serve as a basis for assisting schools whose students are not
performing well in the core proficiencies. They will further indicate to
the public the competency of students Statewide in the core proficiencies
for the mathematics, science, English, and social studies courses common-
ly taken by most students to meet the State Board of Education high
school curriculum graduation requirements. This chapter regulates the
Department’s implementation of the Statewide Testing System, including
the administration of the High School Proficiency Test, the establishment
of criteria for school districts’ testing programs, and the establishment
of core course proficiencies.

The Department of Education proposes to readopt these rules, with
the following amendments:

N.J.A.C. 6:39-1.1 has been amended to reflect a minor technical
change. :

N.J.A.C. 6:39-1.2 has been amended to make the process for establish-
ing minimum levels of proficiency consistent with the process established
in NJ.A.C. 6:8-4.3. The title of the section has been renamed for clarity.

N.J.A.C. 6:39-1.4 has been amended to reflect the fact that the High
School Proficiency Test (HSPT) is the only State developed test of individ-
ualized pupil performance.

N.J.A.C. 6:39-1.7 has been deleted as it is redundant. N.J.A.C. 6:28
already provides for the exclusion of pupils from the test programs
established in this chapter.

The following amendments were adopted by the New Jersey State
Board of Education on April 5, 1989 and published on May 1, 1989 in
the New Jersey Register. No changes are proposed to these sections at
this time.

N.J.A.C. 6:39-1.3 was amended to include the monitoring of core
course proficiencies and the assessment of these proficiencies in the State-
wide process for monitoring of school districts.

N.J.A.C. 6:39-1.6 was added to encourage district boards of education
to recognize students who achieve academic excellence in the course
proficiencies.

Social Impact
The readoption of this chapter provides for continued consistency of
student learning in New Jersey high schools. The readoption also provides
for the continued implementation of the Statewide testing system and its
monitoring and assessment. The proposed amendments will provide
greater clarity and will have no additional social impact beyond enhanc-
ing the code’s usability.

Economic Impact
The continued implementation of the Statewide Testing Program may
result in increased costs to those local school districts that are in need
of upgrading curriculum and assessment procedures. District boards of
education are currently required to develop and assess course proficien-
cies. Increased costs to local school districts would vary and depend on
the level of upgrading necessary.

Regulatory Flexibility Statement
A regulatory flexibility analysis is not required because this readoption
with amendments does not impose reporting, recordkeeping, or other
compliance requirements on small businesses. This chapter impacts solely
upon New Jersey school districts and schools operated by the Department
of Education,

Full text of the rules proposed for readoption can be found in the
New Jersey Administrative Code at N.J.A.C. 6:39-1.

(CITE 21 N.J.R. 1605)
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Full text of the proposed amendment follows (additions indicated
in boldface thus; deletions indicated in brackets [thus]).

6:39-1.1 Authority of the Commissioner

(a) (No change.)

(b) All such means, tests, if determined to be appropriate by the
Commissioner, and examinations to be administered pursuant to this
section shall be conducted by [and in] all operating school districts
in New Jersey and shall meet the State criteria.

(c)-(d) (No change.)

6:39-1.2 [Basic skills proficiency in reading, writing and
mathematics (HSPT)] Levels of pupil proficiency

(a) The State Board of Education, after consultation with the
Commissionegr, shall establish uniform Statewide levels of pupil profi-
ciency in reading, writing and mathematics skills on the Statewide
assessment instruments pursuant to N.J.S.A. 18A:17A-6 and for
assessments in those grades required for district certification.

(b) [In the event that certain grades] For other grades that are not
administered the Statewide assessment instruments and are not con-
sidered for district certification, the Department of Education shall
establish [,for those grades,] equivalent standards of pupil proficiency
on tests which meet State criteria and measure performance in read-
ing, writing and mathematics skills [and meet State criteria].

(c) All pupils performing below the established levels of pupil
proficiency in reading, writing and mathematics skills, as determined
by (a) and (b) above, shall be provided appropriate instructional
services according to the district’s basic skills improvement plan,
pursuant to N.J.S.A. 18A:7A-6.

1. A waiver of this requirement may be granted if the program
of needs assessment conducted pursuant to N.J.A.C. 6:8-7.1(b)1 and
4 clearly demonstrates such enrollment is unnecessary as certified by
the chief school administrator [or if enrollment of a pupil above the
levels of pupil proficiency as established in (a) and (b) above is
necessary].

6:39-1.4 Dissemination of information

(a) Dissemination of information procedures relative to basic skills
proficiency in reading, writing, and mathematics as measured by the
High School Proficiency Test (HSPT) shall be as follows:

1. (No change.)

2. The Department of Education shall produce and distribute to
chief school administrators [as] uninterpreted reports [for tests de-
veloped by the Department], such as rosters of pupil performance
and other reports as deemed appropriate by the Commissioner.

3.-9. (No change.)

(b) (No change.)

[6:39-1.7 Exclusion of pupils

An educationally handicapped pupil shall be exempted from the
High School Proficiency Test and core course proficiencies tests
pursuant to the provisions established under N.J.A.C. 6:28].

HEALTH
(a)

HOSPITAL REIMBURSEMENT

Procedural and Methodological Regulations

Commission Fees

Proposed Amendment: N.J.A.C. 8:31B-3.66

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

Authority: N.J.S.A. 26:2H-| et seq., specifically 26:2H-5b and
26:2H-18d.

Proposal Number: PRN 1989-300.
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Submit comments by July 19, 1989 to:
Pamela S. Dickson, Assistant Commissioner
Div. of Health Planning and Resources Development
New Jersey State Department of Health, Room 603
CN 360
Trenton, New Jersey 08625-0360

The agency proposal follows:

Summary
The current rule allows the Department of Health to recommend to
the Hospital Rate Setting Commission a fee per adjusted admission, up
to $2.00 per adjusted admission. The Department proposes to change the
ceiling to $5.00. The actual fee would be proposed to the Commission
and would be based on the projected expenses associated with the hospital
rate setting system.

Social Impact
This proposed amendment will allow the Commission to continue
assessing appropriate fees on a per adjusted admission basis for the
ongoing operation of the Chapter 83 system.

Economic Impact

There is no direct economic impact to providers, since Commission
fees are passed through to payers. Payers may realize a small increase
in cost per patient; however, the revenue generated will insure the con-
tinued operation of the Chapter 83 reimbursement system, which has been
effective in controlling hospital cost increases. It is estimated that Com-
mission fees will have to raise approximately $4.4 million in revenue to
cover operating expenses during Fiscal Year 1990.

Regulatory Flexibility Statement
The proposed amendment applies only to the hospitals that have rates
established by the Hospital Rate Setting Commission. Each of these
hospitals employs more than 100 full-time employees and therefore does
not fall into the category of small business as defined in N.J.S.A.
52:14B-16 et seq., the Regulatory Flexibility Act.

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

8:31B-3.66 Commission fees

(a) A charge of up to [$2.00] $5.00 per adjusted admission, as
defined by the American Hospital Association, for each adjusted
admission in the year of the current cost base, shall be assessed each
institution for which the Commission determines a preliminary cost
base.

(b) (No change.)

(b)
HOSPITAL REIMBURSEMENT
Procedural and Methodological Regulations
Reconciliation: Hospitals

Proposed Amendments: N.J.A.C. 8:31B-3.73

Authorized By: Molly Joel Coye, M.D., M.P.H,, Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

Authority: N.J.S.A. 26:2H-1 et seq., specifically 26:2H-5b and
26:2H-18d.

Proposal Number: PRN 1989-301.

Submit comments by July 19, 1989 to:
Pamela S. Dickson, Assistant Commissioner
Health Planning and Resource Development
New Jersey State Department of Health, Rm. 601
CN 360
Trenton, New Jersey 08625-0360

The agency proposal follows:

Summary
To support the maintenance of an all-payer system and allow hospitals
to receive rate-year approved revenue, the proposed amendment will
allow the Department to adjust rates for participating payers to account
for differences between Medicare’s reimbursement levels and Chapter 83
reimbursement levels. This amendment also would permit the Hospital
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Rate Setting Commission to approve final reconciliations, which would
adjust for Gramm-Rudman-Hollings reductions for the affected rate
years.

Social Impact
This proposed amendment will not alter the delivery of health care in
the State of New Jersey and will have no impact on individual patients
or hospitals. The amendment will allow for adjustments to rates to
maintain the all-payor system and preclude any social impact which might
be caused by the discontinuance of the all-payor system.

Economic Impact

It is expected that Medicare reimbursement will be different than
Chapter 83 reimbursement would be for the same patients. This amend-
ment allows hospitals a regulatory foundation for the full collection of
rate-year revepues approved by the Hospital Rate Setting Commission.
To the extent that Medicare reimbursement is different from Chapter 83
reimbursement, this amendment will allow a hospital to collect from
participating payers the full financial requirements of an efficient and
effective hospital.

Reductions due to Gramm-Rudman-Hollings legislation are estimated
to be $24 million in 1986 through 1988.

Regulatory Flexibility Statement
The proposed amendments apply only to the hospitals that have rates
established by the Hospital Rate Setting Commission. Each of these
hospitals employs more than 100 full-time employees and therefore does
not fall into the category of small business as defined in N.J.S.A.
52:14B-16 et seq., the Regulatory Flexibility Act.

Full text of the proposal follows (additions indicated in boldface
thus).

8:31B-3.73 Reconciliation: Hospitals

(a) Following receipt of actual patient specific information
pursuant to Rules on Hospital Reporting for Uniform Bill—Patient
Summaries (in-patient) or N.J.A.C. 8:31A-10.7, whichever is ap-
propriate: determination of actual case-mix as determined the same
GROUPER used to establish rates, and calculation of the actual
economic factor, the Commissioner shall determine consistent with
the Commission’s Order, for each hospital, for the calendar year or
rate period, whichever is appropriate, reconciliation:

1.-4. (No change.)

5. Nonparticipating payers: For discharges after January 1, 1989,
to the extent that payments made by or on behalf of Medicare patients
are different than Commission-approved revenues for a rate year, the
Hospital Rate Setting Commission will adjust rates to assure that New
Jersey hospitals will continue to receive their approved revenues.

i. For purposes of final reconciliation, Medicare revenue will be
defined as revenue accrued during the rate year including deductibles,
coinsurance, and all pass-through reimbursement such as direct teaching
and capital, as adjusted by the Notice of Program Reimbursement
(NPR) issued by the fiscal intermediary at final settlement.

ii. The Department of Health may limit rate adjustments if a hospital
has not demonstrated a good faith effort to obtain from Medicare the
appropriate level of reimbursement.

6. To the extent that Medicare payments for the 1986, 1987 and
1988 rate years are different than Commission-approved revenues, due
to Gramm-Rudman-Hollings mandated reductions, the Hospital Rate
Setting Commission will adjust rates to assure that New Jersey hospi-
tals will receive their approved revenues for those rate years. For
purposes of final reconciliation, rate year Medicare revenue will be
defined as in N.J.A.C. 8:31B-3.73(a)5i above.
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(a)
HEALTH FACILITIES EVALUATION AND LICENSING

Long Term Care Licensing Standards
Pharmacy Control Policies

Proposed Amendment: N.J.A.C. 8:39-29.4

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-302.

Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367

The agency proposal follows:

Summary

The Department proposes to amend N.J.A.C. 8:39-29.4(j) to permit
nursing homes to order non-prescription medications from pharmacy
suppliers located outside New Jersey.

Currently, the rules, in pertinent part, require each licensed nursing
home to: ** .. implement written methods and procedures for obtaining
prescribed medications and biologicals from a pharmacy licensed by the
New Jersey State Board of Pharmacy.” The proposed amendment would
limit this requirement to the obtaining of “‘prescribed prescription medi-
cations.” Thus a nursing home would be permitted to obtain non-
prescription items, that nonetheless were ordered for a patient by a
physician, from out-of-State suppliers.

Such non-prescription items might include acetaminophens, mild skin
lotions, vitamins, and milk of magnesia. The purpose of the proposed
amendment is to provide nursing homes and nursing home consumers
with an opportunity for cost reduction in the purchase of standard over-
the-counter products for which quality is not likely to be compromised
through interstate sales.

Social Impact

No substantial social impact is foreseen. Health professionals serving
the patient in the facility would remain responsible for monitoring pa-
tients’ responses to treatment and thus should be able to detect any
significant problems related to the performance of over-the-counter prod-
ucts. In addition, although the existing requirement precludes nursing
homes from ordering such products directly from out-of-State suppliers,
there is no current rule prohibiting the nursing home’s in-State pharmacy
from purchasing the products from an out-of-State supplier.

Economic Impact

The projected savings cannot be estimated with precision, because it
is unclear how many facilities would purchase products directly from out-
of-State and to what extent. Moreover, prices vary from time to time,
supplier to supplier, and product to product.

On balance, information available to the Department tends to show
a projected reduction of approximately 25 percent in the purchase of
pharmacy products from out-of-State. For example, the Department
learned of price differentials on Tylenol, the common acetaminophens,
of 30 percent in packages of 325 milligrams (mgs.) and 22 percent in
packages of 500 milligrams. For vitamins, price differentials may range
from seven percent on chewable products to 107 percent on a common
commercial one-a-day product.

Regulatory Flexibility Statement

Approximately half of New Jersey’s nursing homes may be considered
small businesses, as the term is defined in N.J.S.A. 52:14B-16 et seq. A
regulatory flexibility analysis is not required because the amendment does
not impose reporting, recordkeeping or other requirements on small
businesses. The amendment allows nursing homes to obtain non-prescrip-
tion items which have been prescribed by a physician, such as
acetaminophens, certain skin lotions, vitamins and milk of magnesia,
from out-of-State pharmacies. The nursing homes will be required to
obtain prescription items from pharmacies licensed by the New Jersey
State Board of Pharmacy.

Full text of the proposal follows (addition indicated in boldface
thus):
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8:39-29.4 Mandatory pharmacy control policies and procedures

(a)(i) (No change.)

(j) The facility shall implement written methods and procedures
for obtaining prescribed prescription medications and biologicals
from a pharmacy licensed by the New Jersey State Board of Phar-
macy. The telephone number of the pharmacy and procedures for
obtaining drugs shall be posted at each nursing unit.

(a)
HEALTH FACILITIES EVALUATION AND LICENSING

Hospital Licensing Standards
Complianee with Mandatory Rules and Advisory
Standards

Proposed New Rule: N.J.A.C. 8:43G-3

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-304.

Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367

The agency proposal follows:

Summary

As part of its program of licensure reform for hospitals, the Depart-
ment is proposing a framework for the implementation of advisory stan-
dards, as a complement to the mandatory rules that every hospital is
required to meet. Mandatory rules are minimum and essential require-
ments of care. Advisory standards are benchmarks of excellence or su-
perior attainment in providing care of high quality. Hospitals are en-
couraged to use advisory standards in striving to provide the highest
quality of care possible.

Proposed N.J.A.C. 8:43G-3.3 describes different ways in which ad-
visory standards may, and may not, be applied. Hospitals will choose
whether or not to be surveyed for advisory standards. Under this section,
the Department may not use advisory standards to select recipients of
certificates of need, or to issue public reports identifying individual hospi-
tals’ compliance with advisory standards.

The use of advisory standards is a novel component of hospital
licensure, not previously used in New Jersey or other jurisdictions. The
precedent is the use of advisory standards in nursing home licensure,
contained in N.J.A.C. 8:39, effective June 20, 1988, also developed by
the Department’s Licensure Reform Project.

Besides the uses stated in the proposed rules, advisory standards serve
to recognize health professionals, services or departments, and facilities
for exceeding minimal standards. They serve to promote high quality care.
In addition, advisory standards provide a means of including in licensure
rules some important factors that, because they may not be feasible for
all licensed facilities, the Department prefers not to establish as man-
datory requirements.

In the future, the Department intends to explore the development of
additional advisory standards for hospital licensure, such as standards
of outcomes of care and standards specifying the annual volume of
particular clinical procedures that a hospital should perform if it offers
the procedure on a regular basis.

There is no expectation that any hospital will or could meet all advisory
standards. The more limited expectation is that hospitals and their staffs
will try to meet those advisory standards they are most likely of attaining,
especially in areas where the hospital perceives its strengths.

Economic Impact
Advisory standards will have no economic impact on hospitals. Com-
pliance with advisory standards is not part of the hospital reimbursement
program nor are advisory standards included in ratesetting formulas or
policies. Hospitals will neither be directly penalized nor directly rewarded
for complying with advisory standards. However, many advisory stan-
dards do involve costs.

(CITE 21 N.J.R. 1608)
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Social Impact
Advisory standards should lead to higher quality of care, as pro-
fessionals and facilities strive to meet them. By positively reinforcing the
efforts of professionals who meet the higher standards, advisory standards
should lead to greater work satisfaction, which in turn should help to
attract and retain health professionals during the current shortage of
health professionals in certain categories.

Regulatory Flexibility Statement
Advisory standards will have no impact on small businesses as they
are defined in the Regulatory Flexibility Act, N.J.S.A. 52:14B-16 et seq.,
since all hospitals employ more than 100 people.

Full text of the proposal follows:

SUBCHAPTER 3. COMPLIANCE WITH MANDATORY

RULES AND ADVISORY STANDARDS

8:43G-3.1 Mandatory rules

(a) Mandatory rules contain minimum and essential requirements
of care provided by a hospital.

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

1. Action to impose a fine;

2. Cessation of all admissions;

3. Removal of all patients from the hospital when there is an
imminent danger to any person’s health and safety; and

4. Revocation of the license held by the hospital operator.

8:43G-3.2 Advisory standards

(a) Advisory standards contain benchmarks of excellence or su-
perior attainment in providing care of high quality.

(b) Hospitals are strongly encouraged to use advisory standards
in striving to provide the highest quality of care possible.

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

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

8:43G-3.3 Application of advisory standards

(a) A hospital may elect to be surveyed for advisory standards as
part of its annual licensure survey and so inform the Department
of Health before or at the beginning of the survey.

(b) The Commissioner of Health may elect to defer certain sections
of advisory standards until a future date, or implement all sections
of advisory standards at the same time.

(c) The Commissioner of Health may. from time to time, issue
reports on hospital quality of care that contain or summarize ag-
gregated data on compliance with advisory standards, provided that
such reports do not identify specific hospitals.

(d)} No hospital shall be deemed to comply with advisory standards
in a subchapter of N.J.A.C. 8:43G if the Department finds that the
hospital is not in general compliance with the mandatory rules con-
tained in that subchapter.

(e) The Department shall develop a means to report and shall
report compliance with advisory standards to the individual hospital
that is surveyed as an acknowledgment of hospital staff efforts to
exceed minimum standards.

(f) The Department shall not use compliance with advisory stan-
dards in any of the following ways:

1. Determining whether a hospital should be awarded a certificate
of need;

2. Issuing numerical scores for hospitals, or a ranking of hospitals,
or a protocol for rating hospitals; or

3. Publicly reporting, or making publicly accessible, the results of
findings of compliance with advisory standards in a format that
identifies individual hospitals’ performance:
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(g) The Department may survey a hospital for compliance with
advisory standards by determining compliance with a sample of
advisory standards that the hospital has claimed to meet. The Depart-
ment may require hospitals to submit, either before the licensure
survey or at a specified time during the survey, a listing of those
advisory standards that the hospital claims to meet, along with sup-
porting documentation. This submission requirement is intended
only to facilitate surveyor scheduling and conserve survey time.

8:43G-3.4 Review of mandatory rules and advisory standards

(ay The Department shall continually, and at least annually, review
the performance in licensure surveys of all mandatory rules and
advisory standards in order to identify those items that should be
deleted, revised, or restructured.

(b) Use of advisory standards is not intended as a test of future
mandatory rules. On occasion, however, advisory standards may
become mandatory rules in accordance with the Administrative
Procedure Act, N.J.S.A. 52:14B-I et seq., based on a determination
that they are minimum and essential requirements of care.

(a)
HEALTH FACILITIES EVALUATION AND LICENSING
Hospital Licensing Standards
Central Supply
Proposed New Rules: N.J.A.C. 8:43G-8

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-305.

Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367

The agency proposal follows:

Summary

The Department of Health is proposing new rules to assure patient
safety and quality of care, related to central supply services in hospitals.
Proposed new N.J.A.C. 8:43G-8 was developed through the regulatory
innovations of the Department’s Licensure Reform Project, which in-
cluded extensive meetings with interested parties and a comprehensive
written opinion survey of all proposed standards that involved all hospi-
tals in the State. This survey was distributed to all hospitals as com-
prehensive draft hospital licensure standards in 31 areas, including central
supply. The standards were formatted as a survey, so that respondents
could evaluate each proposed standard on a five-point scale of importance
to patient care and also could indicate whether the proposed standard
should be mandatory or merely advisory.

Presumably, proposed standards that received generally high ratings
of importance and were generally recommended for mandatory status
have been validated by the regulated community as bearing on quality
of care.

The proposed new rules contain the following major provisions:

N.J.A.C. 8:43G-8.1 requires written policies and procedures for the
central supply service which are approved by the infection control com-
mittee and include at least decontamination and sterile activities. These
provisions require the hospital consistently to follow written guidelines
approved by the infection control committee as effective for cleaning,
disinfecting, and sterilizing equipment and supplies.

N.J.A.C. 8:43G-8.2(b) requires that the director or supervisor of central
supply receive a certificate for completing a recognized central service
training course. This provision would assure a high level of training and
technical knowledge on the part of directors of central supply, who
therefore would be qualified to supervise areas related to safety and
cleanliness.

N.J.A.C. 8:43G-8.4(d) requires that all patient care equipment is
cleaned, disinfected, or sterilized according to the use of the item. This
provision would assure that all equipment used for patient care is cleaned
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or sterilized in such a way as to minimize or eliminate the possibility of
infection.

N.J.A.C. 8:43G-8.11(f) requires that methods for sterilizing reusable
medical devices conform with industry standards as published by the
Centers for Disease Control and the Association for the Advancement
of Medical Instrumentation. This provision would assure that currently
recognized practices are followed in the sterilization procedures of re-
usable medical instruments or devices.

The Department also supports other measures that hospitals can take
to improve safety and quality of care. These measures, which were
proposed as advisory standards in the Statewide written opinion survey
noted above, include certification of all personnel in central supply ser-
vices, the centralization of all decontamination, cleaning, and sterilization
in one area, the omission of rinsing or cleaning of instruments and
equipment before sending to central supply service, and sterilization
procedures for specified instruments. Advisory standards will identify
areas of strength and indicate excellence.

Social Impact

One of the basic tenets of safe hospital practice is the cleaning, decon-
tamination, and/or sterilization of all equipment, supplies, and instru-
ments used in patient care. Such practices deter the spread of disease and
contribute to the safety and well-being of patients and staff.

The primary social impact of the proposed rules is to ensure that every
hospital follow established procedures to clean, decontaminate, and ster-
ilize equipment and supplies to promote quality of care for patients as
well as the safety of both patients and staff.

Economic Impact
Since hospitals already have central supply services that meet the major
provisions of the proposed rules, substantial additional expenditures are
not expected to be required.

Regulatory Flexibility Statement
The proposed rules would not affect samll businesses, as defined in
the Regulatory Flexibility Act, N.J.S.A. 52:14B-16 et seq. The hospitals
in New Jersey that are regulated by N.J.A.C. 8:43G all employ more than
100 people. Businesses other than hospitals would not be affected. There-
fore, a regulatory flexibility analysis is not required.

Full text of the proposal follows:

SUBCHAPTER 8.

8:43G-8.1 Central supply policies and procedures; mandatory

(a) The hospital’s central supply service shall have written policies
and procedures that are reviewed annually, revised as needed, im-
plemented, and followed. These policies and procedures shall be
approved by the hospital’s infection control committee.

(b) Policies and procedures for central supply shall include at least
decontamination and sterile activities, including receiving, decon-
tamination, storage, cleaning, packaging, disinfection, sterilization,
and distribution of reusable items.

(c) All equipment and instruments in the hospital shall be pro-
cessed according to central supply cleaning and sterilization policies
and procedures.

(d) Manufacturers’ recommendations for equipment use, testing,
and cleaning shall be readily available in central supply services and
in the department where the equipment is used.

CENTRAL SUPPLY

8:43G-8.2 Central supply staff qualifications; mandatory

(a) There shall be a full-time director or supervisor of central
supply services. ’

(b) By January 1, 1991, the director or supervisor of central supply
shall have received a certificate for completing a central service train-
ing course recognized by the Department of Health.

8:43G-8.3 Central supply staff qualifications; advisory

All personnel in central supply services should have a certificate
for completing a central service training course which is recognized
by the Department of Health.

8:43G-8.4 Central supply patient services; mandatory

(a) Entrance to the central supply processing and decontamination
area shall be restricted to persons attired in hospital-laundered or
protective attire, in relation to the purpose and scope of their duties.
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(b) All reusable patient care items shall be reprocessed according
to manufacturers’ recommendations.

(c) There shall be a preventive maintenance program for all patient
care equipment processed by central supply that includes per-
formance verification records. Preventive maintenance shall be
documented.

(d) All patient care equipment shall be cleaned, disinfected, or
sterilized, according to the use of the item.

(e) Sterile supplies shall bear expiration dates as follows:

1. Double-wrapped muslin/paper wrappers not to exceed one
month;

2. Heat-sealed paper/plastic wrappers or plastic dust-cover wrap-
pers not to exceed one year;

3. Self-sealed packaging not to exceed manufacturers’ recommen-
dations for expiration dates; and

4. Rigid sterilization containers not to exceed manufacturers’ rec-
ommendations for expiration dates.

(f) Single-use items shall be reused or reprocessed only if the
manufacturer recommends reuse or reprocessing, or if the hospital
has scientific validation of the safety of reprocessing and reuse of
the item. Procedures for reprocessing and reuse shall conform with
these recommendations or validation studies.

8:43G-8.5 Central supply patient services; advisory

(a) All decontamination, cleaning, and packaging for sterilization
of reusable equipment should be performed in the central supply
processing and decontamination area,

(b) Paper/plastic wrappers and dust-cover packaging should be
heat-sealed only.

(c) Instruments and equipment should not be rinsed or cleaned
before being sent to the central supply service.

8:43G-8.6 Central supply space and environment; mandatory

(a) Sterile supplies shall be processed, packaged, rotated, dis-
tributed, stored, and dated in such a way as to ensure the integrity
and sterility of the sterile item.

(b) Exterior shipment cartons shall not be brought into sterile
supply storage or processing areas.

(c) Soiled or contaminated supplies shall be physically separated
from those that are clean or sterile.

(d) All work surfaces in central supply shall be cleaned with
germicidal disinfectant at the end of each work shift.

(e) An area shall be designated for central supply employees to
change their clothing and store personal items.

8:43G-8.7 Central supply supplies and equipment; mandatory

(a) An illuminated worktable shall be provided to examine linen
used for wrapping sterile supplies for tears, pinholes, and other
defects.

(b) Laparoscopes, arthroscopes, and other scopes that enter nor-
mally sterile areas of the body, and their accessories, shall be ster-
ilized or given high-level disinfection after each use according to
manufacturers’ recommendations or according to policy established
by the hospital’s infection control committee.

8:43G-8.8 Central supply supplies and equipment; advisory
Laparoscopes, arthroscopes, and other scopes that enter normal

sterile areas of the body, and their accessories, should be sterilized

after each use according to manufacturers’ recommendations.

8:43G-8.9 Central supply staff education and training; mandatory
(a) All new central supply service employees shall receive on-the-
job training on practices and equipment unique to the hospital.
(b) All central supply service employees shall participate in train-
ing sessions or educational programs that are held at least every three
months and are relevant to central supply. Staff participation shall
be documented.

8:43G-8.10 Central supply quality assurance methods; mandatory
(a) There shall be a program of quality assurance for central
supply that is integrated into the hospital quality assurance program
and includes regularly collecting and analyzing data to help identify
health-service problems and their extent, recommending, implement-
ing, and monitoring corrective actions on the basis of these data.
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(b) The efficacy of chemicals used for high-level disinfection shall
be verified by the use of a test method specific to the chemical if
a valid and reliable test method is available and feasible for use in
a hospital setting.

(c) There shall be a system for monitoring the processing of all
equipment and instruments in the hospital for adherence to central
supply policies and procedures.

8:43G-8.11 Sterilizer patient services; manatory

(a) All hinged instruments shall be sterilizer processed in an open
position.

(b) Before they are sterilizer processed, all instruments and equip-
ment shall be visually inspected for cracks, pitting, rust, or any
condition that would impede cleaning.

(c) Sterilizers in use shall be kept clean.

(d) Sterilizer drains shall be flushed at least weekly, unless other-
wise specified by the manufacturer.

(e) Sterilizer door gaskets shall provide effective sealing.

(f) Methods for sterilizer processing reusable medical devices shall
conform with both the following:

I. The current edition of the Centers for Disease Control
“Methods for Assuring Adequate Processing and Safe Use of Medi-
cal Devices”; and

2. The Association for the Advancement of Medical Instrumenta-
tion, (AAMI) requirements, “Good Hospital Practice: Steam Ster-
ilization Using the Unwrapped Method (Flash Sterilization).”

Note: AAMI requirements can be obtained from:

The Association for the Advancement of Medical
Instrumentation

Suite 602

1901 North Fort Myer Drive

Arlington, VA 22209

(g) Instruments and medical devices sterilized by ethylene oxide
shall be aerated in a mechanical aerator at 140 degrees Fahrenheit
for a minimum iof eight hours or at 122 degrees Fahrenheit for a
minimum of 12 hours, unless otherwise recommended by the manu-
facturer.

8:43G-8.12 Sterilizer space and environment; mandatory

Each sterilizer processing area shall have exhaust ventilation to
remove heat, moisture, and odors without recirculating the exhaust
to other areas of the hospital.

8:43G-8.13 Sterilizer supplies and equipment; mandatory

(a) All sterilizers shall be operated and maintained in accordance
with the manufacturers’ instructions.

(b) An indicating thermometer, accurate to three degrees Fahren-
heit, shall be located in all ethylene oxide aeration equipment.

8:43G-8.14 Sterilizer quality assurance methods; mandatory

(a) At the completion of each sterilization load, the time,
temperature, and pressure readings shall be checked and verified.

(b) An internal and external medical indicator shall be used to
monitor every package sterilized.

(c) The following equipment tests and monitoring shall be per-
formed as specified and records, including load number, contents of
the load, and expiration date, shall be maintained for at least one
full year:

1. A prevacuum air removal test shall be performed daily on each
prevacuum sterilizer and following repair or breakdown of the
prevacuum sterilizer;

2. Biological monitoring with live spores shall be performed at
least daily on each ethylene oxide sterilizer and following repair or
breakdown of the ethylene oxide sterilizer; and

3. For steam sterilizers used to sterilize instruments, biological
monitoring with live spores shall be performed daily for each steam
autoclave and following repair or breakdown of the steam sterilizer.
If a sterilizer is not in use daily, daily testing shall be required only
on the days it is in operation.

(d) In the event of positive biological test results on a sterilizer,
effective corrective action shall be taken, including retesting and
recall if indicated.

(e) There shall be an established recall system in effect.
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(a)
HEALTH FACILITIES EVALUATION AND LICENSING
Hospital Licensing Standards
Dietary Standard
Proposed New Rules: N.J.A.C. 8:43G-10

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-306.

Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367

The agency proposal follows:

Summary

The Department of Health is proposing new rules to assure patient
safety and quality of care, related to dietary services in hospitals. The
proposed new subchapter of the Hospital Licensing Standards, N.J.A.C.
8:43G-10, was developed through the regulatory innovations of the De-
partment's Licensure Reform Project, which included extensive meetings
with interested parties and a comprehensive written opinion survey of
all proposed standards that involved all hospitals in the State. This survey
was distributed to all hospitals as comprehensive draft hospital licensure
standards in 31 areas, including Dietary. The standards were formatted
as a survey, so that respondents could evaluate each proposed standard
on a five-point scale of importance to patient care and also could indicate
whether the proposed standard should be mandatory or merely advisory.

Presumably, proposed standards that received generally high ratings
of importance and were generally recommended for mandatory status
have been validated by the regulated community as bearing on quality
of care.

The proposed new rules contain the following major provisions:

N.J.A.C. 8:43G-10.3(a) and (b) specify the qualifications for the food
service director and the registered dietitian who has the full-time responsi-
bility for the clinical aspect of the dietary service. This provision requires
that both the food service manager and clinical components of the dietary
department contribute to the health and well-being of patients.

N.J.A.C. 8:43G-10.6(c) requires that patients be screened for nutri-
tional assessments based on specific criteria and that nutritional
assessments for patients determined to be at clinical risk be completed
within 72 hours of admission. This provision assures that the nutritional
needs of patients are recognized and met.

N.J.A.C. 8:43G-10.6(j) requires that the dietary service regularly par-
ticipate in meetings of multidisciplinary health care teams. This provision
recognizes the role of diet and nutrition in the overall health and well-
being of patients and involves dietary services with other disciplines in
patient care planning.

N.J.A.C. 8:43G-10(l) would require a mechanism to evaluate whether
patients on each nursing unit are being adequately nourished. Suggested
mechanisms include rounds, review of charts, plate waste measurement,
or multidisciplinary team conferences. This provision assures that the
dietary service department has a method by which to assess hospital-wide
meal consumption and is able to identify any large scale issues related
to food preparation.

N.J.A.C. 8:43G-10(n) requires that a mechanism is in place to enable
patients and their families to communicate directly with the dietary ser-
vice. This provision serves as a means to monitor patient satisfaction and
assure that the dietary service is informed of any patient and/or family
concerns or suggestions.

The Department also supports other measures that hospitals can take
to strengthen the clinical role of dietary service departments and to
enhance the nutritional quality and appeal of meals served. These
measures are proposed as advisory standards for dietary services and
include the establishment of a multidisciplinary nutrition committee,
development of weekly cycle or restaurant-type menus, and development
of policies to address patients’ personal or religious dietary preferences.
Advisory standards will identify areas of strength and indicate excellence.
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Social Impact
Increasing attention has been given to the importance of individual
dietary and nutritional needs. This long overdue recognition has increased
the visibility and role of dietary service departments within hospitals.
The dietary service department has an obligation to serve nutritionally
well balanced meals and to meet the specialized therapeutic needs of
individual patients. The involvement of a registered dietitian in hospital
food service departments is essential to ensure that patients’ nutritional
needs are recognized and adequately met.
The primary social impact of these standards is to ensure that patients
receiving care in New Jersey hospitals are provided with meals that
adequately meet their dietary and nutritional needs.

Economic Impact
There are no substantial additional expenditures expected to result
from the proposed new rules. Hospital dietary departments are currently
meeting the major requirements of the proposed new rules.

Regulatory Flexibility Statement
The proposed rules affect all hospitals in New Jersey which are regu-
lated by N.J.A.C. 8:43G. Each of these hospitals employs more than 100
full-time employees and therefore are not considered in the small business
category as defined in the Regulatory Flexibility Act, N.J.S.A. 52:14B-16
et seq. Therefore, a regulatory flexibility analysis is not required.

Full text of the proposal follows:

SUBCHAPTER 10. DIETARY

8:43G-10.1 Dietary policies and procedures; mandatory

(a) The dietary service shall have written policies and procedures
for all dietary services that are reviewed annually, revised as needed,
and implemented.

(b) There shall be a policy that clearly assigns responsibility for
assuring that patients requiring assistance during feeding are ident-
ified and that assistance is provided.

(¢) A diet manual detailing nutritional and therapeutic standards
for meals and snacks, including nutrient analysis of menus, shall be
annually reviewed. An up-to-date manual shall be available at each
nurses station, the dietary department, administration, and the medi-
cal library, if the hospital maintains one.

8:43G-10.2 Dietary policies and procedures; advisory

(a) Written policies and procedures for dietary services should
include policies on serving patients food that addresses personal or
religious dietary preferences.

(b) There should be a multidisciplinary nutrition committee that
guides the development and review of nutritional care requirements,
policies and procedures and shall include, at least, representatives of
nursing, medicine and dietary.

8:43G-10.3 Dietary staff qualifications; mandatory

(a) There shall be a food service director who has a baccalaureate
degree from an accredited college or university in food, nutrition,
or food services management or has at least four years of experience
in hospital food services management and successful completion of
Food Management Certification (FMC) and Dietetic Assistant pro-
grams of their equivalents.

(b) A registered dietitian shall have full-time responsibility for the
clinical aspect of the dietary service.

8:43G-10.4 Dietary staff time and availability; mandatory

(a) A dietitian shall be on duty in the hospital for a specified
period, as determined by the hospital, during every 48-hour weekend
or holiday period.

(b) Trained dietary service staff members shall be responsible for
checking menus, supervising food production, and performing
clerical tasks.

8:43G-10.5 Dietary staff time and availability; advisory
There should be a system to ensure that a dietitian is on duty or
can be reached at all times for emergencies.

8:43G-10.6 Dietary patient services; mandatory

(a) All new admissions shall be listed with the dietary service upon
admission. Each patient’s diet shall be documented on the medical
record.
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(b) A physician shall write a specific dietary order for each patient.

(c) Patients shall be screened for nutritional assessments based on
specific criteria. Nutritional assessements for patients determined to
be at nutritional risk shall be completed within 72 hours of admission.

(d) The dietary service shall set guidelines for subsequent nutri-
tional assessments of patients determined to be at nutritional risk.

(e) Patients’ nutritional needs for food and food supplements shall
be met, in accordance with physician orders.

(f) All diets shall conform to the hospital’s diet manual.

(g) At least three meals shall be served daily, and no more than
15 bours shall elapse between dinner and breakfast.

(h) Nourishment shall be available between meals and at night.

(i) Food production shall be sufficient in quantity to meet nutri-
tional needs and shall be coordinated with dietary orders.

(i) Physician orders and changes in physician orders for diets shall
be effected by the next mealtime, if they are received by the dietary
services by the pre-meal deadline specified in the dietary service’s
policies and procedures.

(k) The dietary service shall regularly participate in meetings of
multidisciplinary health care teams to assess patients.

() The dietary service shall follow the policies and procedures
developed by the pharmacy and therapeutics committee to identify
possible food/drug interactions.

(m) There shall be a mechanism for evaluating patients on each
nursing unit to ensure they are being adequately nourished. This may
involve rounds, review of charts, plate waste measurement, or multi-
disciplinary team conferences.

(n) If the patient does not receive the diet that has been ordered,
or is unable to consume the diet, the nursing staff shall inform the
dietary service.

(o) There shall be a mechanism for patients and their families to
interact with the dietary service, such as a written comment sheet,
patient rounds, or distribution of the dietary service’s phone number.

(p) Patients with special dietary needs, based on criteria estab-
lished by the hospital, shall receive dietary instruction from dietary
services during hospitalization.

(q) The dietary service shall comply with the requirements of
Chapter XII of the New Jersey State Sanitary Code, *‘Sanitation in
Retail Food Establishments and Food and Beverage Vending Ma-
chines” (N.J.A.C. 8:24).

8:43G-10.7 Dietary patient services; advisory

(a) Nutritional assessments for patients determined to be at risk
should be completed within 48 hours of admission.

(b) Food should be attractively presented and contain spices and
flavorings that are appropriate to the diet.

(c) Food should be ordered and prepared so as to provide high
quality, plentiful quantity, and seasonal freshness.

(d) Menus should be constructed to provide variety and choice,
for example, with weekly cycles or restaurant-type menus.

(¢) There should be a guest meal program.

8:43G-10.8 Dietary staff education and training; mandatory
All dietary personnel shall attend at least 10 training or educational
programs, within or outside the facility, per year.

8:43G-10.9 Dietary staff education and training; advisory
All dietary personne} should attend at least 12 training or educa-
tional programs, within or outside the facility, per year.

8:43G-10.10 Dietary quality assurance methods; mandatory

(a) There shall be a program of quality assurance for dietary
services that is integrated into the hospital quality assurance program
and includes regularly collecting and analyzing data to help identify
health-service problems and their extent, and recommending, im-
plementing, and monitoring corrective action based on these data.

(b) Patient satisfication shall be monitored on an ongoing basis,
and a survey mechanism shall be in place that produces quarterly
summaries.

(c) Quality assurance activities for the dietary service shall address
the following areas:

I. Quality, appropriateness, timeliness, and completeness of dieti-
tian notes and assessments entered in the medical record;
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Patient and/or family understanding of the diet;
Prescribed nourishments delivered to the patient;
Meeting special needs of high-risk patients;

Availability of between-meal provisions;

Accuracy and timeliness of the tray delivery process: and

7. Timeliness of registration of new admissions with the dietary
service.

(d) As part of its quality assurance activities, the dietary service
shall maintain a log detailing problem identification, action, and
follow-up.

(e) There shall be a system in place to ensure the accuracy of
dietary orders that are transmitted to the dietary service. This system
shall be monitored as part of the quality assurance program.

(f) There shall be a mechanism to monitor the administration of
and the appropriateness of enteral and parenteral feeding.

(g) The hospital shall have meal production standards in place to
ensure efficiency.
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Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-307.

Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367

The agency proposal follows:

Summary

The Department of Health is proposing new rules to assure quality
of care, related to discharge planning in hospitals. Proposed new N.J.A.C.
8:43G-11 was developed through the regulatory innovations of the De-
partment’s Licensure Reform Project, which included extensive meetings
with interested parties and a comprehensive written opinion survey of
all proposed standards that involved all hospitals in the State. This survey
was distributed to all hospitals as comprehensive draft hospital licensure
standards in 31 areas, including discharge planning. The standards were
formatted as a survey, so that respondents could evaluate each proposed
standard on a five-point scale of importance to patient care and also could
indicate whether the proposed standard should be mandatory or merely
advisory.

Presumably, proposed standards that received generally high ratings
of importance and were generally recommended for mandatory status
have been validated by the regulated community as bearing on quality
of care.

The proposed new rules contain the following major provisions:

N.J.A.C. 8:43G-11.1(a) requires each hospital to have a formal dis-
charge planning program to ensure that every patient is screened for post-
discharge needs. This provision assures that every patient would be
assessed regarding the need for continuity of care.

N.J.A.C. 843G-ll.4(a) requires each hospital to have a multi-
disciplinary team including at least a social worker and a registered
professional nurse to guide discharge planning. The team would receive
input and communicate with other health professionals involved in the
patient’s care. This provision assures that health care professionals with
varied expertise actively participate in the development of discharge plans
for patients.

N.J.A.C. 8:43G-11.5(b) requires each hospital to discharge any patient
still in need of care only to a setting which can provide needed care, or
to demonstrate that a diligent effort has been made to find appropriate
placement. This provision assures that careful, multiple attempts have
been made to discharge a patient in need of further care to an appropriate
setting.
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The Department also supports other measures that hospitals can take
to improve quality of care. These measures, which were proposed as
advisory standards in the Statewide written opinion survey noted above,
include additional representation by administration and medical staff on
discharge planning teams and patient care conferences or rounds. Ad-
visory standards identify areas of strength and indicate excellence.

Results of the written opinion survey produced 58 sets of comments.
The proposed provision that drew the highest number of comments was
N.J.A.C. 8:43G-11.5(b), which precludes the hospital from discharging
any patient still in need of care unless it assures that the patient is
transferred to an appropriate setting for care. Of 27 comments on this
standard, about half noted that patients or families might refuse place-
ment, and it was noted that the standard could not apply to all instances,
for example, placement of homeless people. The standard was subsequent-
Iy changed to specify that a patient still in need of care shall be transferred
to an appropriate setting for care, but that the hospital will meet the
standard if it makes a diligent attempt to find an appropriate placement.

Social Impact

In recent years, the length of stay in acute care settings has decreased.
In addition, the average patient is older and has more heaith care prob-
lems which may require continued services after hospitalization. Dis-
charge planning is the mechanism that ensures that patients have access
to the most appropriate type and setting for post-hospital or rehabilitative
care.

Discharge planning has been found to be most effective if an assessment
is made of the patient’s medical, psychosocial, environmental, and econ-
omic needs, and if post-hospital care is based on these needs. Planning
also involves the patient’s family, when possible, and takes into consider-
ation community resources. This complex task requires the contributions
of a number of disciplines, such as social work, nursing, medicine, and
administration. These disciplines are part of the discharge planning team
which coordinates planning for each patient who requires it.

The primary social impact of the proposed rules is to ensure that each
patient is screened for post-discharge needs, that the patient’s needs are
addressed in a multidisciplinary plan, and that every attempt is made to
secure adequate and appropriate post-discharge care.

Economic Impact
Since hospitals already are providing discharge planning services that
meet the major provisions of the proposed rules, substantial additional
expenditures are not expected to be required.

Regulatory Flexibility Statement
The proposed rules would not affect small businesses, as defined in
the Regulatory Flexibility Act, N.J.S.A. 52:14B-16 et seq. The hospitals
in New Jersey which are regulated by N.J.A.C. 8:43G all employ more
than 100 people. Businesses other than hospitals would not be affected.
Therefore, a regulatory flexibility analysis is not required.

Full text of the proposal follows:

SUBCHAPTER 11. DISCHARGE PLANNING

8:43G-11.1 Discharge planning structural organization; mandatory

(a) Each hospital shall have a discharge planning program with
formal mechanisms in place to ensure that every patient is screened
for post-discharge needs.

(b) The hospital shall maintain an organizational chart or alterna-
tive documentation that clearly delineates the responsibilities,
authority, and accountability of the discharge planning program
staff.

8:43G-11.2 Discharge planning structural organization; advisory

(a) There should be a multidisciplinary committee for the manage-
ment of the discharge planning program that includes at least rep-
resentatives of the hospital’s administration, medical, social work,
and nursing staffs.

(b) There should be documentation in patients’ medical records
to indicate that multidisciplinary discharge planning patient care
conferences or discharge planning rounds have been held to discuss
individual cases.

8:43G-11.3 Discharge planning policies and procedures; mandatory
(a) Hospital staff working in the discharge planning program shall
have open access to relevant patient records.
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(b) Members of the discharge planning program shall participate
in the development and review of transfer agreements with other
health care facilities and agencies.

8:43G-11.4 Discharge planning staff qualifications; mandatory

(a) A team that includes at least a social worker and a registered
professional nurse shall have responsibility for and guide multi-
disciplinary discharge planning for patients who, upon screening, are
determined to require coordinated discharge planning. This team
shall receive input from, and communicate with, the patient’s attend-
ing physician, staff nurse or nurses, and other health professionals.

(b) The social worker and registered nurse who are members of
the discharge planning team shall have received education or training
in hospital discharge planning.

8:43G-[1.5 Discharge planning patient services; mandatory

(a) Patients who require post-discharge continuity of care shall be
linked to needed resources, such as:

|. Placement in a nursing home;

2. Enrollment with a home care program;

3. Transfer to another health care facility; or

4. Referral to community resources.

(b) The hospital shall make every attempt to find and effect an
appropriate placement for any patient ready for discharge but requir-
ing further care.

(c) Patient care conferences or discharge planning rounds shall be
held to discuss specific patients’ needs for continuity of care.

(d) The patient shall participate in the development of the dis-
charge plan, where possible. The family or significant other shall
participate in the development of the plan, where possible, and when
the patient is able to agree, and does agree, to their involvement.

(e) If a patient’s needs for post-discharge care change after a
discharge plan is developed, the plan shall be modified to meet the
patient’s needs.

(f) The hospital shall have a mechanism to ensure that each patient
receives, upon discharge, written instructions about home care and
medications, if relevant, and the telephone number of a contact
person to call in case he or she has questions after discharge.

(g) For all patients who receive discharge planning, a summary
or summaries of the patient’s discharge plan prepared by a member
of the discharge planning team shall be included in the medical record
during the hospital stay or within 30 days of discharge.

8:43G-11.6 Discharge planning quality assurance methods;
mandatory

(a) There shall be a program of quality assurance for discharge
planning that is integrated into the hospital quality assurance pro-
gram and includes regularly collecting and analyzing data to help
identify health-service problems and their extent, and recommending,
implementing, and monitoring corrective actions on the basis of these
data. The program shall monitor at least:

1. That communication occurs among members of the multi-
disciplinary team, and the patient and family;

2. Appropriateness of referrals; and

3. Implementation of the discharge plan.

(b) There shall be a mechanism in place for evaluating the effec-
tiveness of the discharge plan after discharge.

(a)
HEALTH FACILITIES EVALUATION AND LICENSING
Hospital Licensing Standards
Emergency Department
Proposed New Rules: N.J.A.C. 8:43G-12

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-308.
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Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367

The agency proposal follows:

Summary

The Department of Health is proposing new rules to assure patient
safety and quality of care, related to the provision of emergency depart-
ment services in hospitals. The proposed new subchapter of the Hospital
Licensing Standards, N.J.A.C. 8:43G-12, was developed through the regu-
latory innovations of the Department’s Licensure Reform Project, which
included extensive meetings with interested parties and a comprehensive
written opinion survey of all proposed standards that involved all hospi-
tals in the State. This survey was distributed to all hospitals as com-
prehensive draft hospital licensure standards in 31 areas, including emerg-
ency department services. The standards were formatted as a survey, so
that respondents could evaluate each proposed standard on a five-point
scale of importance to patient care and also could indicate whether the
proposed standard should be mandatory or merely advisory.

Presumably, proposed standards that received generally high ratings
of importance and were generally recommended for mandatory status
have been validated by the regulated community as bearing on quality
of care.

The proposed new rules contain the following major provisions:

N.J.A.C. 8:43G-12.1 requires that each hospital provide emergency
department services, unless it is a psychiatric or rehabilitation facility.
Conversely, hospitals which are exempted from offering emergency medi-
cal services would be prohibited from offering nonscheduled medical
services outside the hospital's specialty field. This provision would assure
that the general public have access to emergency medical services at an
optimum number of hospitals. At the same time, since psychiatric or
rehabilitative hospitals are prohibited from offering emergency services,
the general public would be assured that any hospital that does offer
emergency services is equipped and staffed to handle nonscheduled medi-
cal services.

N.J.A.C. 8:43G-12.4(a) requires that, by July 1992, each physician
practicing in the emergency department would either be board-certified
by the American Board of Emergency Medicine (or meet current qualifi-
cations to be examined by the Board), or have completed a nationally
approved residency program, or have the equivalent of three years of full-
time clinical experience in emergency medicine. This provision would
assure a high level of knowledge and clinical skill on the part of emergency
room physicians. Moonlighting residents would no longer be staffing
hospital emergency departments.

N.J.A.C. 8:43G-12.8(a) requires each emergency department to assign
clinical priority for treatment to each patient upon arrival. NJ.A.C.
8:43G-12.8(b) requires that emergency department staff initiate treatment
immediately in life-threatening emergencies. These provisions would as-
sure that each patient is assessed upon arrival and that those determined
as critical are treated immediately.

N.J.A.C. 8:43G-12.8(c) requires that each patient be evaluated by an
attending or emergency department physician before being discharged.
This provision would assure that no patient leaves the emergency depart-
ment without receiving the attention of a qualified physician.

N.J.A.C. 8:43G-12.8(d) requires that no patient wait more than four
hours between arrival in the emergency department and evaluation by
the attending or emergency physician. This provision would help assure
that patients receive medical attention within a reasonable amount of time
after arriving at the hospital.

N.J.A.C. 8:43G-12.8(f) requires that no patient shall be retained in the
emergency department more than 12 hours after treatment, unless being
clinically observed or awaiting test results or transportation. This
provision would assure that each patient’s stay in the emergency depart-
ment is short term and that longer term care, if required, is provided
elsewhere.

Proposed N.J.A.C. 8:43G-12.8(j) requires that each patient receive
written instructions and an oral explanation of the instructions upon
discharge from the emergency department to home. This provision would
help assure that effective instructions for follow-up care are com-
municated to the patient.

Proposed N.J.A.C. 8:43G-12.8(l) requires that a patient be transferred
to another hospital only for a valid medical reason or by the patient’s
choice. This would assure that the emergency department to which the
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patient presents him or herself treats the patient, unless there is a valid
medical reason for transfer to another facility.

The Department also supports other measures that hospitals can take
to improve quality of care. These measures, which are proposed as ad-
visory standards for emergency departments, include board certification
in emergency medicine of all physicians, certification in emergency nurs-
ing, trauma, and advanced cardiac life support for nurses, and a limit
to 12 hours on duty for physicians and other health professionals. Ad-
visory standards will identify areas of strength and indicate excellence.

Social Impact

Access to medical services is a major health care issue both nationally
and in New Jersey. For numerous social, cultural, and economic reasons,
emergency departments are a primary point of access to medical care for
many people. Because the need for emergency medical treatment fluc-
tuates from hour to hour, emergency departments must be prepared to
handle wide variations in the volume of patients. Also, because patients
using emergency services either are in life-threatening situations or per-
ceive that their problems need urgent action, emergency departments
must be staffed and equipped to care for patients with varying acuities
of illness.

In order to meet each patient’s needs in a timely and effective manner,
the Hospital must provide a full range of emergency services at all times
and be staffed by professionals with specialty training in emergency care.

The primary social impact of the proposed rules is to assure that each
patient who comes to the emergency department for treatment receives
immediate clinical assessment, an evaluation by a physician, and treat-
ment or other disposition within specified time frames. This will ensure
that all emergency department patients are given equal access to quality
care.

Economic Impact

Since the proposed new rules under N.J.A.C. 8:43G-12.4 specify a
change in staff qualifications and staffing requirements, it is possible that
additional costs will be incurred. The requirement that each physician
practicing in the emergency department must be board-certified or meet
experience requirements will in effect eliminate the practice known as
“moonlighting” by residents. The precise economic impact is not known
at this time, since hospitals throughout the State have different staffing
practices. However, since implementation is not required until July 1,
1992, hospitals will have three years in which to determine and plan for
additional costs, if any. Under current rate-setting rules, hospitals would
be reimbursed to accommodate substantial increases in expenditures
necessitated by new licensure rules.

Regulatory Flexibility Statement
The proposed rules would not affect small businesses, as defined in
the Regulatory Flexibility Act, N.J.S.A. 52:14B-16 et seq. The hospitals
in New Jersey which are regulated by N.J.A.C. 8:43G-12 all employ more
than 100 people. Businesses other than hospitals would not be affected.
Therefore, a regulatory flexibility analysis is not required.

Full text of the proposal follows:

SUBCHAPTER 12. EMERGENCY DEPARTMENT

8:43G-12.1 Emergency department structural organization;
mandatory

The hospital shall provide emergency services on a 24 hour basis,
unless it is a psychiatric facility or is designated by the Commissioner
of Health as primarily rehabilitative in mission. Psychiatric and re-
habilitative hospitals shall have a written plan and a system to meet
medical emergencies based on the types of patients and cases that
are typically treated in the hospital. Those hospitals exempted from
offering emergency medical services shall not offer nonscheduled
medical services to the general public.

8:43G-12.2 Emergency department policies and procedures;
mandatory

(a) The emergency department shall have written policies and
procedures that are reviewed annually, revised as needed, and im-
plemented.

(b) There shall be a transfer protocol that governs interhospital
transfers of patients in need of specialized care not provided in the
hospital.

(c) The emergency department shall have a written protocol that
governs the management of psychiatric patients who require special
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services not available in the hospital. This protocol addresses the
roles and involvement of hospital health professionals, social work
services, law enforcement officials, and mental health services, when
indicated.

(d) The emergency department shall have a written protocol that
governs provision for family members and significant others to re-
main with patients during treatment, with special attention to pa-
tients unable to communicate.

(e) The emergency department shall have a written protocol that
governs referrals if a clinical speciality service is not available.

8:43G-12.4 Emergency department staff qualifications; mandatory

(a) Effective July 1, 1992, each physician practicing in the emerg-
ency department, except residents functioning under supervision as
part of the hospital's graduate restdency training program, consulting
physicians, and private physicians who are attending to their patients
in the emergency department, shall meet at least one of the following
qualifications:

I. A diplomate of the American Board of Emergency Medicine
or meets current requirements to be examined:;

2. Successful completion of an approved residency program in
family medicine, general internal medicine, general surgery, or gen-
eral pediatrics; or

3. Within the past five years has the equivalent of at least three
years of full-time clinical experience in emergency medicine.

(b) At all times at least one licensed physician who meets at least
one of the qualifications in (a) above shall be present in the emerg-
ency department to attend to all emergencies.

(c) Each physician practicing in the emergency department, except
residents functioning under supervision as part of the hospital’s
graduate residency training program, consulting physicians, and pri-
vate physicians who are attending to their patients in the emergency
department, shall be certified in Advanced Cardiac Life Support.
Physicians who are currently diplomates of the American Board of
Emergency Medicine shall be exempt from this requirement.

(d) Each physician practicing in the emergency department, except
residents functioning under supervision as part of the hospital’s
graduate residency training program, consulting physicians, and pri-
vate physicians who are attending to their patients in the emergency
department, shall be certified in Advanced Trauma Life Support.
Physicians who are currently diplomates of the American Board of
Emergency Medicine shall be exempt from this requirement.

(¢) The emergency department shall be staffed at all times by at
least one professional registered nurse who is certified in Advanced
Cardiac Life Support.

8:43G-12.5 Emergency department staff qualifications; advisory

(a) All physicians practicing in the emergency department, except
residents, consulting, and attending physicians, should be diplomates
of the American Board of Emergency Medicine or meet current
requirements to be examined.

(b) Registered professional nurses staffing the emergency depart-
ment shall have certification in emergency nursing (CEN) and in a
basic trauma nursing course approved by the National Emergency
Nurses Association.

(c) All nurses staffing the emergency department shall be certified
in Advanced Cardiac Life Support.

8:43G-12.6 Emergency department staff time and availability:
mandatory

(a) A radiologist who has completed a residency training program
in radiology shall be able to arrive and shall arrive at the hospital
within 60 minutes of being summoned, under normal transportation
conditions.

(b) There shall be a physician specialist on call to the emergency
department for each major clinical service provided by the hospital.
On-call physicians, except radiologists, shall be able to arrive and
shall arrive within 30 minutes after being summoned for a critical
case, under normal transportation conditions.

(¢) The emergency department shall be staffed at all times by a
minimum of one registered professional nurse. The hospital shall
have in place a protocol to increase nurse staffing based on volume
and acuity.
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8:43G-12.7 Emergency department staff time and availability;
advisory
Physicians and other health professionals practicing in the emerg-
ency department should work on shifts that last no more than 12
hours, with at least eight hours between shifts, at all times.

8:43G-12.8 Emergency department patient services; mandatory

(a) All patients shall initially be assigned clinical priority for treat-
ment by a licensed nurse or physician upon arrival in the emergency
department.

(b) Treatment for life-threatening emergencies shall be initiated
immediately.

(¢) No patient, after being admitted to the emergency department,
shall be discharged to home or another facility without being seen
by an attending or emergency department physician.

(d) There shall be no more than a four hour wait between a
patient’s arrival in the emergency department and the time when the
patient is initially evaluated by the emergency or attending physician.

(e) The emergency department shall have a written protocol for
the care and disposition of patients who stay in the department for
protracted periods of time, for example, in awaiting inpatient beds.
This protocol shall address areas such as patient monitoring, patient
privacy, provision for family members or significant others, and the
active seeking of inpatient beds by emergency department staff.

(f) A patient shall not be retained in the emergency department
more than 12 hours after the patient is initially treated on an emerg-
ency basis or is stabilized, except when test results are pending and
will be used to determine discharge action, or when the patient is
under clinical observation or is waiting after transport has been
summoned.

(g) When a specified volume of patients in the emergency depart-
ment is reached, or patient waiting time before initial evaluation by
a physician exceeds two hours, the hospital shall implement a
protocol for meeting the needs of patients in a timely manner, such
as augmenting staff and notifying or diverting ambulances.

(h) No admitted patient shall be held under clinical observation
in the emergency department for more than eight hours if a bed is
available in an inpatient unit that has the correct monitoring equip-
ment or can meet the needs of the patient.

(i) A registry of emergency department admissions shall be main-
tained that includes the patient name and at least:

. Medical record number;

. Date and time arrived;
Time discharged;

Name of treating physician;
. Medical diagnosis; and

. Disposition of the patient.

(j) Upon discharge home from the emergency department, the
patient or his or her representative shall be given written instructions
and an oral explanation of those instructions. The name of the
physician who ordered the instructions, the name of the person who
gave the oral explanation, and the name of the person receiving the
instructions shall be entered legibly in the medical record.

(k) Patients requiring post-discharge care shall be referred to
needed health care or health-related resources.

(I) A patient shall be transferred to another hospital only for a
valid medical reason or by patient choice. The sending emergency
department shall receive approval from a physician and the receiving
hospital before transferring the patient. Documentation for the trans-
fer shall be sent with the patient, with a copy or summary maintained
by the transferring hospital. This documentation shall include at
least:

1. Informed consent of the patient or responsible individual, if
possible;

2. Reason for transfer;

3. Signature of the physician who ordered the transfer;

4. Condition of the patient upon transfer;

5. Patient information collected by the sending emergency depart-
ment, including x-ray films or written interpretation by a radiologist;
and

6. Name of the contact person at the receiving hospital.

A —
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(m) Documentation of a patient’s transfer sent by the transferring
hospital shall be a permanent part of the patient’s medical record
at the receiving hospital.

(n) A medical record shall be established and maintained for each
patient treated in the emergency department and include at least:

1. Mode, date and time of arrival;

2. Allergies:

3. Medications used before admission to the emergency depart-
ment;

4., Immunizations when relevant;

. Timed vital signs:;

. Chief complaint;

. Physician assessment;

. Nursing assessment;

. Treatment rendered, signed by the person who rendered the
treatment;

10. Medications prescribed and administered while in the emer-
gency department signed by the person who prescribed and the per-
son who administered the medications;

11. Discharge instructions; and

12. Last menstrual period, if relevant.

(0) Deceased patients shall be removed from rooms occupied by
other patients, when possible, or shall be curtained off. The deceased
shall be transported in the hospital and removed from the hospital
in a dignified manner.

(p) The emergency department staff shall conform with hospital
protocols for complying with applicable statutes to report child,
sexual, and elder abuse, specified communicable diseases, rabies,
poisonings, and unattended or suspicious deaths.

(q) The emergency department shall be prepared to communicate
and shall communicate with emergency medical services regarding
patients about to arrive by emergency vehicles. The department shall
be prepared to receive such patients when they arrive.

(r) The phone number of the designated regional or Statewide New
Jersey Poison Information and Education System (1-800-962-1253)
shall be posted in the emergency department.

(s) Radiology services for emergency needs shall be available to
the emergency department 24 hours a day.

(1) Clinical laboratory services for emergency needs shall be avail-
able to the emergency department 24 hours a day.

(u) The emergency department shall have access to and utilize a
record of hospital employees, medical staff members, and volunteers
who can speak languages other than English or know sign language
for the hearing impaired and can provide interpretive services to
patients. This record shall include the work shifts of hospital em-
ployees.

(v) Security personnel shall be available to the emergency depart-
ment when needed.

(w) The hospital shall provide assistance in referring to other
settings of care those patients whom the emergency department ident-
ifies as requiring such assistance after physician evaluation.

OO0~ N

8:43G-12.9 Emergency department patient services: advisory

(a) A family member or significant other should be allowed to
remain with the patient during treatment unless it is clinically inap-
propriate.

(b) If the patient’s follow-up or primary-care physician is a mem-
ber of the hospital staff, a copy of the emergency record should be
sent to him or her.

8:43G-12.6 Emergency department space and environment;
mandatory

(a) The emergency department shall meet criteria established by
the Federal Guidelines for Construction and Equipment of Hospital
and Medical Facilities, 1987 Edition, section 7.9, or later edition, if
in effect, which are hereby incorporated by reference.

(b) The emergency department shall have the necessary equipment
to meet the medical needs of patients of all ages.

(c) The emergency department shall be equipped to stabilize all
patients.

(d) The emergency department shall be equipped with, at least,
patient monitoring equipment and resuscitation equipment.
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(e) The emergency department shall have a functional two-way
communications system for communicating with ambulance services
about arriving patients.

8:43G-12.11 Emergency department staff education and training;
mandatory

(a) The hospital shall provide, and regularly assigned emergency
department staff shall attend, at least annual training or educational
programs that relate specifically to emergency care.

(b) Regularly assigned emergency department staff shall attend at
least annual training or educational programs which relate to the
following areas:

1. Child abuse and/or neglect in compliance with N.J.S.A. 9:6-1
et seq.;

2. Abuse of the elderly; and

3. Rape.

8:43G-12.12 Emergency department quality assurance methods;
mandatory

(a) There shall be a program of quality assurance for the emerg-
ency department that is integrated into the hospital quality assurance
program and includes regularly collecting and analyzing data to help
identify health-service problems and their extent, and recommending,
implementing, and monitoring corrective actions on the basis of these
data.

(b) The quality assurance program shall include periodic collection
of emergency department data in at least the following areas:
. Waiting time;
. Appropriateness of transfers;
. Provision of written instructions;
. Timeliness of diagnostic studies:
Appropriateness of treatment rendered;
. Mortality; and
. Care of patients who are retained in the emergency department
for long periods of time.

(c) Quality assurance shall include review of selected medical
charts.

(d) The quality assurance program shall assess whether physicians,
including residents, are on duty for periods of time that have an
adverse effect on patient care.

(a)
HEALTH FACILITIES EVALUATION AND LICENSING

Hospital Licensing Standards
Housekeeping and Laundry

Proposed New Rules: N.J.A.C. 8:43G-13

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-309.

Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367

The agency proposal follows:

Summary

The Department of Health is proposing new rules to assure patient
safety and quality of care, related to the provision of housekeeping and
laundry services in hospitals. Proposed new N.J.A.C. 8:43G-13 was de-
veloped through the regulatory innovations of the Department’s
Licensure Reform Project, which included extensive meetings with
interested parties and a comprehensive written opinion survey of all
proposed standards that involved all hospitals in the state. This survey
was distributed to all hospitals as comprehensive draft hospital licensure
standards in 31 areas, including housekeeping and laundry. The standards
were formatted as a survey, so that respondents could evaluate each
proposed standard on a five-point scale of importance to patient care
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and also could indicate whether the proposed standard should be man-
datory or merely advisory.

Presumably, proposed standards that received generally high ratings
of importance and were generally recommended for mandatory status
have been validated by the regulated community as bearing on quality
of care.

The proposed new rules contain the following major provisions:

N.J.A.C. 8:43G-13.2(a) requires that each hospital have a housekeeping
or environmental service with a full time director. Proposed N.J.A.C.
8:43G-13.1(a) requires that the housekeeping service have written policies
and procedures which include scheduling and responsibility for cleaning
and maintaining cleanliness for all equipment, structures, areas and sys-
tems. These provisions would assure that the hospital have a formal
housekeeping or environmental service which cleans and maintains the
hospital environment.

N.J.A.C. 8:43G-13.4 and 13.5 require that equipment and environmen-
tal surfaces throughout the hospital are kept clean to sight and touch
and in good repair. These provisions would assure that the hospital
environment is clean and safe for patients, staff, and others.

N.J.A.C. 8:43G-13.10(a) requires that each hospital have a laundry
service with a full time director or supervisor. Proposed N.J.A.C.
8:43G-13.9(a) requires that the housekeeping service have written policies
and procedures approved by the infection control committee and which
include the handling of clean and soiled laundry. These provisions would
require the hospital to consistently follow written guidelines approved by
the infection control committee as effective for the handling of clean and
soiled laundry.

The Department also supports other measures that hospitals can take
to improve safety and quality of care. These measures, which were
proposed as advisory standards in the Statewide written opinion survey
noted above, include specialized assignment of housekeeping staff and
maintenance of a cart-washing area. Advisory standards will identify
areas of strength and indicate excellence.

Social Impact

It is well established that high standards of cleanliness and maintenance
in a hospital environment contribute to-the safety of patients, staff, and
others. This is accomplished by deterring the spread of disease and
eliminating hazards and nuisances which might adversely affect safety and
quality of care to patients.

The primary social impact of the proposed rules is to ensure that every
hospital meet high standards of cleanliness and maintenance of equip-
ment, structures, systems, and environments to promote quality of care
for patients, as well as the safety and well-being for all who are present
in the hospital environment.

Economic Impact
Since hospitals already have housekeeping, environmental, and laundry
services that meet the major provisions of the proposed rules, substantial
additional expenditures are not expected to be required.

Regulatory Flexibility Statement
The proposed rules would not affect small businesses as they are
defined in the Regulatory Flexibility Act, N.J.S.A. 52:14B-16 et seq. The
hospitals in New Jersey that are regulated by N.J.A.C. 8:43G all employ
more than 100 people. Businesses other than hospitals would not be
affected. Therefore, a regulatory flexibility analysis is not required.

Full text of the proposal follows:

SUBCHAPTER 13. HOUSEKEEPING AND LAUNDRY

8:43G-13.1 Housekeeping policies and procedures; mandatory

(a) The housekeeping and laundry services shall have written poli-
cies and procedures that are reviewed annually, revised as needed,
and implemented. They include, at least, assignment by designated
unit, and responsibility for all cleaning tasks.

(b) The hospital shall have a written schedule that determines the
frequency of cleaning and maintaining cleanliness for all equipment,
structures, areas, and systems.

(c) There shall be a list available at all times of all cleaning and
disinfecting agents used in the hospital together with a list of their
antidotes.

(d) Records of all pesticides and herbicides used at the hospital
shall be maintained on-site, together with a description of their anti-
dotes.
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(e) All cleaning and disinfecting agents shall be correctly labeled
with the name of the product and its use, including agents that have
been repackaged from a bulk source.

8:43G-13.2 Housekeeping staff qualifications: mandatory

There shall be a housekeeping or environmental service with a full-
time director who has at least two years of management experience
in housekeeping or environmental services.

8:43G-13.3 Housekeeping staff time and availability; advisory
Housekeeping staff should routinely be assigned exclusively to the
specialty areas for which they have been trained.

8:43G-13.4 Housekeeping patient services; mandatory

(a) All areas, including areas with limited access such as cabinets,
drawers, locked medication rooms, and storage areas, shall be kept
clean to sight and touch.

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

(c) Reusable hand-cleanser dispensers shall be clean inside and
out. Such dispensers shall not be refilled until they are completely
empty and shall not be ““topped off”’. Disposable dispensers shall be
discarded.

(d) Floors shall be kept clean.

(e) Hard surfaced floors shall be coated with a slip-resistant floor
finish.

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

(g) Window and partitioning curtains and drapes shall be kept
clean to sight and touch and odor-free.

(h) Walls, ceilings, and vents shall be kept clean to sight and touch
and odor-free.

(i) Windows and screens shall be kept clean to sight and touch,
and in good repair.

(j) Mattresses, mattress pads and coverings, pillows, bedsprings,
and other furnishings shall be properly maintained and kept clean.
They shall be thoroughly cleaned and disinfected upon discharge of
each patient.

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

(I) When areas of the hospital are undergoing renovation or new
construction, protective measures shall be taken to contain dust and
redirect traffic in patient care areas.

(m) Housekeeping and cleaning supplies shall be selected,
measured, and used correctly and according to manufacturers’ in-
structions.

(n) Effective and safe controls shall be used.to minimize or
eliminate the presence of rodents, flies, roaches, and other vermin
in the hospital. The premises shall be kept in such condition as to
prevent the breeding, harboring, or feeding of vermin. All openings
to the outer air shall be effectively protected against the entrance of
insects.

(o) Fly strips shall not be located over food preparation and
service areas.

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

8:43G-13.5 Housekeeping supplies and equipment; mandatory

(a) Toilet tissue and proper waste receptacles shall be provided in
all toilet areas.

(b) Hand cleanser, sanitary towels, and waste receptacles or hand-
drying machines shall be provided at each handwashing unit. Hand
cleanser and hand-drying machines shall be approved by the infection
control committee.

(c) All portable equipment, such as carts, stretchers, intravenous
poles, and wheelchairs, shall be kept clean and maintained in good
repair.

(d) When not in use, cleaning and disinfecting agents shall be
stored separate from other supplies and in enclosed areas.

(e) Cleaning agents used in the hospital shall be approved by the
housekeeping service and the infection control committee.
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8:43G-13.6 Housekeeping supplies and equipment; advisory

The hospital should maintain a cart-washing area for mechanized
routine cleaning of large portable equipment such as stretchers and
intravenous poles.

8:43G-13.7 Housekeeping staff education and training; mandatory

(a) Orientation for new housekeeping employees shall include
training in cleaning and infection control techniques.

(b) Housekeeping staff shall attend at least four training or educa-
tional programs per year.

(c¢) For specialty units, including at least the newborn nursery,
surgical suite, emergency department, pediatrics, critical care, renal
dialysis, post mortem, and central services sterile preparation, house-
keeping staff shall be specifically trained jointly by housekeeping and
the unit staff to clean the unit to which they are assigned.

8:43G-13.8 Housekeeping quality assurance methods; mandatory

(a) There shall be a program of quality assurance for housekeeping
that is coordinated with the hospital quality assurance program and
includes regularly collecting and analyzing data to help identify prob-
lems and their extent, and recommending, implementing, and
monitoring corrective actions on the basis of these data.

(b) Quality assurance activities for the housekeeping service shall
include scheduled inspections or housekeeping rounds.

(c) Quality assurance activities shall include monitoring of com-
pliance with the schedule for cleaning and maintenance tasks.

(d) Hospitals that contract with a commercial housekeeping ser-
vice shall use quality assurance measures to ensure that the same
standards are met as apply to an in-house housekeeping service.

(e) Quality assurance activities for housekeeping services shall in-
clude monitoring the effectiveness of cleaning agents, for instance,
through ensuring that agents are used according to instructions.

8:43G-13.9 Laundry policies and procedures; mandatory

(a) The laundry service shall have written policies and procedures,
which are reviewed annually, revised as needed, implemented, and
followed, and which include at least a policy that identifies special
handling practices for soiled laundry.

(b) Contaminated laundry shall be specially handled according to
the hospital’s written protocol, which is approved by the infection
control committee and the director of the laundry service.

8:43G-13.10 Laundry staff qualifications; mandatory

There shall be a full-time director or supervisor of laundry with
specialized training or education in laundry service and at least two
years of experience in institutional laundry service management.

8:43G-13.11 Laundry patient services; mandatory

(a) All soiled laundry from patient rooms and other service areas
shall be transported in such a way that no leakage occurs.

(b) Laundry carts shall be in good repair, kept clean, and identified
for use with either clean linen or soiled laundry.

(¢) Clean linen shall be transported in covered carts and stored
in a covered or enclosed area.

(d) Bedding (sheets, pillowcases, drawsheets, and blankets) and
clothing provided to staff and patients shall be clean.

8:43G-13.12 Laundry space and environment; mandatory

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

(b) If a laundry chute is used, it shall be kept locked.

(c) If a laundry chute is used, it shall be maintained in good repair
and cleaned, and there shall be no build-up of visible soil.

(d) Laundry chutes shall empty into an enclosed room.

(e) If the hospital has an in-house laundry for the bulk of the
hospital’s linens, it shall provide a receiving, holding, and sorting area
with hand washing facilities. The walls, floor, and ceiling of the area
shall be kept clean and in good repair.

(f) If the hospital has a limited-use, home-style laundry (for exam-
ple, for the use of the psychiatric unit or for laundering items such
as cubicle curtains), the walls, floor, and ceiling of the area shall be
kept clean and in good repair.
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(g) If the hospital contracts with a commercial laundry service, the
hospital shall have areas for sorting and receiving laundry. These
areas shall be kept clean and in good repair.

(h) There shall be a written schedule for removing lint from laun-
dry areas on a routine basis. This schedule shall be followed.

(i) If the hospital has an in-house laundry, the flow of ventilating
air shall be from clean to soiled areas, and ventilation shall be
adequate to prevent odor build-up. Soiled laundry and clean linen
shall be kept separate.

8:43G-13.13 Laundry supplies and equipment; mandatory

(a) The hospital shall have a supply of sheets, pillowcases, draw-
sheets, blankets, towels, and washcloths that is at least three times
the number of occupied beds.

(b) If the hospital has an in-house laundry, an established protocol
shall be followed to reduce the number of bacteria in the fabrics.
Equipment and surfaces that come into contact with soiled laundry
and clean linen shall be sanitized.

8:43G-13.14 Laundry staff education and training; mandatory

(a) Orientation for new laundry employees shall include protocols
for handling and receiving soiled laundry and clean linen.

(b) All laundry staff shall attend at least four educational or train-
ing programs annually, which include handling and receiving
protocols for soiled laundry and clean linen.

8:43G-13.15 Laundry quality assurance methods; mandatory

(a) There shall be a program of quality assurance for the laundry
service that is coordinated with the hospital quality assurance pro-
gram and includes regularly collecting and analyzing data to help
identify problems and their extent, recommending, implementing,
and monitoring corrective actions on the basis of these data.

(b) Hospitals that contract with a commercial laundry service shall
use quality assurance measures to ensure that the standards of
N.J.A.C. 8:43G-13.9 through this section are met.

(c) The quality assurance program shall assess at least the follow-
ing:

1. pH and bacterial monitoring;

2. Unsafe objects found;

3. Linen supply; and

4. Stained linens.

(d) A random sample of all laundry batches from all sources shall
be sour tested to ensure neutralization of alkaline residues from built
detergents. Sour testing is a test performed to indicate the degree of
acidity or alkalinity of linens. Built detergents is a mixture of one
or more alkaline detergents that contains not less than 50 percent
anhydrous soap (pure soap, free from water). Fabric pH shall be
maintained at 7.0 below after souring when built detergents are used.

(a)
HEALTH FACILITIES EVALUATION AND LICENSING

Hospital Licensing Standards
infection Control and Sanitation

Proposed New Rules: N.J.A.C. 8:43G-14

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-310.

Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367

The agency proposal follows:

Summary
The Department of Health is proposing new rules to assure patient
safety and quality of care, related to the infection control program in
hospitals. Proposed new N.J.A.C. 8:43G-14 was developed through the
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regulatory innovations of the Department’s Licensure Reform Project,
which included extensive meetings with interested parties and a com-
prehensive written opinion survey of all proposed standards that involved
all hospitals in the State. This survey was distributed to every hospital
as comprehensive draft hospital licensure standards in 31 areas, including
infection control. The standards were formatted as a survey, so that
respondents could evaluate each proposed standards on a five-point scale
of importance to patient care and also could indicate whether the
proposed standard should be mandatory or merely advisory.

Presumably, proposed standards that received generally high ratings
of importance and were generally recommended for mandatory status
have been validated by the regulated community as bearing on quality
of care.

The proposed new rules present a clear, comprehensive, and effective
set of rules for the contro! of infections and related hazards, and contain
the following major provisions:

N.J.A.C. 8:43G-14.1(a) requires each hospital to have a formal infec-
tion control committee including representation from, at a minimum,
infection control, medical staff, nursing, administration, clinical labora-
tory, surgery, and employee health. This provision would assure that
major departments of the hospital would contribute to the development
of the hospital’s infection control program.

N.JLA.C. 8:43G-14.1(b) requires that the infection control committee
direct and assure compliance with the infection control program, includ-
ing Universal Precautions and other programs as specified by the Centers
for Disease Control, applicable State and Federal regulations, and hospi-
tal policies. This provision would assure that the hospital is in compliance
with infection control programs that have been developed by Federal,
State, and local entities.

N.J.A.C. 8:43G-14.5(b) requires 4 ratio of one full-time infection con-
trol practitioner to every 250 licensed beds per hospital. This provision
would assure that the infection control program is staffed adequately in
relation to the number of licensed beds. This ratio conforms with guide-
lines of the Federal Centers for Disease Control.

N.J.A.C. 8:43G-14.9 requires that the hospital operate and maintain
a water system in conformance with the New Jersey Safe Drinking Water
Act. This provision would assure that each hospital have a safe and
sanitary water supply.

N.J.A.C. 8:43G-14.12 requires that the infection control committee
develop and implement written policies and procedures for collection,
storage, handling, and disposal of regulated medical waste and would
require compliance with applicable Federal and State laws and regu-
lations. This provision would assure that the hospital take necessary
measures to safeguard the public from the hazards of medical waste.

N.J.A.C. 8:43G-14.13 through 14,16 require that the infection control
committee develop and implement written policies and procedures for
collection, storage, handling, and disposal of solid waste. These
provisions would assure that the hospital take necessary measures to
safeguard the public and the environment from the nuisance of solid
waste.

The Department also supports other measures that hospitals can take
to improve safety and quality of care. These measures, which were
proposed as advisory standards in the Statewide written opinion survey
noted above, include certification of at least one infection control practi-
tioner by the Certification Board of Infection Control and direct reporting
by the infection control officer to the hospital’s chief executive officer
or chief operating officer. Advisory standards will identify areas of
strength and indicate excellence.

Social Impact

Much attention has been focused recently on two major public health
issues: the spread of Human Immunodeficiency Virus (HIV}, or AIDS,
and the disposal of medical waste generated by hospitals, laboratories,
and other facilities. These are especially critical issues in the State of New
Jersey, where the AIDS epidemic is virulent and where the presence of
medical waste in our ocean environment has had such an adverse impact.

These public health issues have the potential to affect the lives of all
the citizens of New Jersey. They have special relevance to hospitals, which
treat AIDS victims and also generate contaminated medical waste. The
hospitals are in a unique position to take measures to protect their
patients, their staff, and the general public from the spread of disease.

The primary social impact of the proposed rules is to ensure that each
hospital complies with infection control and medical waste disposal
procedures which meet Federal, State, and local guidelines and regu-
lations. This compliance will be a major component in public health
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initiatives to offer protection to those in the hospital environment and
to all citizens of New Jersey.

Economic Impact
Since most hospitals have infection control programs that meet the
major provisions of the proposed rules, substantial additional expen-
ditures are not expected to be required.

Regulatory Flexibility Statement
The proposed rules would not affect small businesses as defined in the
Regulatory Flexibility Act, N.J.S.A. 52:14B-16 et seq. The hospitals in
New Jersey which are regulated by N.J.A.C. 8:43G all employ more than
100 people. Businesses other than hospitals would not be affected. There-
fore, a regulatory flexibility analysis is not required.

Full text of the proposal follows:

INFECTION CONTROL AND
SANITATION

8:43G-14.1 Infection control structural organization; mandatory

(a) There shall be a hospital infection control committee that
includes representatives from at least: infection control, medical staff,
nursing service, administration, clinical laboratory, surgery, and the
employee health service. The committee shall receive formal advice
from all other services upon its request, including pathology, central
supply, and respiratory therapy.

(b) The infection control committee shall direct and assure com-
pliance with the infection control program, including at least the
following:

I. Formulating a system for identifying and monitoting
nosocomial infections that is at least equivalent to the Centers for
Disease Control *Outline for Surveillance and Control of
Nosocomial Infections;”

2. Developing and implementing a system of infection control and
isolation procedures, including Universal Precautions, using at least
criteria which meet or exceed the criteria established by the Centers
for Disease Control and Occupational Safety and Health Adminis-
tration publication, ““Enforcement Procedures for Occupational Ex-
posure to Hepatitis B Virus (HVB) and Human Immunodeficiency
Virus (HIV)”, OSHA Instruction CPL 2-2.44A, August 15, 1988;

3. Reviewing and approving written policies and procedures for
decontamination, disinfection, sterilization, and handling of regu-
lated medical waste and all other solid waste:

4. Instituting control measures or studies when an infection con-
trol problem is identified;

5. Reviewing, on at least an annual basis, the hospital’s policies
and procedures related to isolation, aseptic technique, employee
health, staff training, antibiotic susceptibility and trends, the prevent-
ion of infection, and general improvement of patient care; and

6. Identifying and reporting communicable diseases throughout
the hospital, with the cooperation of the clinical Jaboratory, medical
records, and the medical staff, as specified in NJ.A.C. 857-1 of
“Communicable Diseases”, also known as Chapter II of the State
Sanitary Code.

NOTE: Centers for Disease Control publications can be obtained
from:

SUBCHAPTER 14.

National Technical Information Service
U.S. Department of Commerce

5285 Port Royal Road

Springfield, VA 22161

or:

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

(¢) The infection control committee shall share information, in-
cluding problems, data, and relevant recommendations, with at least
the quality assurance program, nursing service, administration, and
the medical staff, and shall ensure that corrective actions are taken.

(d) The infection control commiittee shall meet at least once every
two months.
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{e) The infection control practitioner shall participate in the de-
velopment of all hospital policies and procedures related to infection
control.

8:43G-14.2 Infection control structural organization; advisory
The infection control practitioner should report directly to the
chief executive officer or on-site administrator of the hospital.

8:43G-14.3 Infection control staff qualifications; mandatory

The infection control practitioner shall have education or training
in surveiilance, prevention, and control of nosocomial infections, and
at least two years of clinical hospital experience.

8:43G-14.4 Infection control staff qualifications; advisory

At least one infection control practitioner on the staff should be
certified in infection control by the Certification Board of Infection
Control of the Association for Practitioners in Infection Control,
P.O. Box 775, Mundelein, Illinois 60060.

8:43G-14.5 Infection control staff time and availability; mandatory

(a) There shall be an infection control practitioner who is respon-
sible for coordination of the infection control program.

(b) There shall be a ratio of the equivalent of at least one full-
time infection control practitioner to every 250 licensed beds, as
recommended by the Centers for Disease Control, “The Efficacy of
Infection Surveillance and Control Programs in Preventing
Nosocomial Infection in U.S. Hospitals.”

8:43G-14.6 Infection control patient services; mandatory

(a) The hospital shall comply with all Category | measures of the
following Centers for Disease Control current publications, in-
corporated herein by reference, unless the infection control commit-
tee makes a documented exception for a specific guideline:

1. Guidelines for Prevention of Catheter-Associated Urinary Tract
Infections;

2. Guidelines for Prevention of Intravascular Infections:

3. Guidelines for Prevention of Surgical Wound Infections;

4. Guidelines for Prevention and Control of Nosocomial Pneu-
monia; and

5. Guidelines for Handwashing and Hospital Environmental Con-
trol.

8:43G-14.7 Infection control staff education and training;
mandatory

(a) The infection control practitioner shall coordinate educational
programs to address specific problems, as recommended by the
Centers for Disease Control, or at least annually for staff in all
patient care areas and services.

(b) Orientation for all new employees shall include infection con-
trol practices for the employee’s specific area of service and the
rationale for the practices.

8:43G-14.8 Infection control quality assurance methods:
mandatory

The infection control practitioner shall develop and implement a
program of quality assurance that is integrated into the hospital
quality assurance program and includes regularly collecting and
analyzing data to help determine the effectiveness of infection control
practices. When corrective actions need to be taken based on data
collected, the infection control committee shall recommend, imple-
ment, and monitor those actions. The infection control committee
shall supervise these quality assurance activities.

8:43G-14.9 Sanitation patient services; mandatory
(a) The water supply shall be adequate in quantity, of a safe
sanitary quality, and from a water system that is constructed,
protected, operated. and maintained in conformance with the New
Jersey Safe Drinking Water Act, N.J.S.A. 58:12A-1 et seq. and
N.J.A.C. 7:10 and other applicable laws, ordinances, and regulations.
NOTE: The Safe Drinking Water Act and rules can-be obtained
from:
The Department of Environmental Protection
Bureau of Potable Water
CN 209
Trenton, NJ 08625
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(b) Hot running water (between 90 and 110 degrees Fahrenheit)
and cold running water shall be provided.

8:43G-14.10 Sanitation space and environment; mandatory

(a) Water piping carrying non-potable water shall be clearly
labeled as such.

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

(¢) There shall be no direct physical connections between city and
well water supplies. Any physical connection between a public com-
munity water supply and an unapproved water supply, such as a well
used by a hospital for emergency purposes, must be approved by the
Department of Environmental Protection and the owner of the public
community water supply and must conform with N.J.A.C. 7:10-10.

(d) There shall be no back siphonage conditions present.

(e) Equipment requiring water drainage, such as ice machines,
shall be properly drained to a sanitary connection.

8:43G-14.11 Sanitation quality assurance methods; mandatory

The hospital shall adhere to the water sampling schedule and the
chemical and biological monitoring requirements of the water supply
system set by the Department of Environmental Protection. Records
of the sampling and monitoring shall be maintained.

8:43G-14.12 Regulated medical waste policies and procedures;
mandatory

(a) The infection control committee shall develop and implement
written policies and procedures for coliection, storage, handling, and
disposal of medical waste, in conformance with applicable Federal
and State laws and regulations.

(b) The hospital shall comply with the provisions of 42 U.S.C.
6903, the Medical Waste Tracking Act of 1988, and N.J.S.A.
13:1E-48 et seq., the Comprehensive Regulated Medical Waste Man-
agement Act and all rules and regulations promulgated pursuant to
the aforementioned Acts.

8:43G-14.13  Solid waste policies and procedures; mandatory

The infection control committee shall develop and implement writ-
ten policies and procedures for collection, storage, handling, and
disposal of all solid waste that is not regulated medical waste.

8:43G-14.14 Solid waste patient services; mandatory

All solid waste that is not regulated medical waste shall be disposed
of in a manner approved by the Department of Environmental
Protection. Disposal shall be as frequent as necessary to avoid creat-
ing a nuisance.

8:43G-14.15 Solid waste space and environment; mandatory

(a) Solid waste shall be stored within the containers provided for
it in an area that is kept clean. Waste shall be collected from the
storage area regularly to prevent nuisances such as odors, flies, other
vermin, or rodents, and so that waste does not overflow or ac-
cumulate beyond the capacity of the storage containers.

(b) Garbage compactors shall be located on an impervious pad
that is graded to a drain. The drain shall be kept clean and shall
be connected to the sanitary sewage disposal system.

8:43G-14.16 Solid waste supplies and equipment; mandatory

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

(b) Outside storage containers for solid waste shall be kept cov-
ered, except those used for corrugated cardboard or construction
materials.

(c) Indoor storage containers for solid waste shall be kept covered
when necessary to control odors or other nuisances.
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(a)
HEALTH FACILITIES EVALUATION AND LICENSING

Hospital Licensing Standards
Medical Staff Standard

Proposed New Rules: N.J.A.C. 8:43G-16

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-311.

Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367

The agency proposal follows:

Summary

The Department of Health is proposing new rules to assure patient
safety and quality of care, related to the provision of medical staff services
in hospitals. The proposed new subchapter of the Hospital Licensing
Standards, N.J.A.C. 8:43G-16, was developed through the regulatory
innovations of the Department’s Licensure Reform Project, which in-
cluded extensive meetings with interested parties and a comprehensive
written opinion survey of all proposed standards that involved all hospi-
tals in the State. This survey was distributed to all hospitals as com-
prehensive draft hospital licensure standards in 31 areas, including medi-
cal staff. The standards were formatted as a survey, so that respondents
could evaluate each proposed standard on a five-point scale of importance
to patient care and also could indicate whether the proposed standard
should be mandatory or merely advisory.

Presumably, proposed standards that received generally high ratings
of importance and were generally recommended for mandatory status
have been validated by the regulated community as bearing on quality
of care.

The proposed new rules present a clear, comprehensive, and effective
set of rules for the implementation of medical staffing in hospitals and
contain the following major provisions:

Medica! Staff Privileges

Proposed N.J.A.C. 8:43G-16.1(b) through (e) require that each hospital
have a committee (normally, this is the medical staff executive committee)
to review membership, privileges or initial appointments to the medical
staff. Examination of applications includes, at a minimum, verification
of the applicant’s credentials, periodic review of privileges, and obtaining
information about any disciplinary actions taken by the New Jersey
Board of Medical Examiners against the applicant. These provisions
would help assure the competence of practitioners with medical staff
privileges. Additionally, they would require that appointments to the
medical staff be based on training, experience, and demonstrations of
clinical competence.

Impaired Physicians

Proposed N.J.A.C. 8:43G-16.1(f) requires each hospital’s medical staff
to have a formal mechanism for identifying and referring impaired phys-
icians to a program established to assure treatment of impaired phys-
icians, such as the Physicians Health Program of the Medical Society of
New Jersey. This provision assures that action will be taken by the
hospital to assist impaired physicians to seek treatment. It is also an
additional mechanism to promote the safety of patients under the care
of physicians in the hospital.

Notification of Reduced Privileges

Proposed N.J.A.C. 8:43G-16.1(l) through (o) require each hospital to
notify the New Jersey State Board of Medical Examiners, or a medical
practitioner panel created by legislation, and the Department of Health,
of voluntary or involuntary changes in the status of physicians employed
by, contracted to, or having privileges at the hospital. These standards
include requirements presently specified in Senate Bill 2936, and in-
corporate revisions suggested by the Office of the Attorney General and
the Medical Society of New Jersey. This provision would provide a
mechanism to monitor medical staff members and prevent physicians with
limitations of privileges at other facilities from practicing in their hospital.
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Consent to Treatment

Proposed N.J.A.C. 8:43G-16.2(c) requires the medical staff of each
hospital to develop a means to assess each patient’s competence to con-
sent to treatment. To determine patient’s competency, skills such as their
ability to understand their medical condition and the consequences of
procedures and treatments, and to communicate a choice, would be
measured. This provision would assure that each patient completely
understands the implications of his or her treatment and is able to make
an informed decision concerning the medical recommendations.

Availability of Life Support Services

N.J.A.C. 8:43G-16.5(a) requires a physician certified in basic cardiac
life support to be in the hospital at all times. This physician cannot be
assigned to the emergency room at the same time. This provision would
assure access to basic life support services for patients in all patient care
units.

Complete History and Physical

Proposed N.J.A.C. 8:43G-16.6(b) requires the attending physician to
complete a history and physical examination for each patient admitted
to the hospital within seven days prior to admission or within 24 hours
after admission. The history and physical must be included in the medical
record. This provision assures that the physician has vital health infor-
mation about the patient which can be used to develop a treatment plan.

Organ Transplants

Proposed N.J.A.C. 8:43G-16.6(¢) through (g) require hospitals to estab-
lish criteria for health professionals performing organ transplants. Ad-
ditionally, these provisions require that all transplantation patients re-
ceive multidisciplinary follow-up care and consultation. The hospital shall
provide counseling for families of patients suitable for organ donation.
This provision would assure that only health professionals with sufficient
clinical experience in organ transplants perform these procedures. Both
receipients of transplants and families of potential donors would receive
counseling.

Access to Care

Proposed N.J.A.C. 8:43G-16.6(h) requires every hospital to provide
medical care to all patients, regardless of their ability to pay. This
provision would protect the right of patients to receive needed medical
care.

The Department also supports other measures that hospitals can take
to improve quality of care. These measures, which are proposed as ad-
visory standards for medical staff, include requiring that at least half of
the members of each major clinical department, including medicine, ob-
stetrics and gynecology, pediatrics, surgery, anesthesiology, psychiatry,
radiology, and family medicine be board certified. Advisory standards
will identify areas of strength and indicate excellence.

Social Impact

The medical staff of a hospital is integral to the operation of a hospital
and provision of quality care to patients. Its organization and policies
form the professional and ethical foundation for the delivery of medical
services.

Since more and more patients entering hospitals today are acutely ill,
more demands are placed on the medical staff for specialized training
and skills. Stress and pressure affect physicians, too. Provisions must be
made to safeguard patients from physicians, who for various reasons, do
not meet the professional standards their position requires.

The primary social impact of these provisions is to ensure medical
services are provided by qualified health care professionals in a manner
consistent with the highest standards of practice.

Economic Impact
There are no substantial additional expenditures expected to be in-
curred by hospitals since hospitals already have medical staff programs
in place that meet the major requirements of these proposed new rules.

Regulatory Flexibility Statement
The proposed rules affect all hospitals in New Jersey regulated by
N.J.A.C. 8:43G. Each of these hospitals employs more than 100 full-time
employees and therefore are not considered in the small business category
as defined in N.J.S.A. 52:14B-16 et seq. Therefore, a regulatory flexibility
analysis is not required.

Full text of the proposal follows:
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SUBCHAPTER 16.

8:43G-16.1 Medical staff structural organization; mandatory

(a) There shall be an organized medical staff that is responsible
to the governing body of the hospital. Bylaws governing all medical
staff members shall be implemented.

(b) Applications for membership, privileges, or initial appoint-
ment to the medical staff shall be processed under a system that
includes, at least, the verification of applicants’ credentials, periodic
review of privileges, and obtaining information about any dis-
ciplinary action against the applicant by the New Jersey Board of
Medical Examiners or the Federal Clearinghouse established
pursuant to the Health Care Quality Improvement Act, P.L. 99-660:
100 STAT 3743.

(c) Applications for medical staff membership, privileges, or initial
appointment submitted by health professionals who are not phys-
icians, shall be reviewed according to the same established criteria
and procedures that govern physicians’ applications, including ob-
taining information about any disciplinary action by New Jersey
professional licensing boards.

(d) A committee shall be designated to be responsible for examin-
ing applications for appointment and reappointment to all categories
of the medical staff. This committee shall recommend the conferring
or withholding of all staff positions. It shall assure that all credentials
are documented and verified.

(e) Medical staff privileges shall be specifically delineated and
based on the physician’s training, experience and demonstrations of
clinical competence.

(f) When identified, impaired physicians shall be closely monitored
and/or limited in their privileges. The hospital and medical staff shall
have a formal mechanism for identifying and referring impaired
physicians to a program established to treat impaired physicians such
as the Physicians Health Program of the Medical Society of New
Jersey. Such reporting does not relieve a hospital of any obligations
under (1), (m), (n), or (o) below.

(g) The clinical privileges of all individuals shall be fully reviewed
periodically. Actions which result in reduction or restriction of staff
privileges shall be reported to the New Jersey Board of Medical
Examiners in accordance with N.J.S.A. 26:2H-12.2.

(h) The medical staff shall be divided into clinical departments.
Each department shall be directed by a director, physician director,
chairman or chief who is responsible for its administration and for
taking or recommending action in those instances in which staff
members fail to meet the department’s standards of quality of care.

(i) Each clinical department shall conduct meetings at least 10
times a year to discuss patient care.

(J) There shall be an executive committee for the medical staff
which performs supervisory functions, including reviewing patient
care policies and procedures and serving as a forum for discussing
patient care issues identified by the clinical departments.

(k) A medical staff meeting shall be held at least annually for all
staff members.

(1) The hospital shall notify the New Jersey State Board of Medical
Examiners, or 2 medical practitioner review panel created by legis-
lation and subordinate to the Board, if a physician who is employed
by, under contract to render professional services to, or has privileges
at the hospital:

1. Voluntarily resigns from the staff while the facility is reviewing
the physician’s conduct or patient care or has through any member
of the medical or administrative staff expressed an intention to do
$0;

2. Voluntarily relinquishes any partial privileges to perform a
specific procedure while the hospital is reviewing the physician’s
conduct or patient care or has, through any member of the medical
or administrative staff, expressed an intention to do so;

3. Has full or partial privileges summarily or temporarily revoked
or suspended, permanently reduced, suspended or revoked, has been
discharged from the staff or has had a contract to render professional
services terminated or rescinded for reasons relating to the phys-
ician’s incompetency misconduct, or impairment;

4. Agrees to the placement of conditions or limitations on the
exercise of clinical privileges or practice within the health care facility

MEDICAL STAFF
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including, but not limited to: second opinion requirements, non-
routine concurrent or retrospective review of admissions or care, non-
routine supervision by one or more members of the staff, or the
completion of remedial education or training;

5. Is granted a leave of absence pursuant to which he or she may
not exercise clinical privileges or practice within the hospital if the
reasons provided in support of the leave relate to any physical,
mental, or emotional condition or drug or alcohol use, which might
impair the physician’s ability to practice with reasonable skill and
safety:

6. Is a party to a medical malpractice liability suit in which the
hospital is also a party, in which there is a settlement, judgement,
or arbitration award; or

7. In any other way, voluntarily or involuntarily has a temporary
or permanent reduction or suspension of privileges, resigns, is termin-
ated, or takes a leave of absence from the medical staff, or through
other means has a reduction in professional responsibilities related
to issues of misconduct, impairment, or incompetence; or becomes
the subject of a complaint or disciplinary proceeding or action based
on information which reasonably indicates that the physician en-
gaged in any conduct, used any drugs or alcohol, or suffered from
any mental or physical condition which may have improperly jeop-
ardized or risked the health, safety, or life of a patient. This para-
graph does not require a facility to notify any board, panel, or
department of any leave of absence or reduction in professional
responsibilities which is wholly unrelated to issues of misconduct,
impairment, or incompetence of the physician.

(m) Notifications required by (1) above shall be provided within
30 days of the reported event and shall be submitted on forms
provided by the Department of Health for that purpose.

(n) The hospital shall provide to the State Board of Medical Exam-
iners, or to a practitioner review panel created by legislation and
reporting to the board, such additional information on individual
instances of loss or change of physician privileges, possible impair-
ments, and medical malpractice liability as the board or panel re-
quests in accordance with law,

(o) The hospital shall provide to the following:

Office of the Assistant Commissioner

Division of Health Facilities Evaluation

New Jersey State Department of Health

CN 367

Trenton, N.J. 08625-0367
copies of all reports regarding physician hospital privileges sent to
the New Jersey State Board of Medical Examiners, or to the practi-
tioner review panel created by legislation and reporting to the board.
All records regarding such copies shall be made available to the
Department of Health personnel for official purposes and, for each
report, to the specific facility mentioned in the report.

8:43G-16.2 Medical staff policies and procedures; mandatory

(a) The medical staff shall have written policies, procedures, and
by-laws that are reviewed annually, revised as needed, and im-
plemented. They shall include at least:

1. A list of those procedures and treatments that require a patient’s
written informed consent;

2. Requirements for the completeness and timing of the history
and physical examination, including the minimum contents to be
included in the medical record;

3. The minimum content of physician orders; and

4. Specifications for verbal orders, including who may give verbal
orders, who may recieve them, and how soon they must be verified
or countersigned in writing.

(b) All physician orders for medication, treatment, and restraints
shall be in writing.

(c) The medical staff shall have a means to assess individual pa-
tient’s competence to consent to treatment. Measurement of patient
competence may include such skills as ability to understand their
medical condition and the consequences of procedures and treat-
ments, and to communicate a choice.

(d) The hospital shall have a policy that identifies the diagnostic
procedures that use micromethodology techniques of analyzing blood
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in order to reduce the quantities of blood drawn from patients,
especially young children.

(e) Each time the attending physician visits the patient, the phys-
ician shall enter a note into the medical record describing the findings
about the patient’s condition. If issues have been raised in the record
by other disciplines, this note shall respond to them.

(f) The hospital shall comply with the New Jersey State Board of
Medical Examiners rule concerning the registration and permit re-
quirements for graduate medical education programs and practice,
N.J.A.C. 13:35-1.5.

(g) The hospital shall require that all prescriptions and orders
issued by registered first-year residents in the inpatient setting be
countersigned by a licensed physician or permit holder (a person
authorized in the State of New Jersey to engage in the practice of
medicine in the second year of a graduate medical education program
or beyond).

8:43G-16.3 Medical staff qualifications; mandatory

All physicians with privileges shall be licensed or authorized to
practice medicine by the New Jersey Board of Medical Examiners.
All non-physicians with privileges shall be licensed or authorized to
practice in the State of New Jersey, as required by law.

8:43G-16.4 Medical staff qualifications; advisory

The director and at least half of the members of each major clinical
department, including medicine, obstetrics and gynecology, pedi-
atrics, surgery, anesthesiology, psychiatry, radiology, and family
medicine, should be board certified.

8:43G-16.5 Medical staff time and availability; mandatory

(a) A physician who is certified in basic cardiac life support shall
be in the hospital at all times. This physician shall not be assigned
to the emergency room at the same time.

(b)y The hospital shall establish policies and procedures for
response times for emergencies.

(¢) There shall be an on-call list of medical and surgical specialists
that is avatlable to personnel in all patient care units.

8:43G-16.6 Medical staff patient services; mandatory

(a) Each patient shall have an attending physician who has overall
responsibility for the patient’s care in the hospital.

(b) Each patient admitted to the hospital shall have a complete
medical history and physical examination that includes a provisional
diagnosis performed by a physician within seven days prior to ad-
mission or within 24 hours after admission. If the history and physical
were performed within seven days prior to admission, the patient’s
history and physical examination record completed by the attending
physician shall be included in the medical record, with any subse-
quent changes recorded at the time of admission.

(¢) When there is a clinical consultant, he or she shall issue a report
that states at least the assessment mechanisms used, findings, and
opinion. This report shall be included in the medical record.

(d) The reason or reasons for requesting a clinical consultation
shall be specified in the patient’s medical record by the attending
physician. The consultant shall provide consultation in accordance
with the privileges accorded him or her by the hospital medical staff.

(e) If the hospital performs organ transplants, the director of the
medical staff shall ensure that all health professionals serving the
patient have sufficient clinical experience in transplantation care,
based on predetermined criteria established in hospital policies and
procedures or set by the American Society of Transplant Surgeons.

(f) If the hospital performs organ transplants, the director of the
medical staff shall ensure that satisfactory follow-up care and consul-
tation are provided to all transplantation patients, including multi-
disciplinary conferences held at periodic intervals.

(g) The hospital shall provide counseling regarding anatomical
gifts for families of those patients suitable for organ donation in
which death appears to be imminent.

(h) Medical care shall be provided to all patients, regardless of
their ability to pay.

(i) Every acute care patient shall receive a physician visit every day.
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8:43G-16.7 Medical staff education; mandatory

All medical staff members shall participate in organized educa-
tion sessions relevant to their practice, as specified by the medical
staff.

8:43G-16.8 Medical staff quality assurance methods; mandatory
There shall be a medical staff mechanism by which the quality of
medical care is monitored, problems identified, solutions rec-
ommended and implemented, and follow-up conducted. Summary
reports of these activities and problems in the quality of care shall
be reviewed by the medical executive committee, or its equivalent.

(a)
HEALTH FACILITIES EVALUATION AND LICENSING

Hospital Licensing Standards
Nurse Staffing

Proposed New Rules: N.J.A.C. 8:43G-17

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-312.

Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367

The agency proposal follows:

Summary

The Department of Health is proposing new rules to assure patient
safety and quality of care, related to nurse staffing in hospitals. The
proposed new subchapter of the Hospital Licensing Standards, N.J.A.C.
8:43G-17, was developed through the regulatory innovations of the De-
partment’s Licensure Reform Project, which included extensive meetings
with interested parties and a comprehensive written opinion survey of
all proposed standards that involved all hospitals in the State. This survey
was distributed to every hospital as comprehensive draft hospital licensure
standards in 3} areas, including nurse staffing. The standards were for-
matted as a survey, so that respondents could evaluate each proposed
standard on a five-point scale of importance to patient care and also could
indicate whether the proposed standard should be mandatory or advisory.

Presumably, proposed standards that received generally high ratings
of importance and were generally recommended for mandatory status
have been validated by the regulated community as bearing on quality
of care.

The proposed new rules present a clear, comprehensive, and effective
set of rules for nurse staffing and contain the following major provisions:

N.J.A.C. 8:43G-17.1(a), (c)], (c)2, and (c)4 require each hospital to
determine nurse staffing assignments based on the daily acuity level of
the patient census. The acuity level would be determined through a patient
classification system established by each hospital. The system would be
used to classify each patient into a nursing care group based on the
severity of the patient’s illness and the amount of nursing care required.
Each hospital would be free to choose its own system. This provision
would assure that the hospital supplies a minimum amount of nursing
resources and allocates these resources equitably among, patient care
units.

N.J.A.C. 8:43G-17.1(c)5 requires that actual hours of direct patient
care worked by nurses each day as a hospital-wide average, are at least
65 percent of the hours indicated by the acuity system. This provision
would assure that nurses are providing a minimum number of the hours
of direct patient care determined by the hospital's own acuity system.

N.J.A.C. 8:43G-17.1(d) requires that a registered professional nurse be
in charge and assigned exclusively to each patient care unit on each work
shift. The hospital also would be required to assign additional staff to
the unit, based on the acuity levels. This provision would assure RN
coverage of each patient at all times. The provision also would assure
sufficient distribution of nurses throughout the hospital.

N.J.A.C. 8:43G-17.1(f) requires the hospital to have a contingency plan
to take effect when the number of nurses in the hospital fails to a level
that the hospital believes is inadequate. This provision would assure that

(CITE 21 N.J.R. 1623)



HEALTH

sufficient nurses are always on duty to meet the needs of patients. The
contingency plan might include such elements as diverting ambulances
to other hospitals, summoning additional nurses, and delaying admissions
for elective surgery. The plan also would specify the point where inpatient
beds would be closed.

Nurse staffing standards will be reviewed annually and revised as
needed by the New Jersey State Department of Health.

The Department also supports other measures that hospitals can take
to improve safety and quality of care. These measures, which are
proposed as advisory standards, include providing the nursing staff on
each patient care unit with support services, including clerical, transport
and in-house delivery services, a computerized system for determining
staffing levels based on acuity, and a policy addressing issues related to
nurse staffing overtime hours. Advisory standards will identify areas of
strength and indicate excellence.

Social Impact

Nurses provide vital services in the health care delivery network. The
increase in the number of acutely ill patients and number of elderly people
with chronic health problems continue to place heavy demands on nursing
services. These and other factors have created a shortage in the number
of qualified nursing professionals

Several efforts have been made to adapt to the current nursing shortage.
One is the scheduling of staff based on acuity of patient’s illness, as
determined through a patient classification system. Another is increasing
the salaries of nurses to encourage more people to enter the field of
nursing. These are only partial solutions to the problem of nursing short-
ages faced by New Jersey hospitals.

The primary impact of the proposed rules is to ensure the efficient use
of the currently available nurses in meeting the increasing demands of
health care consumers. This is done by requiring that hospitals use a
system to classify patients, assess nursing needs, and provide the staff
to meet those needs. Each hospital will determine and implement the
system that best serves its individual situation. Additionally, for the
protection of patients, these new rules require the hospital to have a policy
outlining procedures that must be followed if staffing levels fall below
what the hospital has predetermined as sufficient for patient care.

Licensure standards alone cannot solve the shortage of qualified nurses
to provide health care in New Jersey hospitals. These standards, rather,
acknowledge that a problem does exist and can be addressed through
innovative measures and the cooperation of the health care industry and
government.

Economic Impact

In recent years, New Jersey hospitals, sensitive to the changing market
for nursing services, have increased nursing salaries and fringe benefits.
These labor costs involve issues that are best addressed in the forum of
hospital rate-setting.

Most hospitals already have in effect at least a partial system for
classifying patients and determining acuity levels. Hospitals also have at
least one RN on duty in each patient care unit at all times.

Even more can be done to address patient nursing needs. The Depart-
ment of Health is separately proposing a grant program to assist hospital
nursing departments in setting up new programs.

These diverse factors should alleviate the economic impact of the
current nursing shortage. The proposed new rules themselves are not
expected to generate significant expenditures.

Regulatory Flexibility Statement
The proposed rules would not affect small businesses as defined in the
Regulatory Flexibility Act, N.J.S.A. 52:14B-16 et seq. The hospitals in
New Jersey that are regulated by N.J.A.C. 8:43G all employ more than
100 people. Businesses other than hospitals would not be affected. There-
fore, a regulatory flexibility analysis is not required.

Full text of the proposed follows:

SUBCHAPTER 17. NURSE STAFFING

8:43G-17.1 Nurse staffing; mandatory

(a) Nurse staffing assignments shall be based on patient acuity
levels, determined through patient classification systems which ad-
dress the needs of the nursing unit.

(b) There shall be a nurse manager for each patient care unit and
for surgery, emergency department, and other units, as specified in
the hospital organizational plan or policies and procedures.
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(c) The hospital shall have in place an acuity system that has at
least the following characteristics:

1. Patients are classified through an objective factor system, based
on clinical assessments of the comprehensive nursing needs of each
patient;

2. Acuity assessments are made on a daily basis for patients in
each care unit;

3. Acuity assessments are made by registered professional nurses;
however, licensed practical nurses may participate in a patient classi-
fication system within their scope of practice;

4. The hospital makes staffing decisions based on the daily acuity
data, as well as the qualifications of personnel needed to meet the
nursing care needs;

5. Actual hours of direct patient care worked by nurses are at least
65 percent of the hours indicated by the acuity system on each day
as a hospital-wide average; and

6. The hospital conducts regular monitoring and review studies of
its own acuity system, including indicators of reliability.

(d) There shall be at least one registered professional nurse in
charge and assigned exclusively to each patient care unit on each
shift. Additional staff shall be assigned by the hospital as required
by the acuity levels,

(e) Patient care assignments shall be made on an individual basis
by a registered professional nurse and reflect staff competence, skill,
and aptitude and patient needs.

(f) The hospital shall have in effect a contingency plan for assuring
adequate nurse staffing at all times. The plan shall detail policies and
procedures to regulate closure of available beds, if actual staffing
levels fall below specified levels.

8:43G-17.2 Nurse staffing; advisory

(a) The system used for determining staffing levels based on acuity
should be computerized.

(b) The hospital should implement a patient classification system
that is definitive of skill levels of the nursing staff.

(c) The hospital should make staffing decisions based on the daily
acuity data. Actual hours of direct patient care worked by nurses
should be at least 85 percent of the hours indicated by the acuity
system on each day as a hospital wide average.

(d) Nursing staff on each patient care unit should be provided with
support services, including clerical, transport, and in-house delivery
services.

(e) The hospital should have a policy that identifies and addresses
issues related to nursing staff overtime hours.

(a)
HEALTH FACILITIES EVALUATION AND LICENSING

Hospital Licensing Standards
Nursing Care

Proposed Amendment: N.J.A.C. 8:43G-18

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-3]3.

Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367

The agency proposal follows:

Summary

The Department of Health is proposing new rules to assure patient
safety and quality of care, related to the nursing care program in hospi-
tals. The proposed new subchapter of the Hospital Licensing Standards,
N.J.A.C. 8:43G-18, was developed through the regulatory innovations of
the Department’s Licensure Reform Project, which included extensive
meetings with interested parties and a comprehensive written opinion
survey of all proposed standards that involved all hospitals in the State.
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This survey was distributed to every hospital as comprehensive draft
hospital licensure standards in 31 areas, including nursing care. The
standards were formatted as a survey, so that respondents could evaluate
each proposed standard on a five-point scale of importance to patient
care and also could indicate whether the proposed standards should be
mandatory or merely advisory.

Presumably, proposed standards that received generally high ratings
of importance and were generally recommended for mandatory status
have been validated by the regulated community as bearing on quality
of care.

The proposed new rules present a clear, comprehensive, and effective
set of rules for nursing care, and contain the following major provisions:

N.J.A.C. 8:43G-18.3(a) requires that the chief nursing executive has
at least a baccalaureate degree from an accredited college or university
and five years clinical and management experience. In addition, effective
January 1, 1995, the director of nursing services would be required to
have a baccalaureate degree in nursing science. This is a positive step
up from the current requirements that mandate the nursing department
be under the direction of a professional nurse currently registered in New
Jersey and qualified by experience and education to carry out the
responsibilities of the position. This provision would assure a high level
of education, training and experience on the part of the chief nursing
executive who is responsible for the efficient functioning of the nursing
staff and who is included in various levels of governance within the
hospital.

N.J.A.C. 8:43G-18.3(e) requires that the hospital have a system for
evaluating all supplemental nursing staff, including both agency and
hospital registry nurses. This would assure that there is a system in place
that would allow the hospital to evaluate and monitor any supplemental
staff the hospital must employ to meet their staffing requirements. This
would also assure that there is a means to monitor non-employee nurses
and to exclude from working those nurses who do not perform to the
hospital’s expectations.

This standard acknowledges that, while many hospitals must supple-
ment their nursing staff to meet staff requirements, all nursing pro-
fessionals are expected to consistently provide a high level of care.

N.J.A.C. 8:43G-18.3(f) requires that the hospital have a system for
defining and evaluating the practices of private duty nursing personnel
who provide nursing care to the patient. This would assure that the scope
of the duties of the private duty nurse are clearly delineated, and would
contribute to more efficient functioning of the staff nurses, who would
know exactly what private duty nurses will be doing. In addition, higher
quality patient care can be expected to result from monitoring and evalu-
ating the performance of private duty nursing personnel.

N.J.A.C. 8:43G-18.5(d) requires that the registered professional nurse
be responsible for performing the initial assessment of the patient to
identify patient health needs. This assessment to address patient problems
and identify nursing diagnoses must be completed within 24 hours of
admission. This practice would assure that each patient would receive
an individualized assessment that is formulated by a professional regis-
tered nurse, completed and implemented in a timely manner.

N.J.A.C. 8:43G-18.5(f) requires that the educational needs of the pa-
tient or patient’s family be met throughout the hospital stay. This would
assure that the patient and family are helped to feel secure in the hospital
environment, that their fears are alleviated to whatever degree possible
and that they are provided with information about the patient’s condition
so that they may make informed decisions about patient care.

The Department also supports other measures that hospitals can take
to improve safety and quality of care. These measures, which are
proposed as advisory standards, include integrating nursing documenta-
tion with the clinical/progress notes of other health professionals in the
patient’s medical record and implementing a program of education for
nursing staff which includes personnel who are specifically dedicated to
the education program. Advisory standards will identify areas of strength
and indicate excellence.

Social Impact

New Jersey, like the rest of the nation, is experiencing an acute shortage
of nurses. Changes in employment patterns of nurses, changes in work
demands, increased responsibility without a concurrent increase in
authority, limited financial rewards and lack of upward mobility and
recognition are conditions that have contributed to this shortage.

The proliferation of agencies providing temporary nursing personnel
to acute care facilities can be viewed as a response to the nursing shortage
we are currently experiencing. Also, an increase in the severity of health

NEW JERSEY REGISTER, MONDAY, JUNE 19, 1989

Interested Persons see Inside Front Cover

HEALTH

care problems of the New Jersey consumer, coupled with the nursing
shortage, has prompted the need for increased use of private duty nurses.

The primary social impact of the proposed rules is to ensure that a
high level of nursing care is provided to each patient. This can best be
accomplished where the hospital is able to monitor and evaluate tempor-
ary nursing personnel provided by a private nursing registry, and where
patient teaching and education are actively encouraged.

Economic Impact
Since hospitals already have in effect procedures for evaluating their
nursing staff and patient assessments and education programs are being
conducted, the proposed new rules are not expected to generate significant
expenditures.

Regulatory Flexibility Statement
The proposed rules would not affect small businesses as defined in the
Regulatory Flexibility Act, N.J.S.A. 52:14B-16 et seq. The hospitals in
New Jersey that are regulated by N.J.A.C. 8:43G all employ more than
100 people. Businesses other than hospitals would not be affected. There-
fore, a regulatory flexibility analysis is not required.

Full text of the proposal follows:
SUBCHAPTER 18. NURSING CARE

8:43G-18.1 Nursing care structural organization; mandatory

(a) A written organizational chart and written plan that delineates
lines of authority, accountability, and communication shall be avail-
able to all nursing personnel in the hospital at all times.

(b) The chief nursing executive shall report directly to the hospi-
tal’s chief executive officer (CEQ) or, if the CEO is not responsible
for day-to-day operations, to the hospital’s chief operating officer.

(c) At all times a registered professional nurse with supervisory
responsibility shall be designated and authorized to act in the absence
of the chief nursing executive.

(d) Diverse multidisciplinary committees at a hospital-wide and
unit level shall include registered professional nurses from different
supervisory and non-supervisory levels.

(e} The chief nursing executive or designee shall routinely rep-
resent nursing on the committee with overall responsibility for medi-
cal affairs.

(f) Nursing shall be represented by the chief nursing executive at
meetings of the governing board.

8:43G-18.2 Nursing care polices and procedures; mandatory

(a) The hospital shall have written policies and procedures for the
nursing care service that guide nursing practices in the hospital. These
policies shall be reviewed annually, revised as needed, and im-
plemented. These policies and procedures shall conform with the
Nurse Practice Act, N.J.S.A. 45:11-23.

(b) The hospital’s current clinical and administrative nursing poli-
cies and procedures shall be available to all nursing personnel on each
patient care unit at all times.

8:43G-18.3 Nursing care staff qualifications; mandatory

(a) The nursing care service shall be directed on a full-time basis
by a chief nursing executive who has at least the following qualifi-
cations:

1. Is a registered professional nurse with a baccalaureate degree
from an accredited college or university; and

2. Five years combined clinical and progressive management ex-
perience in nursing.

(b) Effective January 1, 1995, the nursing care service shall be
directed on a full-time basis by a chief nursing executive who has
at least the following qualifications:

[. Is a registered professional nurse with a baccalaureate degree
in nursing science from an accredited college or university; and

2. Five years combined clinical and progressive management ex-
perience in nursing.

(c) Before newly hired nurses provide patient care services, the
hospital shall verify nursing licenses or work permits.

(d) Before newly hired nurses provide patient care services, they
shall receive orientation that takes into account each individual's
competency and skills and includes at least:

1. The policies and procedures of the nursing service;
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2. How to find a written copy of the policies and procedures of
the service to which he or she will be assigned;

3. Available resources; and

4. Channels of communication, emergency and otherwise.

(e) The hospital shall develop and implement a criteria-based sys-
tem for evaluating at least annually the performance of each nursing
service employee.

(f) The hospital shall have a system for evaluating all supplemental
nursing staff, including agency and hospital registry nurses, and
excluding from use those who do not receive favorable evaluations.

(g8) There shall be a system for defining and evaluating the prac-
tices of private duty nursing personnel.

8:43G-18.4 Nursing care staff qualifications; advisory

The chief nursing executive should have a master’s degree in nurs-
ing, administration, public health, management, or a related field
from an accredited college or university.

8:43G-18.5 Nursing care patient services: mandatory

(a) Registered professional nurses and licensed practical nurses
shall provide patient care commensurate with their scope of practice,
as delineated in the Nurse Practice Act.

(b) All patients shall be under the supervised care of a registered
professional nurse at all times.

(c) The nursing plan of care shall be consistent with the medical
plan of care and implemented in accordance with the Nurse Practice
Act.

(d) A registered professional nurse shall perform an initial
assessment of the patient and identify patient problems for each
patient upon admission. A completed assessment note, which ad-
dresses patient problems or identifies nursing diagnoses, shall be
prepared by a registered professional nurse within 24 hours of ad-
mission.

(e) Each patient shall receive nursing care that is organized around
ongoing, patient-specific care planning and is consistent with medical
care planning. The planning shall include setting measurable goals
with the patient and family to the extent possible. This planning,
nursing interventions, and patient responses shall be documented in
the medical record as defined by hospital policy.

() The patient’s or family’s educational needs shall be met
throughout the hospital stay, unless they are not capable of receiving
education, and shall include at least:

I. Orientation to the patient’s environment;

2. How and when to communicate with the staff;

3. Additional orientation as the patient’s status changes;

4. Information about the patient’s medications and their adminis-
tration:

5. The patient’s activity limitations and professional expectations
of his or her activity level:

6. The patient diet; and

7. Self care during the stay and after discharge.

(g) There shall be a system for receiving, evaluating, and address-
ing patient and family concerns related to nursing care.

(h) All nursing staff shall wear easily readable name tags that
include their name and status, such as RN, LPN, unit clerk, or nurse
assistant. The hospital shall have a policy to identify nursing unit
exceptions to this procedure where necessary.

(i) The hospital shall have in place policies and procedures regard-
ing management of patients under physical restraint. These policies
shall include at least documentation of patient checks.

(j) Patient discharge instructions shall be documented in the pa-
tient’s medical record at the time of discharge.

(k) Allergies shall be listed on the front cover of the patient’s chart
or, in a complicated system, highlighted on the screen.

(I) Patients who require assistance in feeding shall be identified,
and there shall be a mechanism in place to assure that assistance is
provided.

8:43G-18.6 Nursing care patient services; advisory

(a) Relevant nursing documentation should be integrated with the
clinical/progress notes of other health professionals in the patient's
medical record.
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(b) There should be a computerized or automated system for up-
dating the patient’s medical record that supports nursing functions.

(c) There should be a system for updating the patient’s medical
record at the bedside that meets the patient’s need for confidentiality.

(d) There should be a written or visual system on each patient care
unit for keeping track of a patient’s location when he or she leaves
the unit.

8:43G-18.7 Nursing care supplies and equipment; mandatory
All life-sustaining equipment shall be plugged into outlets con-
nected to the emergency power supply.

8:43G-18.8 Nursing care staff education and training; mandatory

(a) The nursing service shall have a planned system of education
for nursing staff that is identified by the hospital and includes at least:

|. Educational programs on new equipment and procedures;

2. Staff development or continuing education programs based on
broad issues and hospital-specific needs, as determined by quality
assurance and the goals and objectives of the hospital and the depart-
ment of nursing; and

3. Management development programs.

8:43G-18.9 Nursing care staff education and training; advisory

(a) There should be a program of education for nursing staff which
includes:

1. Personnel who are specifically dedicated to the education pro-
gram and may be hospital employees or part of a consultant program;

2. Resource materials; and

3. Office and meeting space within the hospital.

(b) The ongoing program of education for nursing personnel
should include the opportunity to participate in educational sessions
outside the hospital.

8:43G-18.10 Nursing care quality assurance methods; mandatory

There shall be a program of quality assurance for nursing care that
is integrated into the hospital quality assurance program and includes
regularly collecting and analyzing data to help identify health-service
problems and their extent, and recommending, implementing, and
monitoring corrective actions on the basis of these data. Issues shall
be identified through, at least, incident reports, infection control
activities, and patient and staff comments.

(a)
HEALTH FACILITIES EVALUATION AND LICENSING

Hospital Licensing Standards
Pharmacy

Proposed New Rules: N.J.A.C. 8:43G-23

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-314,

Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367

The agency proposal follows:

Summary

The Department of Health is proposing new rules to assure patient
safety and quality of care, related to pharmacy services in hospitals.
Proposed new N.J.A.C. 8:43G-23 was developed through the regulatory
innovations of the Department’s Licensure Reform Project, which in-
cluded extensive meetings with interested parties and a comprehensive
written opinion survey of all proposed standards that involved all hospi-
tals in the State. This survey was distributed to all hospitals as com-
prehensive draft hospital licensure standards in 31 areas, including phar-
macy. The standards were formatted as a survey, so that respondents
could evaluate each proposed standard on a five-point scale of importance
to patient care and also could indicate whether the proposed standard
should be mandatory or merely advisory.
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Presumably, proposed standards that received generally high ratings
of importance and were generally recommended for mandatory status
have been validated by the regulated community as bearing on quality
of care.

The proposed new rules simplify and reduce by 77 percent the number
of standards in pharmacy services. Many detailed policy and procedure
requirements that either restate existing professional practices or prevent
professional autonomy have been deleted. For example, the excessively
detailed standard relating to the labeling of intravenous infusion solutions
now simply states that a licensed pharmacist shall prepare, sterilize, and
label such solutions.

The proposed new rules also introduce a degree of flexibility not
previously present. For example, the standards relating to the unit dose
distribution system have been relaxed to apply to 85 percent rather than
100 percent of licensed occupied beds. This reflects the reality that many
hospital critical care areas must keep stock medications on hand to
effectively meet immediate patient needs.

However, it is important to note that, although the rules at N.J.A.C.
8:43B are being simplified and made more flexible, no adverse effect on
the quality of patient care is expected. In fact, the emphasis on quality
assurance, in which the hospital itself monitors, identifies, and addresses
its own problems, should lead to improvements in the quality of care.

The new rules contain the following major provisions:

N.J.A.C. 8:43G-23.1(b) and 23.2(a) require each hospital to have a
formal multidisciplinary pharmacy and therapeutics committee which will
implement policies and procedures relating to areas such as outpatient
pharmacy services, drug administration, storage and distribution of
drugs, and food/drug interactions. This provision would assure that
related disciplines in the hospital would contribute their varied expertise
and knowledge to the development and implementation of the hospital’s
pharmaceutical program.

N.J.A.C. 8:43G-23.3(a) and 23.4(b) require that each hospital’s phar-
macy services be directed by a licensed registered pharmacist, and that
a pharmacist be on duty or on call at all times. These provisions would
assure that patients always have available the services of a qualified
pharmacist.

N.J.A.C. 8:43G-23.6(b) requires each hospital to have in effect a unit
dose drug distribution system which would cover at least 85 percent of
occupied licensed inpatient beds. This provision would minimize acciden-
tal and wrong doses and contribute to patient safety by requiring that,
when feasible, drugs are administered in premeasured doses that are
individually packaged and identified by patient.

N.J.A.C. 8:43G-23.6(e) requires each hospital to have in effect a phar-
macy-based intravenous infusion admixture program including services
related to hyperalimentation and chemotherapy. This provision, which
relates to quality control, would assure that a pharmacist, or a designee
acting under pharmacy supervision, would be responsible for properly
preparing parenteral solutions.

N.J.A.C. 8:43G-23.8(b) requires each hospital to keep all drugs, includ-
ing controlled substances and legend drugs, needles, and syringes, in
locked storage areas. This provision would minimize mishandling of
drugs, accidents, and drug abuse, and contribute to the safety of patients
and the public by requiring that all drugs be secured and accessible only
to authorized personnel.

NJ.A.C. 8:43G-23.10(b) requires each hospital to have in effect a
patient profile system. This provision would assure that drugs adminis-
tered are recorded in the patient profile and that inappropriate prescribing
practices are identified and corrected.

The Department also supports other measures that hospitals can take
to improve safety and quality of care. These measures, which were
proposed as advisory standards in the Statewide written opinion survey
noted above, include 24 hour on-premises coverage by a licensed pharma-
cist, and 100 percent coverage of all licensed occupied inpatient beds for
the unit dose drug distribution system and the intravenous infusion ad-
mixture program. Advisory standards will identify areas of strength and
indicate excellence.

Social Impact

Pharmacy services hold the strong potential both to heal and to harm.
Controlled, medically supervised use of drugs can anesthetize, ease pain,
and ameliorate or cure disease. Uncontrolled use of drugs can have a
devastating effect on the individual drug abuser and on society as a whole.
Hospitals have an important dual role in the management and control
of drugs: to handle and dispense drugs safely and responsibly and to
restrict access so as to eliminate unauthorized or unsafe use.
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The primary social impact of the proposed rules is to ensure that each
hospital complies with pharmaceutical policies and procedures that meet
Federal, State, and local guidelines and regulations. This compliance will
ensure that each hospital promotes quality of care for patients as well
as safety for those within and outside of the hospital environment.

Economic Impact

Since the number and complexity of rules in the pharmacy subchapter
has been substantially reduced, it is expected that there may be cost saving
factors involved in the implementation of the new rules. For example,
current rules require 100 percent coverage of inpatient beds with the unit
dose distribution system and the intravenous admixture program, whereas
the proposed rules allow 85 percent coverage, thereby permitting greater
flexibility and possible cost saving to the hospital. The proposed rules
emphasize those items which are clinically and therapeutically important
to patients, without compromising safety and quality of care.

Regulatory Flexibility Statement
The proposed rules would not affect small businesses as defined in the
Regulatory Flexibility Act, N.J.S.A. 52:14B-16 et seq. The hospitals in
New Jersey which are regulated by N.J.A.C. 8:43G all employ more than
100 people. Businesses other than hospitals would not be affected. There-
fore, a regulatory flexibility analysis is not required.

Full text of the proposal follows:

SUBCHAPTER 23.

8:43G-23.1 Pharmacy structural organization; mandatory

(a) A hospital shall have a pharmacy that is licensed by the New
Jersey State Board of Pharmacy, with a current Drug Enforcement
Administration registration and a controlled dangerous substance
registration from the State Department of Health.

(b) A multidisciplinary pharmacy and therapeutics committee, or
an equivalent multidisciplinary body shall meet at least four times
a year, and document its activities, findings, and recommendations.

PHARMACY

8:43G-23.2 Pharmacy policies and procedures; mandatory

(a) The pharmacy and therapeutics committee, or its equivalent,
shall review, approve, and implement policies and procedures ad-
dressing at least the following areas:

|. Outpatient pharmacy services;

2. Administration of drugs;

3. Use of patients’ previously acquired drugs, including require-
ment for physician orders and pharmacy identification of the drugs
before use;

4. Admixture of intravenous solutions, including quality control
and safety procedures for laminar airflow hoods and labeling;

5. Storage and distribution of drugs, including at least dispensing
devices (if used in the hospital), emergency drugs and kits, and
control and accountability of controlled substances in accordance
with applicable laws and regulations;

6. Stop orders and discontinue orders, including the length of time
all orders stay in effect, stoppage of drugs on the day a patient
undergoes surgery in conformance with the prescriber’s specifi-
cations, and notification of the prescriber of the expiration of a drug
order;

7. Identification, reporting, reviewing, and monitoring of adverse
drug reactions and medication errors:

8. ldentification of food/drug interactions and responsibility of
pharmacy, nursing, and dietary services:

9. Reference materials kept at drug distribution stations and in the
pharmacy, and made available to medical and nursing staff;

10. Control and limitation of use of drug samples:;

I'l. Approval and maintenance of a formulary; and

12. Pharmacists’ clarifications of physician orders.

8:43G-23.3 Pharmacy staff qualifications; mandatory

(a) Pharmaceutical services shall be directed by a registered phar-
macist licensed to practice pharmacy in New Jersey.

(b) A pharmacist licensed to practice pharmacy in New Jersy shall
be responsible for compounding, preparing, labeling, transferring
between containers, and dispensing drugs.
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8:43G-23.4 Pharmacy staff time and availability; mandatory

(a) A pharmacist licensed to practice pharmacy in New Jersey shall
be on duty or on call at all times. Whenever a nurse removes a drug
from the pharmacy or night cabinet, this action shall be recorded
by the nurse and checked by a pharmacist on a daily basis.

(b) If the hospital operates a decentralized pharmaceutical service,
there shall be a pharmacist licensed to practice pharmacy in New
Jersey assigned to each satellite pharmacy during the satellite phar-
macy’s hours of operation.

8:43G-23.5 Pharmacy staff time and availability; advisory
There should be a pharmacist registered to practice pharmacy in
New Jersey, on the premises 24 hours a day.

8:43G-23.6 Pharmacy patient services; mandatory

(a) Pharmaceutical services shall be available to patients at all
times, including during disasters and major disruptions to the physi-
cal plant.

(b) The hospital shall have in effect a unit dose drug distribution
system with individual cassettes or containers which bear the patient’s
identification. The system shall cover at least 835 percent of occupied
licensed inpatient beds and include scheduled cart exchanges at least
every 24 hours, including weekends and holidays. An alternative
method of distributing drugs approved by the Department of Health
may be substituted for the unit dose drug distribution system if the
method has been demonstrated to the Department to have at least
equivalent clinical effectiveness.

(c) The dispensing of fractional and multiple dosages shall be at
the discretion of the pharmacy and therapeutics committee, provided
cautionary instructions and ancillary information about these
dosages are communicated to the personnel responsible for adminis-
tering them.

(d) The pharmacy service shall develop and implement a system
of control for legend drug doses. The system includes the checking
by a pharmacist of each cassette or container of drugs prepared by
someone other than a licensed phramacist before it is delivered to
a patient care unit.

(e) The hospital shall have a pharmacy-based intravenous infusion
admixture program, which includes services related to hyper-
alimentation, chemotherapy, and large and small, continuous or in-
termittent volumes for infusion. A pharmacist licensed to practice
pharmacy in New Jersey, or a designee acting under pharmacy guide-
lines, shall prepare, sterilize if necessary, and label parenteral medi-
cations and solutions, except in those areas or situations that have
been excluded by the pharmacy and therapeutics committee or its
equivalent.

(f) Cautionary instructions and ancillary information about medi-
cations shall be communicated to the personnel responsible for ad-
ministering medications.

(g) All medication orders shall specify the name of the drug, dose,
frequency, and route of administration, and shall be dated and signed
(or approved by authorization code if ordered through computer
entry) by the prescriber.

(h) Allergies shall be documented in the patient’s pharmacy
profile.

(i) Drugs in opened containers, in containers with broken seals,
in containers missing drug source and exact identification (such as
lot number), and outdated medications shall be returned to the phar-
macy for disposal.

(j) Initials or identifying codes shall be used by pharmacy person-
nel, and a list of these initials or codes and the corresponding printed
or typed names and signatures shall be kept for at least five years
after termination of pharmacy service employment.

(k) Current antidote information shall be provided in the phar-
macy. The telephone number of the designated Statewide or regional
New Jersey Poison Information and Education System
(1-800-962-1253) shall be provided in the pharmacy and at each drug
distribution site.

(I) Current Federal and State drug law information shall be avail-
able to the pharmacy service.

(m) Drug product defects shall be reported in accordance with the
Drug Product Problem Reporting System of the American Society
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of Hospital Pharmacists, the United States Pharmacopoeia, and the
Food and Drug Administration.

8:43G-23.7 Pharmacy patient services; advisory

(a) The pharmacy service should conduct a clinical pharmacy pro-
gram that provides patient-oriented clinical services.

(b) The unit dose drug distribution system should cover all
licensed occupied inpatient beds.

(c) The intravenous infusion admixture program should cover all
licensed occupied inpatient beds.

(d) Fractional and multiple dosages should be dispensed as part
of the unit dose system or alternative method of at least equivalent
clinical effectiveness.

8:43G-23.8 Pharmacy space and environment; mandatory

(a) The pharmacy shall maintain drugs under proper conditions,
as indicated in the United States Pharmacopoeia, product labeling,
and/or package inserts.

(b) All drugs, needles, and syringes, shall be kept in locked storage
areas except those drugs exempted by the pharmacy and therapeutics
committee under specified conditions.

8:43G-23.9 Pharmacy staff education and training; mandatory
Pharmacy staff shall attend training or educational programs on
drug-related topics.

8:43G-23.10 Pharmacy quality assurance methods; mandatory

(a) There shall be a program of quality assurance for the pharmacy
service that is integrated into the hospital quality assurance program
and includes regularly collecting and analyzing data to help identify
health-service problems and their extent, and recommending, im-
plementing, and monitoring corrective actions on the basis of these
data.

(b) The hospital shall have in effect a patient profile system for
monitoring drug therapy. This system shall be used to identify inap-
propriate prescribing practices.

(c) The pharmacy service shall inspect at least once every two
months all patient care areas in the hospital, and at least once every
three months all other areas of the hospital where drugs intended
for administration to patients are dispensed, administered, or stored.
The pharmacy service shall maintain a record of the inspections,
Identified problems shall be addressed.

(d) A quality assurance program shall be in place that monitors
the use of drugs, including errors, and reports aggregate findings to
the pharmacy and therapeutics committee or another multi-
disciplinary committee that includes a pharmacy representative.
When serious or consistent medication errors are found, the hospital,
through its quality assurance program, shall develop, implement, and
monitor recommendations for change.

(e} The hospital shall monitor use of antibiotic drugs, and other
drugs specified by the hospital, and shall keep physicians informed
about inappropriate drug utilization.

8:43G-23.11 Pharmacy quality assurance methods; advisory

The pharmacy service should inspect, on at least a monthly basis,
all patient care areas in the hospital and maintain a record of the
inspections.

(a)
HEALTH FACILITIES EVALUATION AND LICENSING

Hospital Licensing Standards

Post Mortem Standard

Proposed New Rules: N.J.A.C. 8:43G-25

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-315.
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Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367

The agency proposal follows:

Summary

The Department of Health is proposing new rules to assure patient
safety and quality of care, related to the provision of post mortem services
in hospitals. Proposed new N.J.A.C. 8:43G-25 was developed through
the regulatory innovations of the Department’s Licensure Reform Pro-
ject, which included extensive meetings with interested parties and a
comprehensive written opinion survey of all proposed standards that
involved all hospitals in the State. This survey was distributed to all
hospitals as comprehensive draft hospital licensure standards in 31 areas,
including post mortem. The standards were formatted as a survey, so that
respondents could evaluate each proposed standard on a five-point scale
of importance to patient care and also could indicate whether the
proposed standard should be mandatory or merely advisory.

Presumably, proposed standards that received generally high ratings
of importance and were generally recommended for mandatory status
have been validated by the regulated community as bearing on quality
of care.

The proposed new rules contain the following major provisions:
Securing Autopsies:

Proposed N.J.A.C. 8:43G-25.3(b) requires that the medical staff at-
tempt to secure autopsies, particularly in cases of unusual deaths and
those of medicolegal and educational interest, unless otherwise provided
for by law. The completion of autopsies would provide more accurate
mortality statistics. Additionally, it would provide families with infor-
mation concerning familial health histories that could be extremely im-
portant when determining their own health care needs.

Patient Care Policies:

Proposed N.J.A.C. 8:43G-25.1(a)2 and 3 require safe and proper hand-
ling of deceased patients and their personal effects. These provisions
ensure that deceased patients’ bodies will be treated in a dignified and
safe manner and that all personal effects of the deceased patient would
be safeguarded until they are released to the appropriate individual.
Staff Qualifications:

Proposed N.J.A.C. 8:43G-25.2(a) requires all physicians that routinely
perform or supervise the performance of autopsies to be Diplomates of
the American Board of Anatomic Pathology. Such Board certification
would help assure accurate assessment and evaluation of the cause of
death.

Consent for Autopsy:

Proposed N.J.A.C. 8:43G-25.3(c) requires consent of the patient’s fam-
ily or guardian before the performance of an autopsy. Consent would
not be required for cases that must, by law, be referred to the county
medical examiner. This provision safeguards family and patient choice
in handling of the body.

Procedures for High Risk Cases:

Proposed N.J.A.C. 8:43G-25.1(a)7 requires that procedures be de-
veloped delineating the responsibilities of the medical staff, nursing, and
morgue staff when handling high risk or potentially high risk cases, such
as AIDS or Hepatitis B. This provision safeguards the staff and prevents
the spread of infectious diseases.

Social Impact

Technological advances in medical care, especially in the areas of
diagnosis and treatment, give health care providers the unique opportuni-
ty to identify persons at risk for specific illness or disease processes.
Identification of those at risk is crucial in order to implement preventive
interventions that can delay or modify risks for diseases.

Autopsies provide valuable information about disease processes that
are linked to familial history. This information can be used by consumers
and health care providers when planning for health care needs. For
example, heart disease is one of the leading causes of death in our society.
Information obtained from autopsies could be used to alert families about
risk factors they were previously unaware of, thereby decreasing the
morbidity and mortality related to heart disease,

The primary social impact of these standards is to ensure that autopsies
conducted in New Jersey hospitals are performed by qualified physicians
in a manner that safeguards both patients and their personal effects and
provides valuable information, particularly in cases of medicolegal and
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educational interest. The standards also assure that proper consent has
been obtained, prior to the conducting of an autopsy.

Economic Impact
There are no substantial additional expenditures expected to be in-
curred by hospitals, since most hospitals already have post mortem pro-
grams in place that meet the major requirements of these proposed new
rules.

Regulatory Flexibility Statement
The proposed rules affect all hospitals in New Jersey regulated by
N.J.A.C. 8:43G. Each of these hospitals employ more than 100 full-time
employees and therefore are not considered in the small business category
as defined in N.J.S.A. 52:14B-16 et seq. Therefore, a regulatory flexibility
analysis is not required.

Full text of the proposal follows:

SUBCHAPTER 26. POST MORTEM

8:43G-25.1 Policies and procedures; mandatory

(a) The morgue shall have written policies and procedures that are
reviewed annually, revised as needed, and implemented. These poli-
cies shall delineate the responsibilities of the medical staff, nursing,
and morgue staff, and shall include procedures for at least the follow-
ing functions:

|. Identifying the body:

2. Safe and proper handling to prevent injury to the body;

3. Safeguarding personal effects of the deceased and release of
personal effects to the appropriate individual;

4. Handling of toxic chemicals by morgue and housekeeping staff;

5. Infection control policies, including disinfection of equipment;

6. Practices for handling infectious bodies, in accordance with
Centers for Disease Control guidelines;

7. Criteria for high-risk or potentially high-risk cases, such as
AIDS or hepatitis B;

8. Release of the body to the county morgue or funeral director;

9. Autopsy requests:

10. Availability of microscopic autopsy reports within specified
time frames; and

I1. Completion of autopsy, including microscopic and other
procedures, within specified time frames.

8:43G-25.2 Post mortem staff qualifications; mandatory

The physician who routinely performs or supervises the per-
formance of autopsies shall be a Diplomate of the American Board
of Anatomic Pathology.

8:43G-25.3 Post mortem patient services; mandatory

(a) Bodies and body parts in the morgue shall be kept refrigerated.

(b) The medical staff shall attempt to secure autopsies, particularly
in cases of unusual deaths and cases of medicolegal and educational
interest, unless otherwise provided for by law.

(c) Autopsies shall be performed only with the consent of the
patient’s family or guardian. Consent shall not be required for medi-
cal examiner cases.

(d) The hospital shall notify the county medical examiner within
two hours of a patient’s death when the circumstances of the death
fall within the criteria specified in N.J.S.A. 52:17B-86 of the State
Medical Examiners Act, N.J.S.A. 52:17B-78 et seq.

8:43G-25.4 Post mortem space and environment: mandatory

The morgue shall be equipped with refrigerated space to store at
least two bodies. Hospitals with more than 100 beds shall provide
additional space using a ratio of one space to every additional (00
beds.

8:43G-25.5 Post mortem supplies and equipment; mandatory

Refrigerated spaces in the morgue shall be maintained at
temperatures between 32 and 45 degrees Fahrenheit (0 and 7.2
degrees Celsius) and shall have an automatic alarm system that
monitors the temperature.
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(a)
HEALTH FACILITIES EVALUATION AND LICENSING

Hospital Licensing Standards
Quality Assurance Standard

Proposed New Rules: N.J.A.C. 8:43G-27

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-316.

Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367

The agency proposal follows:

Summary

The Department of Health is proposing new rules to assure patient
safety and quality of care, related to quality assurance programs in
hospitals. The proposed new subchapter of the Hospital Licensing Stan-
dards, N.J.A.C. 8:43G-27, was developed through the regulatory innova-
tions of the Department’s Licensure Reform Project, which included
extensive meetings with interested parties and a comprehensive written
opinion survey of all proposed standards that involved all hospitals in
the State. This survey was distributed to all hospitals as comprehensive
draft hospital licensure standards in 31 areas, including quality assurance.
The standards were formatted as a survey, so that respondents could
evaluate each proposed standard on a five-point scale of importance to
patient care and also could indicate whether the proposed standard
should be mandatory or merely advisory.

Presumably, proposed standards that received generally high ratings
of importance and were generally recommended for mandatory status
have been validated by the regulated community as bearing on quality
of care.

The proposed new rules present a clear, comprehensive, and effective
set of rules for the implementation of quality assurance programs in
hospitals and contain the following major provisions:

Quality Assurance Committee

Proposed N.J.A.C. 8:43G-27.1(d) requires each hospital to have a
multidisciplinary committee with representation from at least the medical
staff, nursing, and administration. This committee would be responsible
for direction of the quality assurance program. This provision would
assure that the major components of the hospital would participate in
the development and implementation of the hospital quality assurance
program.
Quality Assurance Plan

Proposed N.J.A.C. 8:43G-27.2(a) through (c) require each hospital to
develop a quality assurance plan that would delineate lines of communica-
tion with the medical staff, chief executive officer or administrator, and
the governing authority. The plan would establish a mechanism to de-
velop, coordinate, and evaluate quality reviews throughout the hospital.
The plan would be reviewed at least annually with revisions as necessary.
These provisions would assure that a comprehensive quality assurance
plan is developed, implemented, and updated, so each hospital system-
atically monitors and evaluates the quality of the services it provides.
Patient Services

Proposed N.J.A.C. 8:43G-27.5(a) through (d) require that each hospital
monitor and evaluate patient care regularly. The rule also requires identi-
fication and establishment of indicators of quality care in at least the
following areas: surgical case review, drug usage, medical record review,
blood usage, pharmacy and therapeutics function, and specific diagnostic
and therapeutic procedures selected by the quality assurance program.
These provisions would assure that the quality of patient care is
monitored and evaluated, specific to services provided by each hospital,
on a continuing basis, to ensure that the highest quality of care is provided
to each patient.

Competence of Clinical Practitioners

Proposed N.J.A.C. 8:43G-26.5(e) and (f) require each hospital to evalu-
ate the clinical competence of all clinical practitioners on an ongoing
basis. Assessment of clinical competence often includes a determination
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that a practitioner, whose hospital privileges include a specific procedure,
performs the procedure frequently enough to retain familiarity with all
aspects of it. This provision would ensure that all clinical practitioners
perform their duties in a manner consistent with the highest standards
of their profession.

The Department also supports other measures that hospitals can take
to improve quality of care. These measures, which are proposed as ad-
visory standards for quality assurance, include the use of a computerized
system of data collection and analysis for the quality assurance program.
Advisory standards will identify areas of strength and indicate excellence.

Social [mpact

Every consumer entering a New Jersey hospital has the right to receive
quality care. The proposed new standards should promote excellence in
the provision of care which would, in turn, have a positive effect on the
quality of services consumers receive in New Jersey hospitals.

Quality assurance consists of a system of methods to monitor the
quality of patient care in the hospital by identifying problems, estimating
the magnitude of those problems, developing recommendations to ad-
dress those problems, and evaluating whether followup actions are
needed. A quality assurance program that covers each area of health care
services is required under the proposed standards.

Quality assurance programs aid in the early identification and prevent-
ion of problems facing hospitals and patients. As a result of the quality
assurance plan implemented in each hospital, higher quality services
should be provided to patients, thereby increasing their level of confidence
in, and satisfaction with, the care provided.

The primary social impact of these standards is to ensure that care
received by patients in New Jersey hospitals is of the highest caliber
possible so that all consumers of hospital services receive safe, effective,
quality care.

Economic Impact

There are no substantial additional expenditures expected to be in-
curred by hospitals, since hospitals already have quality assurance pro-
grams in place that meet most of the major requirements of these
proposed new rules. However, since these proposed new rules may require
some changes in the structure and functioning of the existing quality
assurance programs, some minimal expenditures may be incurred by
hospitals in order to conform with the standards being proposed.

Regulatory Flexibility Statement
The proposed rules affect all hospitals in New Jersey regulated by
N.J.A.C. 8:43G. Each of these hospitals employ more than 100 full-time
employees and therefore are not considered in the small business category
as defined in N.J.S.A. 52:14B-16 et seq. Therefore, a regulatory flexibility
analysis is not required.

Full text of the proposal follows:
SUBCHAPTER 27. QUALITY ASSURANCE

8:43G-27.1 Quality assurance structural organization: mandatory

(a) The governing authority of the hospital (such as the board of
trustees) shall have ultimate responsibility for the quality assurance
program.

(b) The hospital shail have a hospital-wide quality assurance pro-
gram based on a written quality assurance plan that is implemented
and that monitors the quality of patient care.

(¢) Each clinical department shall have quality assurance activities
that are part of the overall hospital-wide plan, a raulti-department
plan, or an internally generated plan.

(d) There shall be a multidisiplinary committee responsible for the
direction of the quality assurance program. The committee shall
include at least representation from the medical staff, nursing, and
administration, and shall be chaired by a physician. The committee
shall establish a mechanism to include participation of all disciplines
in identifying areas of review that affect patient care throughout the
hospital.

(¢) The hospital shall perform risk management functions which
are reported to the multidisiplinary committee responsible for coordi-
nating the quality assurance program,

8:43G-27.2 Quality assurance policies and procedures: mandatory

(a) The quality assurance plan shall be reviewed at least annually
and revised as necessary. Responsibility for reviewing and revising
the plan shall be designated in the plan itself.
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(b) The quality assurance plan shall delineate lines of communica-
tion between the quality assurance program and the medical staff,
chief executive officer or administrator, and governing authority.

(c) The hospital-wide quality assurance plan shall specify
procedures for the development, implementation, and coordination
of quality reviews. The plan shall also establish a mechanism for the
evaluation of the quality assurance program.

(d) The program shall disseminate its findings and the results of
quality assurance activities, as defined in the quality assurance plan.

8:43G-27.3 Quality assurance staff qualifications; mandatory
There shall be an individual responsible for coordinating all aspects
of the quality assurance program.

8:43G-27.4 Quality assurance staff qualifications; advisory

The quality assurance program should be directed or coordinated
by an individual with relevant credentialing, such as certification by
the American Board of Utilization Review Physicians, the American
College of Quality Assurance Professionals, or the National Associa-
tion of Quality Assurance Professionals.

8:43G-27.5 Quality assurance patient services; mandatory

(a) There shall be an ongoing process of monitoring patient care.
Evaluation of patient care throughout the hospital is criteria-based,
so that certain review actions are taken or triggered when specific
quantified, predetermined levels of outcomes or potential problems
are identified.

(b) The quality assurance coordinator shall be available to provide
consultation to each department and shall coordinate the develop-
ment of specific indicators used to evaluate service outcomes in each
department.

(c) The program shall follow up on its findings to assure that
effective corrective actions have been taken, including at least policy
revisions, procedural changes, educational activities, and follow-up
on recommendations, or that additional actions are no longer in-
dicated or needed.

(d) The quality assurance program shall identify and establish
indicators of quality care specific to the hospital that are monitored
and evaluated and encompass at least:

. Surgical case review;

. Drug usage:

. Medical record review;

. Blood usage:

. Pharmacy and therapeutics function; and

. Appropriateness of specific diagnostic and therapeutic
procedures, as selected by the quality assurance program.

(e) The quality assurance program shall ensure that the clinical
competence of all clinical practitioners is evaluated.

(f) The quality assurance program shall participate in the ongoing
assessment of competence of all clinical practitioners.

QN b

8:43G-27.6 Quality assurance supplies and equipment; advisory
The quality assurance program should use a computerized system
for data collection and analysis.

(a)
HEALTH FACILITIES EVALUATION AND LICENSING

Hospital Licensing Standards
Social Work

Proposed New Rules: N.J.A.C. 8:43G-33

Authorized By: Molly Joel Coye, M.D., M.P.H., Commissioner,
Department of Health (with approval of the Health Care
Administration Board).

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

Proposal Number: PRN 1989-317.

Submit comments by July 19, 1989 to:
Director, Licensure Reform Project
New Jersey State Department of Health
CN 367
Trenton, New Jersey 08625-0367
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The agency proposal follows:

Summary

The Department of Health is proposing new rules to assure patient
safety and quality of care, related to the provision of social services in
hospitals. Proposed new N.J.A.C. 8:43G-33 was developed through the
regulatory innovations of the Department’s Licensure Reform Project,
which included extensive meetings with interested parties and a com-
prehensive written opinion survey of all proposed standards that involved
all hospitals in the State. This survey was distributed to all hospitals as
comprehensive draft hospital licensure standards in 3| areas, including
social work. The standards were formatted as a survey, so that respon-
dents could evaluate each proposed standard on a five-point scale of
importance to patient care and also could indicate whether the proposed
standard should be mandatory or merely advisory.

Presumably, proposed standards that received generally high ratings
of importance and were generally recommended for mandatory status
have been validated by the regulated community as bearing on quality
of care.

The proposed new rules contain the following major provisions:

N.J.A.C. 8:43G-33.1(a) requires each hospital to have an organized
department of social work, directed by a trained social worker. This
provision would assure that social work services are provided by every
hospital.

N.J.A.C. 8:43G-33.2(a) requires that each hospital provide at least the
following social work services: counseling, discharge planning,
assessment, consultation and referral, patient advocacy, community
liaison, and education. This provision would assure that each hospital
provide a full range of social work services.

N.J.A.C. 8:43G-33.2(b) requires each hospital to have a protocol to
ensure that all patients receive social work services if they need or request
them. This provision would assure access to service by all patients.

N.J.A.C. 8:43G-33.4(a) requires that the director of social work hold
a master’s degree in social work from a college or university program
accredited by the Council on Social Work Education. This provision
would assure a high level of knowledge and professional skills on the
part of the director of social work.

N.J.A.C. 8:43G-33.7(f) requires that the hospital social work depart-
ment report and coordinate services for victims of child abuse and other
abuse. This provision would assure that any victim of abuse treated in
a hospital would be referred to appropriate agencies for protective ser-
vices and follow-up care.

N.J.A.C. 8:43G-33.7(i) requires that social work staff be included in
multi-disciplinary patient case conferences or rounds. This provision
would assure that social service staff is involved in assessing patients for
social work intervention.

The Department also supports other measures that hospitals can take
to improve quality of care. These measures, which were proposed as
advisory standards in the Statewide written opinion survey noted above,
include social work participation in the development and review of trans-
fer agreements with long term care facilities, consultation with community
agencies, and provision of support services to patients, families, and
hospital staff. Advisory standards will identify areas of strength and
indicate excellence.

Social Impact

Many hospitalized patients are elderly and have multiple health care
problems that require social supports. Many others have combined social
and health problems. In order to assess each patient and develop an
effective care plan, both in-hospital and post-hospital, a full range of
services must be available. Social work is the discipline which most
appropriately provides this range of services, which includes at least
counseling, discharge planning, assessment, consultation and referral,
patient advocacy, community liaison, and education.

The primary social impact of the proposed rules is to ensure that each
patient is screened for social work needs and has access to a full range
of services, any or all of which may be integrated into a treatment plan.
This plan takes into account the patient’s psychosocial, environmental,
and continuity of care needs.

Economic Impact
Since hospitals already have functioning social work departments that
meet the major provisions of the proposed rules, substantial additional
expenditures are not expected to be required.
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Regulatory Flexibility Statement
The proposed rules would not affect small businesses as they are
defined in the Regulatory Flexibility Act, N.J.S.A. 52:14B-16 et seq. The
hospitals in New Jersey which are regulated by N.J.A.C. 8:43G-33 all
employ more than 100 people. Businesses other than hospitals would not
be affected. Therefore, a regulatory flexibility analysis is not required.

Full text of the proposal follows:

8:43G-33.1 Social work structural organization; mandatory
Each hospital shall have an organized department of social work
services that is directed by a social worker.

8:43G-33.2 Social work policies and procedures; mandatory

(a) The social work department shall have written policies and
procedures that are reviewed annually, revised as needed, and im-
plemented. The policies and procedures concerning the scope of
social work services shall address the following areas: counseling,
discharge management and planning, social work assessment, consul-
tation and referral, patient advocacy, community liaison, and educa-
tion.

(b) The social work department shall have a protocol to ensure
that all patients receive social work services if they need or request
1t.

(¢) The social work department shall have criteria for identifying
high-risk patients in need of psychosocial intervention and/or dis-
charge planning.

8:43G-33.3 Social work policies and procedures; advisory

The social work department should participate in the development
and review of the hospital’s transfer agreements with extended and
long-term care facilities and psychosocial agencies.

8:43G-33.4 Social work staff qualifications; mandatory

The director of the social work department shall hold a master’s
degree in social work from a college or university program accredited
by the Council on Social Work Education.

8:43G-33.5 Social work staff qualifications; advisory
(a) The director of the social work department should be a social
worker who is certified by the Academy of Certified Social Workers.
(b) The equivalent of at least two-thirds of the full-time pro-
fessional social work staff shall have an undergraduate or graduate
degree from an accredited college or university with a major concen-
tration in social work.

8:43G-33.6 Social work staff time and availability; advisory
There should be a system to ensure that a social worker is on duty
or can be reached at all times for emergencies.

8:43G-33.7 Social work patient services; mandatory

(a) There shall be a system for all disciplines to refer patients
directly to the social work department.

(b) The social worker shall consult with members of other dis-
ciplines in providing patient care services.

(¢) Each patient who has received social work intervention shall
be informed that he or she may call the social work department with
questions after discharge.

(d) Families shall be included in services provided by the social
work department, where indicated.

(e) The social work department shall assist patients directly or
indirectly in identifying the need for, implementing, and verifying
guardianship as part of discharge planning.

(f) The social work department shall coordinate child-abuse re-
porting and follow-up services with appropriate follow-up agencies.
The department shall participate in reporting and follow-up services
for other victims of abuse.

(g) When a patient is transferred to another health care facility
or linked to another health care agency after discharge, the social
work department shall assure that relevant social work services
documentation or information is provided to that agency or facility
in order to assure continuity of care.

(h) When social work intervention is provided, the social work
department shall enter into the medical record:

. The reason for intervention;
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2. The name or names of social workers involved and dates of
intervention;

3. A social work assessment:

4. A treatment plan and referrals; and

5. Notes reflecting interventions before discharge.

(i) Social work staff shall be included in multidisciplinary patient
care conferences or rounds.

8:43G-33.8 Social work patient services: advisory

(a) Members of the social work department should participate in
or consult with community agencies and government forums.

(b) The social work department should conduct support groups
of patients and/or families, based on patient need.

(c) Social work support services should be available to staff mem-
bers who give specialized patient care, as well as to all hospital staff
members.

8:43G-33.9 Social work space and environment; mandatory

(a) There shall be space provided for private patient and family
interviews and confidential phone calls by social workers.

(b) Social work department files on patients shall be kept physi-
cally secure and confidential.

8:43G-33.10 Social work staff education and training; mandatory
(a) The social work department shall provide staff with op-
portunities for education or training.
(b) Orientation of social work staff shall include introduction to
the hospital and its services and to resources outside the hospital.

8:43G-33.11 Social work quality assurance methods; mandatory

There shall be a program of quality assurance for social work that
is integrated into the hospital quality assurance program and pertains
to the scope of social work services provided. This program shall
include regularly collecting and analyzing data to help identify
health-service problems and their extent, and recommending, im-
plementing, and monitoring corrective actions on the basis of these
data.

HIGHER EDUCATION
(a)

BOARD OF HIGHER EDUCATION

Licensing and Degree Approval Standards

Proprietary Institutions of Higher Education

Proposed Amendments: N.J.A.C. 9:1-5.1, 5.2, 5.4,
5.5and 5.8

Proposed New Rule: N.J.A.C. 9:1-5.10

Authorized By: Board of Higher Education,

T. Edward Hollander, Chancellor and Secretary.

Authority: N.J.S.A. I18A:3-14m and n.
Proposal Number: PRN 1989-320.,

Submit comments by July 19, 1989 to:
Grey J. Dimenna, Esq.
Administrative Practice Officer
Department of Higher Education
20 West State Street
CN 542
Trenton, New Jersey 08625

The agency proposal follows:

Summary

The Board of Higher Education is statutorily authorized to set stan-
dards for the awarding of collegiate degrees in the State of New Jersey.
Previous to this proposed rulemaking, proprietary institutions of higher
education which were licensed to award a collegiate degree by the Board
were only allowed to grant the Associate in Applied Science Degree. This
proposed rulemaking seeks to allow such institutions to award any col-
legiate degree; however, it clarifies that to be licensed to award any
particular collegiate degree, the proprietary institution will be held to the
same standards as a college which desires to offer the degree would be
required to meet. The proposed amendments and new rule also impose
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the Board's Basic Skills policies upon those proprietary schools offering
collegiate degrees. Under the board’s Basic Skills policies, the schools will
be required to give the New Jersey College Basic Skills Placement Test
and provide remedial programs for those students requiring remediation.
Lastly, the certain wording in the various rules is clarified.

Social Impact

The proposed amendments and new rule will allow those proprietary
schools who wish to expand their programs to offer a greater array of
degree programs to students attending their institution. Further, students
who desire to attend such institutions shall have a broader selection of
programs to choose from in pursuing their education. Also, students
attending such proprietary institutions shall be tested for basic skills and
receive assistance for deficiencies in such skills if necessary. Inclusion of
remedial program requirements will assist certain students in successfully
completing their programs of study.

Economic Impact

The proposed amendments and new rule do not impose any financial
burden upon the proprietary institutions with regard to the expansion
of the types of degree programs such an institution may offer. While the
offering of the various degree programs may require funding support in
order to meet the standards for the program which one set forth in the
rules, the determination to offer such programs is a voluntary one by
the institution.

The Basic Skills Test requirements will have an economic impact upon
the institutions. While the test is provided to the institutions without cost,
any remedial courses which the institution would have to offer to students
would have to be provided from institutional resources. The degree of
the impact would depend upon the number of students requiring rem-
ediation and the amount of remediation each student requires. Again,
this impact would only affect those institutions which voluntarily de-
termine to offer collegiate degrees.

Regulatory Flexibility Analysis

For those proprietary institutions of higher education which meet the
definition of a small business and which determine to award collegiate
degrees under these proposed amendments and new rule, there will be
some reporting requirements imposed with regard to the provisions of
N.J.A.C. 9:1-5.10. Public colleges and proprietary colleges are required
to provide two reports per year to the New Jersey Basic Skills Council.
The first (due in spring) is a response to a questionnaire on the extent
of testing of all students, the placement algorithms used, and the timely
enrollment in remedial courses of those students identified for such as-
sistance. The second report, due August 31, consists of both a narrative
program description and statistical data, in tabular form, on a two-year
follow-up of the outcomes of students enrolled in remedial courses, com-
pared to the college’s non-remedial students.

The cost of compliance with these reporting requirements will vary
from institution to institution depending upon the number of students
tested, the number of students placed in remedial programs, the adminis-
trative services of the institution and the extent to which the institution’s
administrative system is computerized. Compliance should be attainable
with existing personnel and systems.

The amendments and new rule have not been specifically designed to
minimize any adverse economic impact on small businesses. The Basic
Skills Test and corresponding remedial education requirements are estab-
lished to encourage and allow for educationally disadvantaged students
to enroll in collegiate programs which they are not necessarily educa-
tionally prepared to successfully complete. The programs identify those
students in need of remediation and provide education in order to allow
those students to successfully complete their collegiate education. The
Department’s data shows that the overwhelming majority of students who
are in need of remediation but do not receive it do not complete their
educational programs. An exemption from these requirements would be
detrimental to the general welfare of students attending such institutions.
Further, this requirement is only imposed upon such proprietary institu-
tions which determine that they wish to award collegiate degrees.

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

9:1-5.1 General provisions

(a) Proprietary [Institutions of Higher Education] institutions of
higher education in New Jersey may be licensed to operate and ap-
prove to award [the] academic degrees [of associate in applied sci-
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ence] subject to [conformation] conformance with the regulations and
standards for such licensure and approval as contained in N.J.A.C.
9:1-1.

(b) (No change.)

9:1-5.2 [Authorized degree] Degree standards

(a) [The degree authorized for proprietary institutions shall be the
Associate in Applied Science degree as defined] Proprietary institu-
tions may petition to award the Associate in Arts, the Associate in
Science, and the Associate in Applied Science degrees pursuant to the
standards set forth in Standards Governing Community Colleges,
specifically N.J A.C. 9:4-1.6.

(b) Certificate and diploma programs at proprietary institutions
shall be eligible for Board of Higher Education approval only in those
instances where all of the courses comprising the certificate or
diploma program are currently being offered by the institution in a
Board approved [Associate in Applied Science] degree program.
[Certificate and diploma programs shall be designed in accordance
with NJ.A.C. 9:4-1.6.]

(c) Pre-associate degree certificate and diploma programs shall be
designed in accordance with N.J.A.C. 9:4-1.6.

(d) Proprietary institutions may petition to award baccalaureate
degrees pursuant to the standards set forth in the State College regu-
lations regarding Baccalaureate Degree Standards, specifically
N.J.A.C. 9:6-2.

(e) Proprietary institutions may petition to award graduate degrees
pursuant to the standards set forth in N.J.A.C. 9:1-4.1,

9:1-5.4 Duration of license

(a) Any license to operate and grant a degree shall be for a
[definite] specific period, not to exceed five years, as determined by
the Board of Higher Education.

(b) (No change.)

9:1-5.5 Minimum library requirements

(a) A proprietary institution offering a degree shall have a
[minimum] library collection of sufficient size and composition to
[support adequately the program offered] meet program objectives,
to support high quality instruction and, where appropriate, research.

(b) [This] The library collection shall [normally consist of at least
5,000 titles of general and specific materials for every single purpose
curriculum for each enrollment unit of 500 students] be kept up-to-
date.

[(c) Proportionate increases shall be made to accommodate ad-
ditional students or curricula.]

9:1-5.8 Faculty teaching loads

(a) [Faculty] Undergraduate faculty should normally have teaching
loads not to exceed the equivalent of 15 semester credit hours; gradu-
ate faculty should normally have teaching loads not to exceed the
equivalent of nine semester credit hours.

(b) (No change.)

9:1-5.10 Basic skills testing and enrollment in remedial courses

(a) Proprietary institutions shall be subject to all of the Board of
Higher Education’s policies regarding basic skills testing and remedial
instruction as implemented by the New Jersey College Basic Skills
Council.

(b) Proprietary institutions shall administer the New Jersey College
Basic Skills Placement Test (NJCBSPT) to all full and part-time
freshmen seeking a degree, to any student who does not initially seek
a degree but who registers for a program that would result in the
accumulation of 12 or more credits, and to any transfer student who
has not transferred to the institution college credits in English compo-
sition and mathematics.

(c) Appropriate remedial instruction shall be provided by proprietary
institutions in the basic skills of reading, writing, computation and
elementary algebra to all of the skills deficient students they have
admitted.

(d) Proprietary institutions shall not enroll a student in any college-
level course without first being certain that the student is proficient in
the basic skills required for that course.

(e) No graduation credit shall be awarded for any remedial course.
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(f) Proprietary institutions shall comply with the reporting guidelines
of the Basic Skills Council regarding the submission of student out-
comes data and the retesting of students who exit the institution’s
remedial program(s).

HUMAN SERVICES
(a)

DIVISION OF MEDICAL ASSISTANCE AND HEALTH
SERVICES

Manual for Hospital Services; Manual for Special
Hospital Services; Long Term Care Services
Manual

Bed Reserve

Proposed Amendments: N.J.A.C. 10:52-1.2,
10:53-1.2, 10:63-1.13 and 1.16

Authorized By: Drew Altman, Commissioner, Department of
Human Services.

Authority: N.J.S.A. 30:4D-6a(4)(a)b(14), 6.7,6.8,6.9, 7a, b, c;
30:4D-12; 42 CFR 447.250, Subpart C.

Proposal Number: PRN 1989-292.

Submit comments by July 19, 1989 to:
Henry W. Hardy, Esq.
Administrative Practice Officer
Division of Medical Assistance

and Health Services
CN-712
Trenton, NJ 08625

The agency proposal follows:

Summary

These proposed amendments pertain to bed reserve in long term care
facilities (LTCFs). Amendments to the New Jersey Medical Assistance
and Health Services Act requires LTCFs to maintain a bed for an eligible
Medicaid patient for up to 10 days if the patient is admitted to a general
or psychiatric hospital (see P.L. 1984, c.139, effective September 5, 1984,
codified as N.J.S.A. 30:4D-6.7, 6.8, 6.9). The Division of Medical As-
sistance and Health Services (the Division) must reimburse LTCFs for
reserving beds provided they comply with the criteria set forth in the
amended rules.

The term *‘hospital” shall refer to either a general or psychiatric hospi-
tal.

It is not uncommon for Medicaid patients who are residents of LTCFs
to require hospitalization. However, once the patient is treated for the
acute phase of his or her illness, the patient can be discharged from the
hospital. The goal of this rule, which is in furtherance of the statutory
requirements, is to enable the patient to return to the same bed in the
same room in the same LTCF from which the patient was admitted to
the hospital.

Therefore, it is the responsibility of the LTCF to reserve and hold the
bed for a period not to exceed 10 days, and to determine the patient’s
status during the 10 day bed reserve period. If the patient is not read-
mitted to the same room or same bed in the LTCF, the LTCF shall
provide an explanation on the patient’s chart which is subject to Division
review.

If the re-admission to the LTCF does not occur until after the 10 day
bed reserve period, the next available bed shall be given to the Medicaid
patient. The Division requires the patient’s name to be placed on a
chronological listing of persons waiting re-admission to the LTCF.

The bed reserve policy applies to any person in the LTCF eligible to
receive Medicaid benefits. An example is a patient who has both Medicare
and Medicaid coverage and who might be re-admitted to the LTCF from
the hospital under Medicare benefits. The bed reserve policy would oper-
ate in the same manner, regardless of whether Medicare or Medicaid paid
the LTCF following a hospital admission.

The procedures that LTCFs are required to follow are set forth at
proposed N.J.A.C. 10:63-1.16(j)lv. LTCFs have been and are required
to notify the MDO (Medicaid District Office) whenever a patient is
transferred to a hospital or re-admitted to an LTCF. LTCFs are required
to use the MCNH-33 form. The Division modified the form to indicate
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the patient’s room number and bed number. These items on the
MCNH-33 must be completed when the patient is admitted to the hospital
and returned to the LTCF if the LTCF wants to be reimbursed for the
bed reserve days.

If the patient does return to the LTCF, then the LTCF must prepare
an MCNH-13 form using the proper admission code.

The Division also amended the Manual for Hospital Services and the
Manual for Special Hospital Services to explain the hospital’s role in the
bed reserve policy and to facilitate discharge planning. Hospitals are
required to inform the LTCF of the patient’s progress and give the LTCF
as much notice as possible to enable the patient to return to the LTCF.

Social Impact

The proposed amendments impact potentially on all Medicaid patients
who are residents in LTCFs. The amendments specifically impact on
patients who reside in an LTCF, are admitied to a hospital, and return
to the same LTCF. The amendments facilitate the patient’s return to the
same room and same bed that he or she occupied prior to their hospital-
ization. The amendments impact on LTCFs that participate in the New
Jersey Medicaid Program. LTCFs can be reimbursed for reserving a bed
for up to 10 days, but the LTCF must follow the procedures for
documenting and claiming the 10 day bed reserve. LTCFs are responsible
for following the patient’s progress while the patient is hospitalized.

Economic Impact

The cost of nursing home bed reserve during calendar year 1988 was
approximately 7.5 million dollars (Federal-State share combined). These
costs are included in the Division’s budget. The amendments do not
reflect any new additional costs to the Division. The Division will use
existing administrative mechanisms to make reimbursement to LTCFs for
bed reserve days.

LTCFs who are entitled to reimbursement for bed reserve days will
be reimbursed at the per diem rate commensurate with the patient’s level
of care which was in effect at the time of their admission to the hospital.

Medicaid patients are already required to contribute from their avail-
able income towards the cost of long term care. Bed reserve days are
subject to the same policy, which means that the patient’s available
monthly income is applied against the per diem cost of care in the usual
manner.

Regulatory Flexibility Analysis

The proposed amendments impact on LTCFs, which generally employ
more than 100 people and would not be considered small businesses under
the terms of the Act. However, for those LTCFs that employ less than
100 people, the Division does not believe that differential treatment is
necessary. The proposed amendment imposes one minor recordkeeping
and reporting requirement, which is the necessity to enter the patient’s
room and bed number on the MCNH-33. The Division believes this
requirement helps fulfill the statutory provisions of “‘bed reserve', since
it identifies the bed to which the patient should return following their
hospitalization. The Division also believes this requirement is necessary
to identify those ‘“‘reserved beds’ for which an LTCF is claiming reim-
bursement.

The Division is also relying on N.J.S.A. 30:4D-12, which requires
providers to keep records to fully disclose the name of the recipient to
whom the service was rendered, the date of the service, the nature and
extent of the service, and any additional information as may be required
by regulation.

There are no capital costs associated with these amendments.

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

10:52-1.2 Covered inpatient hospital services

(a) Subject to the general limitations and exclusions and those
hereinafter specified, hospital and services shall include:

1.-18. (No change.)

19. Inpatient hospital services rendered after the day it is medically
necessary only under the following conditions:

i.-ii. (No change.)

iii. For patients awaiting placement in a long-term care facility
(Skilled Nursing Facility, Intermediate Care Facility A or B) if the
hosital can demonstrate that:

(1) All possible third party liability, including Medicare benefits,
have been utilized.

(2) The care and services provided are medically necessary, [i.e.],
that is the patient requires skilled nursing or intermediate levels A
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or B care in a long-term care facility: [the inpatient hospital form
(MC-1) was submitted to the appropriate Medicaid District Office
upon admission;]

(3)-(5) (No change.)

[(6) Notification that the patient requires placement in a long-term
care facility is to be made to the appropriate county welfare agency
(CWA). Verbal notifcations must take place within two working days
of the time that acute inpatient care is no longer medically necessary,
to be followed by a written notification within 72 hours.].

iv. Upon satisfaction of all the conditions set forth in (a)19iii(1)
through [(6)] (5) above, payment will be made at the rate of the
appropriate level of care of Medicaid participating long-term care
facilities as determined on January 1, of each year. Payment will be
made at the [statewide] Statewide weighted average skilled or inter-
mediate care rate determined by the patient’s level of care as assessed
by the division of Medical Assistance and Health Services or its
authorized agents.

v. When the patient is admitted to the hospital under the LTCF bed
reserve policy, which requires the facility to reserve the same room and
the same bed of the LTCF resident (see N.J.A.C. 10:63-1.13), the
hospital will:

(1) Involve the long-term care facility in the preparation of the hospi-
tal’s discharge planning;

(2) Advise the facility of an anticipated dishcarge date;

(3) Keep the long-term care facility informed of the patient’s pro-
gress, particularly if something unexpected happens which causes a
revision to the discharge plan; and

(4) Give the long-term care facility as much advance notice as poss-
ible to prepare for the return of the patient.

(b)-(c) (No change.)

10:53-1.2 Covered inpatient hospital services

(a) Subject to the general limitations and exclusions and those
hereinafter specified, hospital care and services shall include:

1.-18. (No change.)

19. Inpatient hospital services rendered after the day it is medically
necessary only under the following conditions:

i. (No change.)

ii. For patients awaiting placement in a long-term care facility
(Skilled Nursing Facility, Intermediate Care Facility A or B) if the
hospital can demonstrate that:

(1) All possible third party liability, including Medicare benefits,
have been utilized,

(2) The care and services provided are medically necessary, [i.e.]
that is, the patient requires skilled nursing or intermediate levels A
or B care in a long-term care facility: [the Inpatient Hospital Form
(MC-1) was submitted to the appropriate Medicaid District Office
upon admission;]

(3)-(5) (No change.)

[(6) Notification that the patient requires placement in a long-term
care facility is to be made to the Medicaid District Office in the
hospital area. Verbal notifications must take place within two work-
ing days of the time that acute inpatient care is no longer medically
necessary, to be followed by a written notification within 72 hours.]

iii. Upon satisfaction of all the conditions set forth in (a)19ii(1)
through [(6)] (8) above, payment will be made at the rate of the
appropriate level of care of Medicaid participating long-term care
facilities as determined on January 1, of each year. Payment will be
made at the [statewide] Statewide weighted average skilled or inter-
mediate care rate determined by the patient’s level of care as assessed
by the Division of Medical Assistance and Health Services or its
authorized agents.

iv. When the patient is admitted to the hospital under the LTCF bed
reserve policy which requires the facility to reserve the same room and
the same bed of the LTCF resident (see N.J.A.C. 10:63-1.13), the
hospital will:

(1) Involve the long-term care facility in the preparation of the hospi-
tal’s discharge planning;

(2) Advise the facility of an anticipated discharge date;

(3) Keep the long-term care facility informed of the patient’s pro-
gress, particulary if something unexpected happens which causes a
revision to the discharge plan; and
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(4) Give the long-term care facility as much advance notice as pos-
sible to prepare for the return of the patient.
(b) (No change.)

10:63-1.13  Absence from facility [(bed hold)]

[(a) Rules concerning absence due to admission to a hospital are:

1. No payment will be made to LTCFs for holding a bed for a
Medicaid patient who has been discharged from the LTCF and
admitted to a hospital (see section 1.6e.)]

(a) Bed reserve policy for hospital admission is as follows:

1. The LTCF shall reserve and hold the same room and the same
bed of the Medicaid-eligible patient transferred to a general or psy-
chiatric hospital for a period not to exceed 10 days. It is the LTCF’s
responsibility to determine the patient’s status or whereabouts during
or after the 10 day bed reserve period.

i. If the patient is not readmitted to the same room or the same bed
or the same LTCF, the LTCF requesting bed reserve reimbursement
shall record on the patient’s chart and make available for Division
review, a justification for the action taken.

2. Reimbursement, not to exceed 10 days, shall be at the rate the
LTCEF received for the same level of care authorized for the patient

prior to the transfer to the hospital.

i. The patient’s available monthly income shall be applied against
the per diem cost of care pursuant to N.J.A.C. 10:63-1.11(d)2i.

3. If readmission to the LTCF does not occur until after the 10 day
bed reserve period, the next available bed shall be given to the Medicaid
patient. This means the patient’s name shall be placed on a chronologi-
cal listing of persons waiting readmission to the LTCF. The discharged
patient shall have priority for the next available bed in the facility.

4. The bed reserve policy applies to any person in the LTCF eligible
to receive Medicaid benefits; for example, a Medicare/Medicaid recipi-
ent who, at the time of transfer to the hospital, might be eligible for
long-term care services under Medicare benefits.

[2.]5. Admission procedures (see N.J.A.C. 10:63-1.16) [must] shall
be followed when the Medicaid recipient has been readmitted follow-
ing a period of hospitalization.

(b) (No change.)

10:63-1.16 Admission policies

(a)-(i) (No change.)

(j) In the event that a LTCF admits a Medicaid eligible recipient
from other than a general acute hospital or Special Class A Hospital,
or NJ. Title XIX Certified Psychiatric Hospital without prior
authorization from the MDO, the effective “‘beginning” date of the
initial authorization period will be the date of assessment by the
Medicaid nurse. Facilities admitting such recipients without prior
authorization will not be reimbursed by the New Jersey Medicaid
Program for any care rendered before the assessment.

1. Admission from an acute general hospital, class “A special
hospital, and N.J. Title XIX certified psychiatric hospital:

i.-iii. (No change.)

iv. The LTCF [must] shall submit [a notification of the admission
of the Medicaid eligible recipient,] an MCNH-33 form, [(Exhibit No.
7)] Notification From Long-Term Care Facility of Admission or Ter-
mination of a Medicaid Patient, along with a copy of the hospital
transfer form [(Exhibit No. 30)] or its equivalent PA-4 Form
[(Exhibit No. 28)] to the MDO serving the county where the LTCF
is located, within two working days of admission.

v. When a patient is transferred to a hospital, there is no change
in the policy for readmission to the LTCF or the termination from the
LTCF (see N.J.A.C. 10:63-1.13(a)). The MCNH-33 form, Notification
From Long-Term Care Facility of Admission or Termination of a
Medicaid Patient, shall be completed, dated and signed for each re-
admission and termination of a Medicaid patient. The MCNH-33 form
shall reflect the room number and bed number to which the Medicaid
patient has been readmitted. For the termination of a Medicaid patient,
an MCNH-13 form, (Termination) shall be submitted to the Bureau
of Claims and Accounts, reflecting the proper termination code.

2.-6. (No change.)
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Food Stamp Program
Miscellaneous Program Requirements

Proposed Amendments: N.J.A.C. 10:87-2.13, 2.30,
2.33, 2.36,2.37,4.8,5.9, and 6.2
Proposed Repeal and New Rule: N.J.A.C. 10:87-9.7

Authorized By: Drew Altman, Commissioner, Department of
Human Services.

Authority: N.J.S.A. 30:4B-2, 54 FR 6990, the Hunger Prevention
Act of 1988 (P.L. 100-435), the Wartime Relocation of
Civilians Act (P.L. 100-383), and the Anti-Drug Abuse Act of
1986 (P.L. 99-570).

Proposal Number: PRN [989-275.

Submit comments by July 19, 1989 to:
Marion E. Reitz, Director
Division of Public Welfare
CN 716
Trenton, New Jersey 08625

The agency proposal follows:

Summary

The purpose of the proposed repeal, new rule, and amendments is to
facilitate and incorporate changes to the New Jersey Food Stamp Pro-
gram, in response to the passage of Federal legislation, and the issuance
of Federal food stamp regulations.

The February 15, 1989 edition of the Federal Register (54 FR 6990)
issued final rulemaking which implemented a reorganization of 7 CFR
Part 274 concerning food stamp issuance and issuance liability rules. The
proposed repeal and new rule at N.J.A.C. 10:87-9.7 replaces the present
rule with a new rule based upon regulations promulgated in 54 FR 6990
(7 CFR Part 274.6) concerning the replacement of food stamp benefits.
The new rule condenses and modifies the policies applicable to the re-
placement of food stamp authorization to participate (ATP) documents,
Federal food stamp coupons, and food purchased with food stamp ben-
efits that is subsequently destroyed in a disaster. The amendment estab-
lishes new categories concerning replacement restrictions, allows a house-
hold to be placed on an alternate issuance system after its first mail loss,
and specifies exact information which must be included in the case record
concerning replaced benefits.

N.J.A.C. 10:87-2.13, 2.30, 2.33, 2.36, 2.37, and 6.2 are being amended
to specify, in accordance with the Anti-Drug Abuse Act of 1986 (P.L.
99-570), that the food stamp date of application for a resident of an
institution who jointly applies for food stamp and Supplemental Security
Income (SSI) benefits prior to his or her release from the institution (also
referred to as a “‘prerelease applicant”) shall be the date of his or her
actual release from the institution, rather than the date the application
is filed with the county welfare agency.

NJ.A.C. 10:87-4.8 and 5.9 are being amended, in accordance with the
Wartime Relocation of Civilians Act (P.L. 100-383), to specify that pay-
ments received under that Act are to be excluded from countable re-
sources and income for food stamp purposes.

The amendment proposed at N.J.A.C. 10:87-5.9 excludes earned in-
come tax credits made in the form of advanced payments after January
I, 1989 from countable food stamp income. That amendment is consistent
with the Hunger Prevention Act of 1988 (P.L. 100-435).

The proposed amendment at NJ.A.C. 10:87-2.30 requires that any
ATP issued after the 19th of the month be valid until the last day of
the following month. Presently, the extended validity period is assigned
to ATPs issued after the 24th of the month; all other ATPs are valid
only until the end of the month of issuance. Federal regulations at 7 CFR
274.3(e)(1) permit state agencies the option of allowing this expanded
period of validity. The amendment also specifies that the provision of
an identification card to a certified household is an essential component
in ensuring that the household is afforded an opportunity to participate
in the Food Stamp Program. The amendment is in conformity with the
requirement of Federal regulations at 7 CFR 274.2 and 10 published in
the February 15, 1989 edition of the Federal Register at 54 FR 6990.

Social Impact
The proposed repeal, new rule, and amendments will have a positive
impact upon county welfare agency administrative procedures, because
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an accurate delineation of Federal food stamp requirements is fundamen-
tal to effective program administration. Additionally, some recipients will
realize a slight increase in their food stamp benefits, because earned
income tax credits will no longer be considered income, while others will
retain their eligibility because payments made under the Wartime Reloca-
tion of Civilians Act will be exempt from resource and income consider-
ations. There will be no appreciable negative effect on the public.

Economic Impact

Significant economic impact is not anticipated as a result of the
proposed amendments and new rule. Food stamp benefits are funded
entirely by the Federal government, so any increase in benefits will not
impose fiscal difficuity on the State or counties. Enactment of the amend-
ments will ensure that the New Jersey Food Stamp Program is consistent
with Federal statutes and regulations, thus avoiding the possibility of
Federally-imposed fiscal sanctions due to noncompliance.

Regulatory Flexibility Statement

The proposed amendments and new rule have been reviewed with
regard to the Regulatory Flexibility Act, N.J.S.A. 52:14B-16 et seq. The
proposed amendments, and repeal and new rule impose no reporting,
recordkeeping or other compliance requirements on small businesses;
therefore, a regulatory flexibility analysis is not required. The rules govern
a public assistance program designed to certify eligibility for Food Stamp
Program benefits to a low-income population by a governmental agency,
rather than a private business establishment.

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

10:87-2.13 Filing an application

(a) Households must file a food stamp application by submitting
the appropriate form to the food stamp office in person, through an
authorized representative, or by mail. The amount of time for the
CWA to deliver benefits is calculated from the date the application
is filed in the food stamp office designated to accept the household’s
application (see N.J.A.C. 10:87-2.30 and 2.31). Households subject
to SSI joint processing (see N.J.A.C. 10:87-2.12(a)3) must file a food
stamp application by submitting the appropriate form to the
SSA /DO in person, through an authorized representative, or by mail.
The amount of time for the CWA to deliver benefits is calculated
from the date the application is filed in the SSA/DO designated to
accept the household’s application (see N.J.A.C. 10:87-2.30). Resi-
dents of public institutions who jointly apply for food stamps and SSI
under SSA’s Prerelease Program for the Institutionalized shall have
their date of release from the institution considered as the date of
application for food stamp purposes.

(b)-(f) (No change.)

10:87-2.30 Normal processing standard

(a) The CWA shall provide eligible households that submit a com-
plete application an opportunity to participate as soon as possible,
but not later than 30 calendar days after the application was filed.
An application is considered filed the day the appropriate food stamp
office receives the application containing the applicant’s name and
address and signed by cither a responsible member of the household
or the household’s authorized representative. For SSI jointly pro-
cessed households, the application shall be considered filed for nor-
mal processing purposes when the signed application is received by
the [Social Security Administration] SSA district office. For residents
of public institutions who jointly apply for food stamps and SSI under
SSA’s Prerelease Program for the Institutionalized, the application
shall be considered filed for normal processing purposes when the resi-
dent is released from the institution. Households entitled to expedited
processing are specified in N.J.A.C. 10:87-2.32[,] et seq.

(b) Opportunity to participate: An opportunity to participate con-
sists of providing households with an ATP and having an issuance
facility open and available for the household to obtain its allotment.
If the ATP is mailed, two days shall be allowed for delivery before
determining if the household has been provided an opportunity to
participate. A household has not been provided an opportunity to
participate within 30 days of application if the ATP is mailed on the
29th or 30th day. Neither has an opportunity to participate been
provided if the ATP is mailed on the 28th day but no issuance facility
is open on the 30th day where the household can obtain coupons.
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The CWA must mail the ATP at least two days in advance of the
30th day and assure that the ATP can be transacted after it is received
but before the 30th day expires. The CWA shall ensure that each
certified household is provided an ID card concurrent with the initial
issuance of food stamp benefits to the household.

I. [ATP issued after the 24th day of the month:] Any ATP issued
after the [24th] 19th day of the month shall not expire until the end
of the following month.

2. A household shall be entitled to replaced benefits, lost as a result
of being unable to obtain a particular allotment, if the validity period
of the ATP expires between the time the household requested a replace-
ment ID card and the delivery of that card to the household.

(c) (No change.)

10:87-2.33 Expedited service processing standards

(a) For households entitled to expedited service, the CWA shall
make available to the recipient an ATP card not later than the fifth
calendar day following the date an application was filed in the ap-
propriate food stamp office. For residents of public institutions who
apply for SSI under SSA’s Prerelease Program for the Institu-
tionalized, expedited benefits shall be made available within five calen-
dar days following the date of the resident’s release from the institution.
The CWA shall ensure that a reasonable opportunity for ATP re-
demption exists on the day of issuance within the time limits specified
in this section.

(b)-(e) (No change.)

10:87-2.36 Categorically eligible AFDC/SSI households

(a)-(n) (No change.)

(o) Any household determined AFDC/SSI eligible which is categ-
orically eligible within the 30-day food stamp processing time shall
be provided benefits [back to the date of the food stamp application]
in accordance with N.J.A.C. 10:87-2.30. Benefits shall be prorated in
accordance with current procedures.

(p)-(r) (No change.)

10:87-2.37 Procedures for SSI jointly processed households

(a) (No change.)

(b) Initial application at the Social Security District Office
(SSA/DO): The SSA/DO will inform households eligible for SSI
joint processing (see N.J.A.C. 10:87-2.12(a)3) of their right to apply
for food stamps at the SSA/DO without going to the food stamp
office and will refer all other households to the appropriate food
stamp office. The SSA/DO will accept and complete FSP-901A
forms received from households eligible for SSI joint processing and
forward them within one working day to the appropriate CWA.
Along with the FSP-901A, the SSA /DO will forward a Social Secur-
ity Administration Transmittal for Food Stamp Applications (Form
SSA-4233) which documents all verification obtained by the SSA
employee.

1.-2. (No change.)

3. Residents of public institutions who apply for SSI under SSA’s
Prerelease Program for the Institutionalized may complete a joint
application for SS1/FS prior to release from the institutions, and are
subject to the same provisions applicable to all other jointly processed
SS1 households, with the following exceptions:

i. The 30-day processing standard described in N.J.A.C. 10:87-2.30
to deliver benefits to a prerelease applicant shall be based upon the date
the individual is released from the institution, rather than the date the
application is filed at the CWA,

ii. A prerelease applicant who is entitled to expedited service shall
be provided food stamp benefits no later than the fifth calendar day
following the date of release from the institution.

iii. A prerelease applicant’s benefit level for the initial month of
certification shall be based on the day of the month the resident is
released from the institution.

(¢)-(h) (No change.)

10:87-4.8 Identification of resource exclusions

(a) Only the following shall be classified as resource exclusions by
the CWA:

1.-16. (No change.)
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17. Resources excluded by Federal law: Resources which are ex-
cluded for food stamp purposes by express provision of Federal
statute. The following is a listing of resources excluded by Federal
statute:

i.-xiii. (No change.)

xiv. Payments received under the Wartime Relocation of Civilians
Act (P.L. 100-383).

18.-19. (No change.)

10:87-5.9 Identification of income exclusions

(a) Only the following shall be excluded from household income;
[and] no other income shall be excluded.

1.-14. (No change.)

15. Income excluded by Federal law: Any income that is specifi-
cally excluded by any other Federal statute from consideration as
income for the purpose of determining eligibility for the Food Stamp
Program shall be excluded. The following qualify under this
provision.

i.-vi. (No change.)

vii. Earned income tax credits:

(1) Earned income tax credits received as a result of Public Law
95-600, the Revenue Act of 1978, which are received before January
1, 1980[.]; and

(2) Earned income tax credits made as advance payments which are
received on or after January 1, 1989,

viii.-xiv. (No change.)

xv. Payments received under the Wartime Relocation of Civilians
Act (P.L. 100-383).

10:87-6.2 Month of application

(a) The month of application for all households is the calendar
month in which the household filed its application. For those
prerelease applicants described at N.J.A.C. 10:87-2.37(b)3, the month
of application shall be the date of release from the institution. This
includes households submitting an application following any period
of time during which the household was not certified for participation
in the program. In most cases, the month of application will be the
initial month of the household’s certification period (see definition
of initial month in (b) below). The CWA shall determine a house-
hold’s eligibility during the month of application based on the house-
hold’s circumstances for the entire calendar month in which the
household filed its application, even if the household filed its appli-
cation on the last day of that calendar month.

(b) (No change.)

(¢) Determining benefit level for initial month: A household’s ben-
efit level for the initial month will be based on the day of the month
it applies for benefits. For those prerelease applicants described in
N.J.A.C. 10:87-2.37(b)3, the initial benefit shall be based on the date
of each individual’s release from the institution. Using a 30-day calen-
dar month, households shall receive benefits prorated from the day
of application to the end of the month. A household applying on
the 31st of the month will be treated as though it applied on the 30th
of the month. The $10.00 minimum benefit for one[-] and
two[-]person households shall be prorated. To determine the amount
of the prorated allotment for the month of application the CWA shall
use the Allotment Proration Table found in N.J.A.C. 10:87-12.5. If
the allotment for the initial month is less than $10,000 the CWA shall
not issue benefits to that household.

[10:87-9.7 Replacement of lost, stolen, nondelivered or destroyed
ATPs or food stamp coupons]

[(a) ATPs/food coupons lost or misplaced after receipt: The CWA
shall not issue a replacement ATP or coupons to a houschold which
reports its ATP or coupons lost or misplaced after receipt.

(b) Food coupons stolen after receipt: The CWA shall not replace
coupons which are reported stolen after receipt.

(c) Food coupons mutilated after receipt: The CWA shall replace
coupons which are mutilated after receipt, i.e., shredded by a pet,
gone through the laundry, etc. The amount of coupons to be replaced
shall be equal to the value of the mutilated coupons and shall be
replaced in accordance with N.J.A.C. 10:87-Appendix A Section
AQ3).
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1. Unable to determine value: If the CWA is unable to determine
the value of a mutilated coupon after exhausting all available means
of determining the value, the CWA shall send the mutilated coupon
to DPW which will make a determination of value or ask the Food
and Nutrition Service to make a determination and advise the CWA
accordingly.

2. Less than three-fifths of a coupon: The CWA shall not replace
coupons which are mutilated to such a degree that less than three-
fifths of the coupon is present for replacement.

(d) Food coupons destroyed after receipt: The CWA shall replace
that portion of coupons, not to exceed one month’s food stamp
allotment, which were received and subsequently destroyed in a disas-
ter such as fire or flood.

1. To qualify for such replacement, the household must report the
destruction to the food stamp office within 10 days of the incident
or within the period of intended use, whichever is earlier. The house-
hold shall sign a statement (may be mailed to the CWA if the
participant is unable to come into the office because of age, handicap,
or distance and cannot appoint an authorized representative) which
shall be retained in the case record:

i. Attesting to the destruction of the household’s food stamps;

ii. Stating that the original coupons will be returned to the CWA
if recovered by the household; and

iii. Stating that the household is aware of the penalties for inten-
tional misrepresentation of the facts.

2. Upon receipt of a request for replacement of coupons destroyed
in an individual household disaster, the CWA shall:

i. Verify the disaster through either a collateral contact, documen-
tation from a community agency, such as but not limited to, the fire
department, the Red Cross, or a home visit.

ii. Examine the case record for notation of previous requests for
replacement of coupons or ATPs reported destroyed subsequent to
receipt. Replacement of coupons reported destroyed subsequent to
receipt shall be made only once in a six month period. If, in the
previous five months, replacement for either coupons or an ATP
reported destroyed subsequent to receipt has been made, then re-
placement shall be denied:

iii. Issue replacement coupons, if warranted, within 10 days of
receipt of request for replacement; and

iv. Indicate in the case record that a replacement has been
provided.

(e) ATPs stolen or destroyed after receipt: The CWA shall issue
a replacement of ATPs stolen or destroyed in a household disaster
such as fire or flood.

1. To qualify for such a replacement, the household must report
the theft or destruction to the food stamp office within 10 days of
the incident or within the ATP’s period of intended use, whichever
is earlier. The household shall sign a statement which may be mailed
to the CWA and be retained in the case record;

i. Attesting to the theft or destruction of the household’s ATPs;

ii. Stating that the original ATP will be returned to the CWA if
recovered by the household; and

iii. Stating that the household is aware of the penalties for inten-
tional misrepresentation of the facts.

2. The CWA shall also adhere to the following procedures:

i. Verify the disaster through either a collateral contact, documen-
tation from a community agency, such as but not limited to, the fire
department, the Red Cross, or a home visit;

ii. Determine, to the maximum extent practicable, the legitimacy
of the request for replacement of a destroyed or stolen ATP (through
such means as determining whether the original ATP has been trans-
acted, and, if so, whether the signature on the original ATP matches
that on the request for a replacement);

iii. Determine if the ATP was valid when issued and if it has been
reported destroyed or stolen in the period of its intended use (for
ATPs issued after the 24th of the month, the period of intended use
is the last day of the month following the issuance month);

iv. Examine the case record for notation of previous request for
replacement of coupons reported destroyed or an ATP reported
stolen or destroyed subsequent to receipt:

(1) Replacement of an ATP reported as stolen subsequent to re-
ceipt shall be limited to once in a six month period;
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(2) Replacement of an ATP or coupons reported as destroyed
subsequent to receipt shall also be subject to a separate limit of once
in a six month period;

(3) If, in the previous five months, a household has been issued
a replacement for an ATP reported stolen subsequent to receipt, then
the request for a replacement of another stolen ATP shall be denied;
and

(4) If, in the previous five months, a household has been issued
a replacement ATP or coupons reported destroyed subsequent to
receipt, then the request for a replacement of another destroyed ATP
or coupons shall be denied.

v. Issue an ATP replacement if warranted, within 10 days of re-
ceipt of request for replacement;

vi. Indicate in the case record that a replacement has been
provided; and

vii. In cases in which an ATP replacement is requested and
evidence exists indicating that the request for replacement is
fraudulent, replacement of the ATP shall be denied or delayed. The
household shall be informed of its right to a fair hearing to contest
the denial or delay in issuance of the ATP. Such denial or delay shall
remain in effect pending the hearing decision. The CWA may com-

bine the fair hearing with a fraud hearing. To deny or delay a

replacement, the CWA must have evidence which indicates fraud,
such as a match between the signature on the original ATP that has
been transacted and the signature on the replacement request or
where the issuing agent has noted the recipient’s correct food stamp
identification number (unless the ID has been reported stolen) on
an original ATP that has been transacted.

(f) Replacement of replacement ATPs: Replacement of replace-
ment ATPs shall be treated as replacement of normal issuances and
thus subject to the same limitations in accordance with the provisions
of this section.

(g) Emergency food stamp benefits: Where the Food and Nutri-
tion Service has issued a disaster declaration and the household is
eligible for emergency food stamp benefits, the household shall not
receive both the disaster allotment and a replacement allotment under
these procedures.

(h) Replacement of food destroyed in a disaster:

1. In cases in which food purchased with food stamps is destroyed
in a disaster affecting a participating household, that household may
be eligible for replacement of the actual value of the loss, not to
exceed one month’s food stamp allotment, if the loss is reported
within 10 days and the household disaster is verified. The CWA shall
verify the disaster through a collateral contract, a community or-
ganization such as the fire department or Red Cross, or home visit.

2. The CWA shall provide an allotment replacement within 10
days of the reported loss.

3. This provision shall apply in cases of an individual household
disaster, such as fire, as well as in natural disasters affecting more
than one household.

4. In cases where the Food and Nutrition Service has issued a
disaster declaration and the household is otherwise eligible for emerg-
ency food stamp benefits, the household shall not receive both the
disaster allotment and a replacement allotment.

(i) Replacement of an ATP lost or stolen in the mail prior to
receipt:

1. The CWA shall mail the ATP to the household in a first class,
non-forwarding envelope. The CWA may also use certified mail for
ATP delivery and shall use an alternate method of ATP delivery for
households which report two losses of ATPs through the mail within
a six month period.

2. The CWA shall issue a replacement for an ATP stolen or lost
in the mail prior to receipt only if the ATP is reported stolen or lost
in the mail in the period of its intended use and if the household
requesting replacement has not already been issued two such replace-
ments in the previous five months. The period of intended use of
an ATP is the month for which it was issued, except that where an
ATP is issued after the 24th of the month, the period of intended
use shall be the last day of the month following the issuance month.

3. When a household reports the nondelivery of an ATP the CWA
shall:
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i. Determine if the ATP was valid when issued, actually mailed,
and if sufficient time has elapsed for delivery;

ii. Determine, to the maximum extent practicable, the legitimacy
of the request for replacement of the lost or stolen ATP (through
such means as determining whether the original ATP was transacted,
and, if so, whether the signature on the original ATP matches that
on the replacement request);

iii. Prepare and have the participant sign a statement that the
original ATP will be returned to the CWA if recovered by the house-
hold and that the household is aware of the penalties for intentional
misrepresentation of the facts. The statement may be mailed to the
CWA if the participant is unable to come into the office because of
age, handicap, or distance, and cannot appoint an authorized rep-
resentative, This statement shall be retained in the case record;

iv. Provide'a replacement no more than 10 days after the report
of nondelivery has been received;

v. Deny or delay replacement of the ATP in cases which documen-
tation indicates that the request for replacement is fraudulent. The
household shall be informed of its right to a fair hearing to contest
the delay or denial of the ATP issuance. The denial or delay of the
replacement ATP shall remain in effect pending a hearing decision.
The CWA must have valid documentation indicating the likelihood
of fraud to deny or delay a replacement ATP. Unless the household
reports that its identification card (ID) was stolen, the signature
match on the original and replacement transacted ATPs or, notation
by the issuing agent of the recipient’s correct food stamp ID number,
will be considered sufficient evidence for delaying or denying further
ATP issuance.

vi. The CWA shall report all ATPs reported as stolen or lost in
the mail to the appropriate office of the Postal Inspection Service
on at least a monthly basis. The CWA shall assist the Postal Service
during subsequent investigation and shall, upon request provide the
Postal Service with facsimiles of the original ATP, if transacted,
replacement ATP, and a copy of the nonreceipt statement.

vii. Comply with existing procedures found in N.J.A.C. 10:87-
Appendix A including the reporting of all lost or stolen ATPs to the
appropriate office of the Postal Inspection Service. In cases where
the signatures do appear to match, referral to the Fraud Investigation
Unit is to be made for referral to the county prosecutor or for
administrative fraud hearing, as appropriate;

viii. After two requests for replacement of ATPs reported as
nondelivered in a six month period, the CWA shall issue benefits to
that household under an alternate issuance system, i.e., certified mail,
picking up the ATP at the CWA office (the two requests may be
for an original or a replacement ATP});

ix. CWAs shall keep such households on the alternative system
as long as the CWA determines necessary. CWAs may return house-
holds to the regular issuance system if the CWA finds that the
circumstances leading to the loss have changed and the risk of loss
has lessened;

x. Placement of a household on an alternate issuance system and
length of time on this system is not subject to the fair hearing process;
and

xi. In cases where an indication of fraud exists, the procedure is
(e)3vii above shall be followed.

(j) Coupons lost in the mail prior to receipt (direct mail issuance
only):

1. Coupons are “in the mail” when deposited with the Postal
Service. When a household reports the nondelivery of an allotment
of coupons issued through the mail, the CWA shall determine if the
coupons were validly issued, actually mailed, and if sufficient time
has elapsed for delivery. If delivery of a partial allotment is reported,
the CWA shall determine:

i. The value of the coupons not delivered; and

ii. That the report of receipt of a partial allotment is corroborated
by evidence that the coupon loss was due to damage in the mail
before delivery or a discrepancy in the coupon issuer’s inventory. If
receipt of a partial allotment is due to an error by the coupon issuer,
the remainder of the allotment shall be issued regardless of the
number of times the household has received replacements in the past
five months.
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2. Review the mail issuance log for return of undelivered coupons.
Record the date of the reported nondelivery of mailed coupons in
the issuance log.

3. Issue a replacement of food coupons lost in the mail prior to
receipt only if the coupons are reported lost in the mail in the period
of their intended use and if the household requesting replacement
has not already been issued two such replacements in the previous
five months. The period of intended use of coupons is the month
for which coupons are issued, except that where coupons are issued
after the 24th of the month, the period of intended use shall be the
last day of the month following the issuance month.

4, Provide replacement in no more than 10 days after the report
of nondelivery has been received.

5. When a household reports the nondelivery of coupons, the
CWA shall follow the procedures for ATPs lost or stolen prior to
receipt, in accordance with (i) above.

6. Replacement coupons which are stolen after receipt shall not
be replaced.

7. Replacement coupons which are destroyed after receipt shall be

treated in accordance with (d) above, the procedures for food
coupons destroyed after receipt.
* (k) Improperly manufactured coupons: The CWA shall provide a
replacement for coupons that were received by a household but were
subsequently found to be improperly manufactured. The amount to
be replaced shall be equal to the value of improperly manufactured
coupons and shall be replaced in accordance with Appendix A Sec-
tion A.]

10:87-9.7 Replacement of benefits

(a) Rules on providing replacement issues are as follows:

1. Subject to the restrictions in (b) below, CWAs shall provide re-
placement issuances to a household when the household reports that:

i. The ATP was not received or was stolen from the mail, was stolen
after receipt, was destroyed in a household misfortune, or was improper-
ly manufactured or mutilated;

ii. The coupons were not received in the mail, were stolen from the
mail, were destroyed in a household misfortune, or were improperly
manufactured or mutilated;

iii. Food purchased with food stamps was destroyed in a household
misfortune; or

iv. The household received a partial coupon allotment in the mail.

2. CWaAs shall not provide replacement issuances to households when
coupons are lost, stolen or misplaced after receipt, when ATPs are lost
or misplaced after receipt, when ATPs or coupons are totally destroyed
after receipt in other than a disaster or misfortune, or when coupons
sent by registered or certified mail are signed for by anyone residing
with or visiting the household. In addition, replacement issuances shall
not be made if the household or its authorized representative has not
signed and returned the household statement required in (c) below where
applicable.

3. Where FNS has issued a disaster declaration and the household
is eligible for emergency food stamp benefits, the household shall not
receive both the disaster allotment and a replacement allotment for a
misfortune.

4. In order for a replacement to be considered non-countable, the
replacement must not result in a loss to the program.

(b) Rules on replacement restrictions are as follows:

1. Replacement issuances shall be provided only if a household timely
reports a loss orally or in writing, and provides a statement of nonreceipt
if the original ATP or allotment has not been returned to the CWA
at the time of request for replacement. The report shall be considered
timely if it is made to the CWA within 10 days of the date an ATP
is stolen from the household, or an ATP, coupons, or food purchased
with food stamps is destroyed in a household misfortune. For a claim
of nondelivery by the mail, the report must be made within the period
of intended use, (If the issuance was made after the 19th of the month,
the period of intended use is the last day of the next month.)

2. The number of replacement issuances which a household may
receive shall be limited as follows:

i. CWAs shall limit replacement issuances to a total of two countable
replacements in six months for ATPs or coupons net received in, or
stolen from, the mail, ATPs stolen after receipt, and partial coupon
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allotments. Separate limits shall not apply for each of the above types
of loss.

ii. CWAs shall limit replacement issuances per household to two
countable replacements in six months for ATPs or coupons reported
as destroyed in a household misfortune. This limit is distinct from the
limit in (b)2i above.

iii. No limit on the number of replacements shall be placed on the
replacement of ATPs or coupons which were improperly manufactured
or mutilated or food purchased with food stamp benefits which was
destroyed in a household misfortune.

iv. The replacement issuance shall not be considered a countable
replacement if:

(1) The original or replacement issuance is returned or otherwise
recovered by the CWA;

(2) The original ATP is not transacted;

(3) The replacement ATP is not transacted; or

(4) The replacement is being issued due to an issuance error.

3. Replacement issuances shall be provided in the amount of the loss
to the household, up to a maximum of one month’s allotment, unless
the issuance includes restored benefits which shall be replaced up to
their full value.

(c) Rules on the household statement of nonreceipt are as follows:

1. Prior to issuing a replacement, the CWA shall obtain from a
member of the household a signed statement attesting to the household’s
loss. This statement shall not be required if the reason for the replace-
ment is that the original ATP or coupons were improperly manufactured
or mutilated, or if the original issuance has aiready been returned. The
required statement may be mailed to the CWA if the household member
is unable to come into the office because of age, handicap or distance
from the office and is unable to appoint an authorized representative.

2. If the signed statement or affidavit is not received by the CWA
within 10 days of the date of report, no replacement shall be made.
If the 10th day falls on a weekend or holiday, and the statement is
received the day after the weekend or holiday, the CWA shall consider
the statement timely received.

3. The statement shall be retained in the case record. It shall attest
to the nonreceipt, theft, loss or destruction of the original issuance and
specify the reason for the replacement. It shall also state that the
original or replacement issuance will be returned to the State agency
if the original issuance is recovered by the household and that the
household is aware of the penalties for intentional misrepresentation
of the facts including, but not limited to, a charge of perjury for a false
claim. In addition, the statement shall advise the household that:

i. The household may request to be placed on an alternate issuance
system after one report of nonreceipt;

ii. After two reports in a six-month period of loss or theft prior to
receipt, the household shall be placed on an alternate delivery system;

iii. After two reports in a six-month period of loss or theft prior to
receipt and/or theft of an ATP after receipt, the CWA may delay or
deny further replacements for such causes; and

iv. If the statement of nonreceipt is not signed and returned within
10 days of the date the loss was reported, the CWA shall not replace
the coupons or ATP.

(d) Provisions concerning the time limits for making replacements
are as follows:

1. Replacement issuances shall be provided to households within 10
days after report of nondelivery or loss (15 days if issuance was by
certified or registered mail) or within two working days of receiving
the signed household statement required in (c) above, whichever date
is later.

i. Replacement of mutilated coupons shall be delayed until a de-
termination of the value of the coupons can be made in accordance with
f(3) below.

ii. If the household has already been issued the maximum allowable
number of countable replacements, subsequent replacements shall be
delayed until the agency has verified that the original ATP was not
transacted. In a system using ATPs, it may not be known at the time
of the replacement request whether prior replacements are countable
replacements and, therefore, whether the household has reached its
limit. In such cases, the allotment shall be restored when the CWA
verifies that the limit on countable replacements has not been reached.
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ili. The CWA shall deny or delay replacement issuances in cases in
which available documentation indicates that the household’s request
for replacement appears to be fraudulent.

2. The household shall be informed of its right to a fair hearing to
contest the denial or delay of a replacement issuance. Replacements
shall not be made while the denial or delay is being appealed.

(e) CWAs shall comply with the following procedures in replacing
issuances reported lost in the mail or stolen prior to receipt by the
household:

1. Determine if the ATPs or benefits were validly issued, if they were
actually mailed, and if sufficient time has elapsed for delivery or if they
were returned in the mail. If a delivery of a partial allotment is reported,
the CWA shall determine the value of the coupons not delivered and
determine whether the report of receipt of a partial allotment is cor-
roborated by evidence that the coupon loss was due to damage in the
mail before delivery or by a discrepancy in the issuance unit’s inventory;

2. Determine, to the extent possible, the validity of the request for
a replacement. This includes determining whether the original issuance
has been returned to the CWA, whether the original ATP has been
transacted and, if so, whether the recipient’s signature on the ATP
matches the signature on the ID card. In a photo ID area, the CWA
shall determine if the 1D serial number annotated on the ATP matches
the serial number on the recipient’s ID card;

3. Issue a replacement in accordance with (b) through (d) above if
the household is eligible;

4. Place the household on an alternate delivery system, if warranted,
in accordance with (g) below; and

5. Take other action, such as correcting the address on the FAMIS
file, warranted by the reported nondelivery.

(f) Upon receiving a request for replacement of an issuance reported
as stolen or destroyed after receipt by the household, the CWA shall
determine if the issuance was validly issued. The CWA shall also comply
with all applicable provisions in (b) through (d) above, as well as the
following procedures for each type of replacement:

1. Prior to replacing an ATP which was reported stolen after receipt
by the household, the CWA shall determine, to the extent possible, the
validity of the request for replacement. For example, the CWA may
determine whether the original ATP has been transacted and, if so,
whether the signature on the original ATP matches that on the house-
hold statement. Where the use of a photo ID is mandated, the CWA
shall determine if the 1D serial number annotated on the ATP matches
the serial number on the recipient’s ID card. Any replacement which
results in duplicate participation shall be considered a household error,
and the replacement countable, when the ID serial number shown on
the ATP matches the serial number on the recipient’s card, unless the
ID card was reported lost or stolen prior to the replacement. The CWA
may require households, on a case-by-case basis, to report the theft to
a law enforcement agency and to provide verification of such report.

2. Prior to replacing destroyed ATPs, coupons, or food purchased
with food stamp benefits, the CWA shall determine that the destruction
occurred in a household misfortune or disaster, such as, but not limited
to, a fire or flood. This shall be verified through a collateral contact,
documentation from a community agency including, but not limited to,
the fire department or the Red Cross, or a home visit. The CWA shall
provide replacements of coupons, ATPs and/or food in the actual
amount of the loss, but not exceeding one month’s allotment, unless
the exception in (b)3 above applies.

3. Households cannot receive a replacement for coupons lost or
stolen after receipt.

4. The CWA shall provide replacements for improperly manufac-
tured or mutilated coupons or ATPs as follows:

i. Coupons received by a household, and subsequently mutilated or
found to be improperly manufactured, shall be replaced in the amount
of the loss to the household, but not to exceed one month’s allotment.
CWAs shall replace mutilated coupons when at least three-fifths of a
coupon is presented by the household. The CWA shall replace improper-
ly manufactured or mutilated coupons in accordance with N.J,A.C.
10:87—Appendix A, Section A(3).

ii. ATPs received by a household and subsequently mutilated or
found to be improperly manufactured shall be replaced on