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F 000 INITIAL COMMENTS F 000

 Complaint #: NJ150708
Census: 98
Sample Size: 5

The facility is not in compliance with the 
requirement of 42 CFR Part 483, Subpart B, for 
Long Term Care Facilities based on this 
complaint survey.

A COVID-19 Focused Infection Control Survey 
was conducted by the New Jersey Department of 
Health. The facility was found to be in compliance 
with 42 CFR §483.80 infection control regulations 
and has implemented the CMS and Centers for 
Disease Control and Prevention (CDC) 
recommended practices to prepare for 
COVID-19.

Survey date: 12/28/2021 - 12/29/2021

 

F 561 Self-Determination
CFR(s): 483.10(f)(1)-(3)(8)

§483.10(f) Self-determination.
The resident has the right to and the facility must 
promote and facilitate resident self-determination 
through support of resident choice, including but 
not limited to the rights specified in paragraphs (f)
(1) through (11) of this section.

§483.10(f)(1) The resident has a right to choose 
activities, schedules (including sleeping and 
waking times), health care and providers of health 
care services consistent with his or her interests, 
assessments, and plan of care and other 
applicable provisions of this part.

§483.10(f)(2) The resident has a right to make 
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
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F 561 Continued From page 1 F 561
choices about aspects of his or her life in the 
facility that are significant to the resident.

§483.10(f)(3) The resident has a right to interact 
with members of the community and participate in 
community activities both inside and outside the 
facility.

§483.10(f)(8) The resident has a right to 
participate in other activities, including social, 
religious, and community activities that do not 
interfere with the rights of other residents in the 
facility.
This REQUIREMENT  is not met as evidenced 
by:
 Based on record review, observations, and staff 
and resident interviews, it was determined the 
facility failed to honor the food preferences for 
one (Resident #1) of three residents who were 
reviewed for food palatability.

Findings included:

The facility  Resident #1 with  

A review of Resident #1   data 
Set , dated , indicated Resident 
#1's  

 indicated the 
resident was . Resident #1 was 
independent with all activities of daily living. 
However, Resident #1 needed  

 

The review of Resident #1's care plan, dated 

 F561

1. Resident #1 dietary card was reviewed 
and a menu consisting of likes vs. dislikes 
was completed with the Resident #1.

2. All residents have the potential to be 
affected by the deficient practice of failing 
to honor the food preferences of 
residents.

3. The Food Service Director (FSD) will 
provide an in-service to dietary staff 
related to the process of resident meal 
tray line service in order to ensure 
accuracy of resident diets. Additional 
in-service will consist of individually 
reviewing therapeutic diets, special 
instructions, and specific dietary 
concerns. In-service will also be directed 
toward the Activities Department 
regarding informing the Dietary 
Department of any changes related to 
resident preferences in order to update 
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 indicated that Resident #1 had a 

history of . 
Interventions included to encourage healthy food 
choices, assess dietary preferences, educate 
family and resident on dietary restrictions, and 
honor resident's preferences. Resident #1 was 
also at   
diagnoses  

A review of Resident #1's meal tray card revealed 
dislikes of mashed potatoes, broccoli, coffee, tea, 
carrots, and turkey. In addition, the tray card 
indicated for Resident #1 to receive  

 with lunch.

Observation of Resident #1's meal tray was 
conducted on  at 12:56 PM. The meal 
tray included baked chicken, mashed potatoes 
with gravy, and zucchini.

During an interview with Resident #1 on 
12/28/2021 at 1:01 PM, the resident indicated 
they consistently received meal trays with food 
from the "dislikes" list. Resident #1 indicated that 
they received mashed potatoes on a weekly 
basis, despite mashed potatoes being on the 
dislike list. Resident #1 indicated that dietary staff 
never honored the resident's dislikes. 

During an interview with the Cook on 12/28/2021 
at 2:56 PM, the Cook indicated that she did not 
follow Resident #1's dislikes from the menu on 
that day.

During an interview with the Food Service 
Director (FSD) on 12/28/2021 at 3:00 PM, the 
FSD stated the expectation was that the 
employee on the tray line that was calling the 
residents' meal tray cards should review the 

the resident’s meal card.

4. The FSD or designee will monitor 5 
resident meal cards and trays prior to 
each meal delivery for the next month to 
ensure the correct meal with preferences 
are delivered to the resident. All findings 
will be reviewed at the next quarterly QA 
meeting.

5. Date of completion January 20, 2022.
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residents' tray card to verify that allergies and 
dislikes were not included on the meal tray.

New Jersey Administrative Code 8:39-17.4(a)1
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