


PRINTED: 11/17/2025

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:
315311

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

02/24/2025

NAME OF PROVIDER OR SUPPLIER

COMPLETE CARE AT PHILLIPSBURG, LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

843 WILBUR AVENUE , PHILLIPSBURG, New Jersey, 08865

(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

F0645 F0645

SS = D

Continued from page 1
of the individual, the individual requires the level of
services provided by a nursing facility; and 

(B) If the individual requires such level of services,
whether the individual requires specialized services; 
or 

(ii) Intellectual disability, as defined in paragraph 
(k)(3)(ii) of this section, unless the State 
intellectual disability or developmental disability 
authority has determined prior to admission- 

(A) That, because of the physical and mental condition
of the individual, the individual requires the level of
services provided by a nursing facility; and 

(B) If the individual requires such level of services,
whether the individual requires specialized services 
for intellectual disability. 

§483.20(k)(2) Exceptions. For purposes of this section-

(i)The preadmission screening program under 
paragraph(k)(1) of this section need not provide for 
determinations in the case of the readmission to a 
nursing facility of an individual who, after being 
admitted to the nursing facility, was transferred for 
care in a hospital. 

(ii) The State may choose not to apply the preadmission
screening program under paragraph (k)(1) of this 
section to the admission to a nursing facility of an 
individual- 

(A) Who is admitted to the facility directly from a 
hospital after receiving acute inpatient care at the 
hospital, 

(B) Who requires nursing facility services for the 
condition for which the individual received care in the
hospital, and 

(C) Whose attending physician has certified, before 
admission to the facility that the individual is likely
to require less than 30 days of nursing facility 
services. 

§483.20(k)(3) Definition. For purposes of this section-

(i) An individual is considered to have a mental 
disorder if the individual has a serious mental 
disorder defined in 483.102(b)(1). 
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§483.80(a)(1) A system for preventing, identifying, 
reporting, investigating, and controlling infections 
and communicable diseases for all residents, staff, 
volunteers, visitors, and other individuals providing 
services under a contractual arrangement based upon the
facility assessment conducted according to §483.71 and
following accepted national standards; 

§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, but are
not limited to: 

(i) A system of surveillance designed to identify 
possible communicable diseases or 

infections before they can spread to other persons in 
the facility; 

(ii) When and to whom possible incidents of 
communicable disease or infections should be reported;

(iii) Standard and transmission-based precautions to be
followed to prevent spread of infections; 

(iv)When and how isolation should be used for a 
resident; including but not limited to: 

(A) The type and duration of the isolation, depending 
upon the infectious agent or organism involved, and 

(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances. 

(v) The circumstances under which the facility must 
prohibit employees with a communicable disease or 
infected skin lesions from direct contact with 
residents or their food, if direct contact will 
transmit the disease; and 

(vi)The hand hygiene procedures to be followed by staff
involved in direct resident contact. 

§483.80(a)(4) A system for recording incidents 
identified under the facility's IPCP and the corrective
actions taken by the facility. 

§483.80(e) Linens. 

Continued from page 8
committee monthly. 
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No Information 

 

S0560 S0560 03/31/2025Mandatory Access to Care 

CFR(s): 8:39-5.1(a) 

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

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on review of pertinent facility documentation, it
was determined the facility failed to maintain the 
required minimum direct care staff-to-resident ratios 
as mandated by the state of New Jersey. 

Findings include: 

Reference: New Jersey Department of Health (NJDOH) 
memo, dated 01/28/2021, "Compliance with N.J.S.A. (New
Jersey Statutes Annotated) 30:13-18, new minimum 
staffing requirements for nursing homes," indicated the
New Jersey Governor signed into law P.L. 2020 c 112, 
codified at N.J.S.A. 30:13-18 (the Act), which 
established minimum staffing requirements in nursing 
homes. The following ratio(s) were effective on 
02/01/2021: 

One Certified Nurse Aide (CNA) to every eight residents
for the day shift. 

One direct care staff member to every 10 residents for
the evening shift, provided that no fewer than half of
all staff members shall be CNAs, and each direct staff
member shall be signed in to work as a CNA and shall 
perform nurse aide duties: and 

One direct care staff member to every 14 residents for

1. No residents were immediately affected by this 
deficient practice. 

2. All residents have the potential to be affected by 
this deficient practice. 

3. The Director of Nursing or designee to in-service 
Staffing Coordinator on appropriate staffing ratios and
levels. Additional per diem, part-time and full-time 
were scheduled to meet minimum direct care staff to 
resident ratios. The facility has advertised open jobs
through online recruitment platforms. The facility has
conducted job fairs and has partnered with local 
schools for newly licensed or certified staff. 

4. The Director of Nursing or designee will audit 
staffing levels weekly x 4 weeks and then monthly x 3 
months. All findings will be reported and reviewed by 
the QAPI committee monthly. 

Office of Primary Care and Health Systems Management
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S0560 S0560Continued from page 1
the night shift, provided that each direct care staff 
member shall sign in to work as a CNA and perform CNA 
duties. 

1. For the week of Complaint staffing from 09/10/2023 
to 09/16/2023, the facility was deficient in CNA 
staffing for residents on 4 of 7 day shifts and 
deficient in total staff for residents on 3 of 7 
overnight shifts as follows: 

-09/10/23 had 6 CNAs for 55 residents on the day shift,
required at least 7 CNAs. 

-09/10/23 had 2 total staff for 55 residents on the 
overnight shift, required at least 4 total staff. 

-09/13/23 had 3 total staff for 55 residents on the 
overnight shift, required at least 4 total staff. 

-09/14/23 had 6 CNAs for 55 residents on the day shift,
required at least 7 CNAs. 

-09/14/23 had 3 total staff for 55 residents on the 
overnight shift, required at least 4 total staff. 

-09/15/23 had 6 CNAs for 56 residents on the day shift,
required at least 7 CNAs. 

-09/16/23 had 6 CNAs for 56 residents on the day shift,
required at least 7 CNAs. 

2. For the week of Complaint staffing from 01/28/2024 
to 02/03/2024, the facility was deficient in CNA 
staffing for residents on 4 of 7 day shifts as follows:

-01/28/24 had 5 CNAs for 52 residents on the day shift,
required at least 6 CNAs. 

-01/31/24 had 5 CNAs for 52 residents on the day shift,
required at least 6 CNAs. 

-02/01/24 had 6 CNAs for 54 residents on the day shift,
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S0560 S0560Continued from page 2
required at least 7 CNAs. 

-02/02/24 had 6 CNAs for 53 residents on the day shift,
required at least 7 CNAs. 

3. For the week of Complaint staffing from 02/25/2024 
to 03/02/2024, the facility was deficient in CNA 
staffing for residents on 4 of 7 day shifts and 
deficient in total staff for residents on 5 of 7 
overnight shifts as follows: 

-02/26/24 had 3 total staff for 50 residents on the 
overnight shift, required at least 4 total staff. 

-02/27/24 had 3 total staff for 50 residents on the 
overnight shift, required at least 4 total staff. 

-02/28/24 had 5 CNAs for 50 residents on the day shift,
required at least 6 CNAs. 

-02/29/24 had 5 CNAs for 50 residents on the day shift,
required at least 6 CNAs. 

-02/29/24 had 3 total staff for 50 residents on the 
overnight shift, required at least 4 total staff. 

-03/01/24 had 5 CNAs for 51 residents on the day shift,
required at least 6 CNAs. 

-03/01/24 had 3 total staff for 51 residents on the 
overnight shift, required at least 4 total staff. 

-03/02/24 had 4 CNAs for 51 residents on the day shift,
required at least 6 CNAs. 

-03/02/24 had 3 total staff for 51 residents on the 
overnight shift, required at least 4 total staff. 

4. For the week of Complaint staffing from 05/26/2024 
to 06/01/2024, the facility was deficient in CNA 
staffing for residents on 3 of 7 day shifts and 
deficient in total staff for residents on 3 of 7 
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overnight shifts as follows: 

-05/26/24 had 4 CNAs for 52 residents on the day shift,
required at least 6 CNAs. 

-05/28/24 had 3 total staff for 52 residents on the 
overnight shift, required at least 4 total staff. 

-05/29/24 had 3 total staff for 52 residents on the 
overnight shift, required at least 4 total staff. 

-05/30/24 had 5 CNAs for 51 residents on the day shift,
required at least 6 CNAs. 

-05/31/24 had 3 CNAs for 51 residents on the day shift,
required at least 6 CNAs. 

-05/31/24 had 3 total staff for 51 residents on the 
overnight shift, required at least 4 total staff. 

5. For the 2 weeks of Complaint staffing from 
07/14/2024 to 07/27/2024, the facility was deficient in
CNA staffing for residents on 3 of 14 day shifts and 
deficient in total staff for residents on 2 of 14 
overnight shifts as follows: 

-07/14/24 had 5 CNAs for 48 residents on the day shift,
required at least 6 CNAs. 

-07/18/24 had 3 total staff for 51 residents on the 
overnight shift, required at least 4 total staff. 

-07/24/24 had 3 total staff for 50 residents on the 
overnight shift, required at least 4 total staff. 

-07/26/24 had 5 CNAs for 50 residents on the day shift,
required at least 6 CNAs. 

-07/27/24 had 5 CNAs for 50 residents on the day shift,
required at least 6 CNAs. 
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S0560 S0560Continued from page 4
6. For the week of Complaint staffing from 09/15/2024 
to 09/21/2024, the facility was deficient in CNA 
staffing for residents on 4 of 7 day shifts as follows:

-09/15/24 had 5 CNAs for 53 residents on the day shift,
required at least 7 CNAs. 

-09/16/24 had 6 CNAs for 53 residents on the day shift,
required at least 7 CNAs. 

-09/17/24 had 4 CNAs for 53 residents on the day shift,
required at least 7 CNAs. 

-09/19/24 had 4 CNAs for 52 residents on the day shift,
required at least 6 CNAs. 

7. For the 2 weeks of staffing prior to survey from 
02/02/2025 to 02/15/2025, the facility was deficient in
CNA staffing for residents on 4 of 14 day shifts as 
follows: 

-02/02/25 had 4 CNAs for 50 residents on the day shift,
required at least 6 CNAs. 

-02/06/25 had 4 CNAs for 50 residents on the day shift,
required at least 6 CNAs. 

-02/08/25 had 5 CNAs for 52 residents on the day shift,
required at least 6 CNAs. 

-02/09/25 had 5 CNAs for 52 residents on the day shift,
required at least 6 CNAs. 

S1680 S1680 03/31/2025Mandatory Nurse Staffing 

CFR(s): 8:39-25.2(b)(1)&(2) 

(b) The facility shall provide nursing services by 
registered professional nurses, licensed practical 
nurses, and nurse aides (the hours of the director of 
nursing are not included in this computation, except 
for the direct care hours of the director of nursing in
facilities where the director of nursing provides more
than the minimum hours required at N.J.A.C. 
8:39-25.1(a) above) on the basis of: 

1. No residents were immediately affected by this 
deficient practice. 

2. All residents have the potential to be affected by 
this deficient practice. 

3. The Director of Nursing or designee to in-service 
Staffing Coordinator on appropriate staffing ratios and
levels. Additional per diem, part-time and full-time 
staff were scheduled to meet minimum staffing levels. 
The facility has advertised open jobs through online 
recruitment platforms. The facility has conducted job 

STATE FORM Event ID: Y94811 Facility ID: NJ62101 If continuation sheet Page 5 of 6



PRINTED: 11/17/2025

New Jersey State Department of Health

FORM APPROVED

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
062101

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

02/24/2025

NAME OF PROVIDER OR SUPPLIER

COMPLETE CARE AT PHILLIPSBURG, LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

843 WILBUR AVENUE , PHILLIPSBURG, New Jersey, 08865

(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

S1680 S1680Continued from page 5

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

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

Wound care 0.75 hour/day 

Nasogastric tube feedings and/or gastrostomy 1.00 
hour/day 

Oxygen therapy 0.75 hour/day 

Tracheostomy 1.25 hours/day 

Intravenous therapy 1.50 hours/day 

Use of respirator 1.25 hours/day 

Head trauma stimulation/advanced 
neuromuscular/orthopedic care 1.50 hours/day 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on review of the Nurse Staffing Reports for the 
weeks of 02/02/2025 to 02/15/2025, it was determined 
that the facility failed to provide at least minimum 
staffing levels for 2 of 14 days . The required 
staffing hours and actual staffing hours are as 
follows: 

For the week of 02/02/25 

Required Staffing Hours: 155.25 

-02/22/25 had 152 actual staffing hours, for a 
difference of -3.25 hours. 

-02/06/25 had 152 actual staffing hours, for a 
difference of -3.25 hours. 

Continued from page 5
fairs and partnered with local schools for newly 
licensed or certified staff. 

4. The Director of Nursing or designee will audit 
staffing levels weekly x 4 weeks and then monthly x 3 
months. All findings will be reported and reviewed by 
the QAPI committee monthly. 
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E0000 E0000Initial Comments 

An Emergency Preparedness Survey was conducted by 
Healthcare Management Solutions, LLC on behalf of the 
New Jersey Department of Health (NJDOH), Health 
Facility Survey and Field Operations on 02/24/25. The 
facility was found to be in compliance with 42 CFR 
483.73. 

 

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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