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COMPLAINT #: 2680813 

CENSUS: 160 

SAMPLE SIZE: 5 

THE FACILITY IS NOT IN SUBSTANTIAL COMPLIANCE WITH THE
REQUIREMENTS OF 42 CFR PART 483, SUBPART B, FOR LONG 
TERM CARE FACILITIES BASED ON THIS COMPLAINT VISIT. 

 

F0656 F0656

SS = E

01/05/2026Develop/Implement Comprehensive Care Plan 

CFR(s): 483.21(b)(1)(3) 

§483.21(b) Comprehensive Care Plans 

§483.21(b)(1) The facility must develop and implement a
comprehensive person-centered care plan for each 
resident, consistent with the resident rights set forth
at §483.10(c)(2) and §483.10(c)(3), that includes 
measurable objectives and timeframes to meet a 
resident's medical, nursing, and mental and 
psychosocial needs that are identified in the 
comprehensive assessment. The comprehensive care plan 
must describe the following - 

(i) The services that are to be furnished to attain or
maintain the resident's highest practicable physical, 
mental, and psychosocial well-being as required under 
§483.24, §483.25 or §483.40; and 

(ii) Any services that would otherwise be required 
under §483.24, §483.25 or §483.40 but are not provided
due to the resident's exercise of rights under §483.10,
including the right to refuse treatment under 
§483.10(c)(6). 

(iii) Any specialized services or specialized 
rehabilitative services the nursing facility will 
provide as a result of PASARR recommendations. If a 
facility disagrees with the findings of the PASARR, it
must indicate its rationale in the resident's medical 
record. 

(iv)In consultation with the resident and the 

F 656 Develop/Implement Comprehensive Care Plan 

1. Resident #1 was previously discharged. Residents #2
and #4  care plan was reviewed and updated 
to reflect current  requirements. 

2. All residents have the potential to be affected by 
this practice. RD reviewed nutritional care plans of 
all residents to confirm that the care plan had the 
current diet listed. 

3.  and licensed nursing staff were 
re-educated on the process and importance for updating
care plans based on diet changes. Education was started
on 12/03/2025 and provided by Regional Director of 
Clinical services/designee 

4. RD or designee will perform random observations of 5
resident care plans per week for 4 weeks, then monthly
for 3 months. Audit results will be reviewed in QAPI 
meetings. Any trends or deficiencies will result in 
immediate corrective action and re-education 

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 reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90 
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days 
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program 
participation.
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Continued from page 1
resident's representative(s)- 

(A) The resident's goals for admission and desired 
outcomes. 

(B) The resident's preference and potential for future
discharge. Facilities must document whether the 
resident's desire to return to the community was 
assessed and any referrals to local contact agencies 
and/or other appropriate entities, for this purpose. 

(C) Discharge plans in the comprehensive care plan, as
appropriate, in accordance with the requirements set 
forth in paragraph (c) of this section. 

§483.21(b)(3) The services provided or arranged by the
facility, as outlined by the comprehensive care plan, 
must- 

(iii) Be culturally-competent and trauma-informed. 

This REQUIREMENT is NOT MET as evidenced by: 

Complaint #: 2680813 

Based on record review, staff interviews, and review of
pertinent facility documentation on 12/3/2025, it was 
determined that the facility failed to ensure the 
individualized comprehensive care plan reflected a 
resident’s current . This 
deficient practice was identified for 3 of 3 residents
(Resident #1, Resident #2, and Resident #4). 

The findings were as followed: 

1.According to the Admission Record (AR), Resident #1 
was admitted to the facility with diagnoses which 
included but were not limited to:  

. 

According to the comprehensive Minimum Data Set (MDS),
an assessment tool dated , Resident #1 had a
Brief Interview for Mental Status (BIMS) score of  
out of 15, which indicated the resident’s  was

. 

Resident #1 was no longer at the facility at the time 
of the survey. 

A review of Resident #1’s Order Summary Sheet (OSR) 
with active orders as of  revealed the 
following physician order (PO): 

 with
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Continued from page 2
an order date of  

A review of Resident #1’s Care Plan (CP) revealed a 
“Focus” with an initiated date of  that 
“Resident #1 is at risk of  r/t [related 
to] , on , and

 The CP further revealed an 
intervention with an initiated date of , 
“Provide and serve  as ordered: , 

, .” 

Resident #1’s CP did not reveal that the resident was 
on a . 

2.According to the AR, Resident #2 was admitted to the
facility with diagnoses which included but were not 
limited to: . 

According to the comprehensive MDS, an assessment tool
dated resident #2 had a BIMS score of  
out of 15, which indicated the resident’s  was

 

A review of Resident #2’s OSR with active orders as of
 revealed the following PO: 

 with an
order date of  

A review of Resident #2’s CP revealed a “Focus” with an
initiated date of that “Resident #2 is at 
risk of  r/t [related to] ,

, and on . 
The CP further revealed an intervention with an 
initiated date of “provide and serve  
as ordered:  

 

Resident #2’s CP did not reveal that the resident was 
on a . 

3.According to the AR, Resident #4 was admitted to the
facility with diagnoses which included but were not 
limited to:  

 
. 

According to the comprehensive MDS, an assessment tool
dated , Resident #4 had a BIMS score of  out
of 15, which indicated the resident’s  was 

. 

A review of Resident #4’s OSR with active orders as of
 revealed the following PO: 

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1DD2C7-H1 Facility ID: NJ11103L If continuation sheet Page 3 of 4

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1 NJ Exec Order 26.4b1
NJ Exec Order 26.4b1

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1 NJ Exec Order 26.4b1

NJ Exec Order 26.4b1 NJ Exec Order 26.4b1

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1 NJ Exec Order 26.4b1

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1
NJ Exec Order 26.4b1

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1 NJ Exec Order 26.4b1

NJ Exec Order 26.4b1 NJ Exec Order 26.4b1

NJ Exec Order 26.4b1 NJ Exec Order 26.4b1

NJ Exec Order 26.4b1
NJ Exec Order 26.4b1

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1 NJ Exec Order 26.4b1

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1



PRINTED: 01/22/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
315001

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

12/03/2025

NAME OF PROVIDER OR SUPPLIER

MERWICK CARE & REHAB CENTER, LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

100 PLAINSBORO ROAD , PLAINSBORO, New Jersey, 08536

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

F0656 F0656

SS = E

Continued from page 3

 with an
order date of . 

A review of Resident #4’s CP revealed a “Focus” with an
initiated date of , that “resident #4 has a 

 r/t [related to]  
, need for  on 

, on , and 
 The CP further revealed an intervention

with an initiated date of , “  as
ordered: ,   

.” 

Resident #4’s CP did not reveal that the resident was 
on a . 

On 12/3/2025 at 12:27 P.M., the surveyor interviewed 
the ) who stated she was 
responsible for creating the  care plan with
help from  and nursing staff. The  
further stated the accurate  for the resident 
should have been reflected on the care plans. The  
confirmed that Resident #1, Resident #2, and Resident 
#4 did not have the correct  reflected on their 
care plans. The  stated it was important to ensure 
the care plans were correct because the care plan tells
the staff how to care for the residents. 

On 12/3/2025 at 1:11 P.M., the surveyor interviewed the
) who stated that the  

and nursing staff should ensure the accuracy of the 
resident’s diet on the care plans. The  further 
stated the resident’s physician order for their  
should match the care plan. She stated this was 
important because a resident could  

A review of the facility’s policy titled “Care Plans, 
Comprehensive Person-Centered” with a revision date of
March 2002 revealed under “Policy Interpretation and 
Implementation,” “7. The comprehensive, person-centered
care plan: b. describes the services that are to be 
furnished to attain or maintain the resident’s highest
practicable physical, mental, and psychological 
well-being.” 

NJAC 8:39-11.2 (e) (1) 
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 01/07/2026 in relation to 
the 12/03/2025 Complaint survey. The facility was found
to be in compliance with 42 CFR Part 483, Requirements
for Long Term Care Facilities. 
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