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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** COMPLAINT 
#2620207 Based on interviews, medical record review, and review of other pertinent facility documentation 
on 10/07/2025, it was determined that the facility failed to ensure a resident (Resident #2) whose smoking 
privileges were revoked did not have cigarettes in their possession or smoke in the facility in the presence of 
oxygen to prevent accidental explosion and fire from unsafe smoking. This deficient practice was identified 
for 1 of 3 residents (Resident #2) reviewed for accidents. During an interview with the Nursing Supervisor 
(NS) on 10/07/2025, she stated that while conducting her rounds on 09/16/2025, at approximately 8:00 P.M., 
she observed Resident #2 seated in a wheelchair, smoking a cigarette in Resident #1 and Resident #3's 
room. The NS stated that Resident #2 did not reside in that room; they were talking to Resident #3; and 
Resident #1, who was present, had oxygen in use. The NS stated that Resident #2 saw her entering the 
room and immediately tried to put out the cigarette on the wheelchair, and she stated, No, no, no. You're not 
supposed to have that in your possession and the resident handed it to her. The NS stated that a search of 
Resident #2's wheelchair revealed a pack of cigarettes and a bottle of vodka. During an interview with the 
Director of Nursing (DON) on 10/07/2025, she stated that Resident #2 had already had smoking privileges 
revoked for repeated violations of the smoking policy which included the sharing of cigarettes, attempting to 
smoke in areas outside of the designated smoking area, and not leaving cigarettes at the front desk. The 
facility's failure to ensure a resident, whose smoking privileges were revoked, did not have cigarettes in their 
possession or smoke in the facility in the presence of oxygen placed all residents at risk for serious harm, 
injury, or death from accidental explosion or fire from unsafe smoking. This resulted in an Immediate 
Jeopardy (IJ) situation. The IJ began on 09/16/2025 at 8:00 P.M., after Resident #2 was observed smoking a 
cigarette in Resident #1's room while oxygen was in use. The facility was notified of the IJ on 10/07/2025 at 
4:24 P.M. The facility submitted an acceptable Removal Plan (RP) on 10/12/2025 at 5:52 P.M. The surveyor 
verified the implementation of the RP during the on-site survey on 10/14/2025. The evidence was as 
follows:A review of the facility's Smoking Policy and Procedure dated revised 05/2025, included that the 
purpose of the policy was, To provide a safe environment for all. The Procedure/Protocol section included, . 
3. Residents will only be allowed to smoke in the designated facility Smoking Area, 4. All tobacco products . 
will be kept at the Reception Desk, 5. No tobacco products or lighting materials will be allowed to be kept on 
the Resident's person or stored in their rooms [.] 16. E-Cigarette and Vape smoking will not be permitted 
within the building. A review of the Facility Reportable Event (FRE) sent to the New Jersey Department of 
Health (NJDOH), indicated that on 09/16/2025 at 8:00 P.M., while completing rounds, the NS observed 
Resident #2 smoking in Resident #1's room while oxygen was in use. The cigarette was immediately taken 
away and Resident #2 was escorted out of the room. The FRE indicated that Resident #2's, . smoking 
privileges were revoked prior to this event for other infarctions. The FRE also revealed that a search of 
Resident #2's room and wheelchair led to the discovery of cigarettes and alcohol and the resident was then 
placed on one-to-one (1:1) supervision. Further review of the FRE documentation that was provided by the 
facility on 10/07/2025, included the following:-Incident Summation Report.-Physical Assessment of Resident 
#2.-Incident Investigation Form.-Employee Statement from assigned nurse.-Statements from the DON who 
interviewed Resident #2 and the Assistant Director of Nursing (ADON). No documentation was provided 
regarding statements collected or assessments completed for Resident #1 or Resident #3 on the night of the 
incident. 1. On 10/07/2025 at 9:32 A.M., the surveyor observed Resident #1 lying in bed asleep. The 
surveyor was unable to interview the resident during the survey. A review of the resident's medical record 
was conducted. According to the admission Record face sheet, an admission summary, Resident #1 was 
admitted to the facility with diagnoses that included but were not limited to: chronic obstructive pulmonary 
disease, chronic respiratory failure, and dependence on supplemental oxygen. A review of Resident #1's 
comprehensive Minimum Data Set (MDS), an assessment tool dated 08/07/2025, revealed that the resident 
had a Brief Interview for Mental Status (BIMS) score of 7 out of 15, which indicated that the resident's 
cognition was severely impaired. A further review of the MDS revealed that the resident required oxygen 
therapy. A review of Resident #1's Order Summary Report (OSR) revealed an active order for 5 liters per 
minute (lpm) of continuous oxygen via nasal cannula, that was initiated on 09/11/2025. A review of the 
resident's corresponding Medication Administration Record (MAR) for September 2025, revealed that on the 
evening shift of 09/16/2025, the box was signed indicating that the resident had oxygen in place. A further 
review of the medical record did not include documentation of a statement or an assessment related to the 
incident. 2. Resident #2 was not at the facility at the time of the survey. A closed medical record review was 
conducted. According to the admission Record face sheet, Resident #2 was admitted to the facility with 
diagnoses that included but were not limited to: hemiplegia and hemiparesis following a cerebral infarction, 
glaucoma, mood disorder, and anxiety disorder. A review of Resident #2's comprehensive MDS dated 
[DATE], revealed that the resident had a BIMS score of 15 out of 15, which indicated that the resident's 
cognition was intact. A further review of the MDS revealed that the resident currently used tobacco. A review 
of Resident #2's care plan (CP) revealed that the resident had a focus related to smoking that was initiated 
on 07/10/2024. The focus included:-[Resident #2] is noncompliant with smoking policy. [They] violated policy.
-[Out on pass] changed to not permitted to leave facility.-[Resident #2] was observed smoking in room.The 
focus area included a revision date of 09/26/2025, but did not indicate when each individual update was 
made to this goal. A further review of the resident's CP included interventions as follows:09/08/2025: 
[Resident #2's] smoking privileges were revoked. The resident was re-educated on the smoking policy and 
informed of the revocation.09/08/2025: The resident was re-educated on smoking cessation and options 
were offered.09/16/2025: [Out on pass] changed to not permitted to leave the facility.09/17/2025: 1:1 
observation initiated.09/17/2025: Continued education with use of nicotine patch.09/17/2025: Room search 
and person was searched as well.09/17/2025: Staff were to continue to perform random room checks. A 
review of the Resident #2's Progress Notes (PN) from September 2025, revealed the following:-09/08/2025 
at 10:50 A.M., the Social Worker (SW #1): Team met with the resident to discuss the resident's violation of 
the facility's smoking contract. The resident admitted to sharing a cigarette, and smoking privilege was 
revoked. The resident acknowledged understanding of the revocation.-09/08/2025 at 11:43 A.M., the ADON: 
Team discussed resident's revocation of smoking privileges with doctor, nicotine patch was ordered, and the 
CP was updated.-09/08/2025 at 1:29 P.M., the DON: Met with resident to discuss the resident's 
understanding of the smoking privilege revocation.-09/10/2025 at 5:32 P.M., SW #2: Team met with resident 
to discuss a vaping incident that occurred in the facility's day room.-09/12/2025 at 12:44 P.M., Licensed 
Practical Nurse (LPN #1): Resident is smoking [physician] made aware.-09/15/2025 at 5:45 P.M., SW #2: 
Team met with the resident to discuss that the resident was observed outside on the facility grounds 
smoking. Due to the incident, the resident's [Out of Facility] passes were revoked, and smoking privileges 
were suspended indefinitely due to repeated violations of sharing cigarettes, vaping in the facility, and 
bringing cigarettes on the unit. The resident continues with the nicotine patch.-09/17/2025 at 6:09 P.M. SW 
#2: Team met with resident to discuss incident related to Resident #2 smoking in a room with oxygen, and 
the police were called. The resident was informed that a 1:1 would continue, and they could be subject to 
person and room searches. Their smoking privilege continues to be revoked indefinitely. A review of 
Resident #2's medical record indicated that the resident was connected to a psychiatric provider prior to the 
incident, but there was no indication that the resident was seen after the incident occurred. A further review 
of the medical record revealed that Resident #2's most recent Smoking Assessment, dated 09/15/2025, 
indicated that the resident did not understand the facility's smoking policy. 3. On 10/07/2025 at 9:34 A.M., 
Resident #3 was observed lying in bed awake. When asked about the incident, the resident reported hearing 
about a resident smoking in the room but denied being in the room at the time of the incident. The resident 
further stated being educated about smoking around the use of oxygen was very dangerous and that no 
smoking supplies were to be kept in the room. According to the admission Record face sheet, Resident #3 
was admitted to the facility with diagnoses that included but were not limited to: fracture of the sacrum (lower 
back), anxiety disorder, and hypertension (high blood pressure). A review of Resident #3's comprehensive 
MDS dated [DATE], revealed that the resident had a BIMS score of 15 out of 15, which indicated that the 
resident's cognition was intact. During an interview with the Smoke Aide (SA) on 10/07/2025 at 10:05 A.M., 
he stated that no smoking was allowed in the building and that residents were to keep all cigarettes at the 
front desk. The SA explained that each resident had designated times when they were allowed to smoke, 
and when it was their turn, they were given one cigarette from the front desk staff and brought it directly to 
the designated smoking area where he would light it and provide the appropriate level of 
monitoring/assistance. The SA further stated that smoking near oxygen was especially dangerous because 
of the fire risk, and he denied knowledge of any resident being caught smoking inside of the building. During 
a telephone interview with the Certified Nurse Assistant (CNA #1) on 10/07/2025 at 11:18 A.M., she stated 
that no smoking was allowed in the building, only in the designated area, and that no residents were allowed 
to have smoking supplies on the units, and if either were observed, she had to report it immediately to the 
nurse. CNA #1 stated that she recalled catching Resident #2 with cigarettes and a vape prior to the incident, 
and that she reported each instance to the nurse after the resident was not compliant with turning them over 
to her. CNA #1 stated that in those instances, the nurse managed to get the resident to comply with turning 
them over, but that she was unsure what happened or what was documented after that. CNA #1 could not 
recall the specific date or time of these incidents. CNA #1 confirmed that she was assigned to Resident #2 
on 09/16/2025, during the evening shift, and stated that she was not on the unit at the time of the incident. 
CNA #1 stated that she recalled seeing the resident that night but denied seeing the resident with any 
smoking supplies or else she would have reported it to the nurse. During an interview with the DON and the 
Consultant Licensed Nursing Home Administrator (Consult LNHA) on 10/07/2025 at 12:27 P.M., the DON 
stated that Resident #2's smoking privileges had previously been revoked due to the resident's repeated 
violations of the smoking policy including: the sharing of cigarettes, signing out on pass and smoking in 
outdoor areas on the property outside of the designated smoking area, and vaping on the unit. The DON 
stated that she was contacted on the night of 09/16/2025, by the NS, who informed her that Resident #2 was 
caught smoking a cigarette in another resident's room in the presence of continuous oxygen. The DON 
stated could not recall the exact time, and that the NS said she immediately removed the cigarette. The DON 
instructed the NS to place Resident #2 on 1:1 observation and that a search of Resident #2's wheelchair was 
immediately done, and a pack of cigarettes and a full bottle of alcohol were confiscated and disposed of. The 
DON further stated that neither of these were allowed on the unit, and the resident should not have been 
smoking around oxygen. The DON stated that none of the resident's prior incidents involved smoking in a 
room with oxygen. During a telephone interview with LPN #1, the surveyor asked her about a PN dated 
09/12/2025 at 12:44 P.M. LPN #1 stated that she observed Resident #2 with a vape in their mouth while in a 
hallway on the unit, and she saw a puff of smoke and then the resident placed it in their pocket. LPN #1 
stated that she immediately reported it to the doctor who discontinued the resident's nicotine patch. LPN #1 
further stated that residents were not allowed to have vapes or any smoking supplies on the unit; they were 
to be kept at the front desk. When asked if she addressed the resident and/or reported the incident to 
anyone, she stated no and that, The resident was hard-headed. During an interview with the NS on 
10/07/2025 at 3:06 P.M., she stated that while conducting her rounds on 09/16/2025, at approximately 8:00 
PM, she observed Resident #2 seated in a wheelchair, smoking a cigarette in Resident #1's room, while 
Resident #1's oxygen was in use. The NS stated that Resident #2 did not reside in that room, but that she 
observed Resident #2 speaking with Resident #3 who also resided in that room. The NS stated that Resident 
#2 saw her entering the room and immediately tried to put out the cigarette on the wheelchair, and she 
stated, No, no, no. You're not supposed to have that in your possession, and the resident handed it to her. 
The NS stated that Resident #1 slept throughout the entire incident, and she observed that oxygen was on 
and functional. The NS stated that she then explained to Resident #2 that a search would have to be 
conducted, and the resident responded, Yeah, yeah, I know. The NS stated that the search of the wheelchair 
revealed a pack of cigarettes and a bottle of alcohol that she removed from the unit.The NS further stated 
that she conducted a search of both (Resident #2 and Resident #1 & #3's) rooms at that time, and no other 
smoking supplies were found. The NS stated that after the incident, she contacted the DON who initiated a 
1:1 observation for Resident #2, and the resident remained at her side for the first hour until she was able to 
assign the task to another staff member. The NS stated that Resident #2 remained on 1:1 observation for the 
remainder of their stay at the facility. The NS reiterated that Resident #1 was not affected by the incident as 
the resident slept through the whole thing, and that she provided verbal education to Resident #3 regarding 
reporting this type of incident immediately in the future as smoking was not allowed on the unit especially 
around the use of oxygen as that would be a fire risk. During a follow-up interview with the DON on 
10/07/2025 at 2:10 P.M., she stated that no residents should have access to cigarettes, lighters or matches 
on the unit, especially around oxygen tanks, which had the potential to start a fire. During the interview, the 
DON provided a list of residents highlighted on the Smoking Schedule and stated that on 10/01/2025, a 
search of all smokers, and their rooms, was conducted.At that time, the surveyor reviewed the list which 
identified ten residents that were in violation of the smoking contract due to having smoking supplies on their 
person and/or room. Additionally, the DON provided the surveyor with the initial Smoking Contracts signed 
by Resident #1, Resident #2, and Resident #3. The surveyor noted the signed contract for Resident #2 which 
indicated in section 10 that, I understand that my room and/or person can be searched at any time for 
smoking items. The surveyor then asked since the facility was aware of Resident #2's repeated violation of 
the smoking contract/policy, if searches had been done prior to the incident on 09/16/2025, and the DON 
stated that they may have but she would have to check. No additional documentation was provided to the 
surveyor. On 10/10/2025 at 11:48 A.M., the surveyor attempted to verify the implementation of the facility's 
Removal Plan (RP) submitted to the New Jersey Department of Health (NJDOH) on 10/09/2025 at 5:09 P.M. 
At that time, the DON informed the surveyor that the facility did not have the education in the building, that 
the Consultant DON had the documents and was not at the facility. The surveyor was unable to verify the 
RP, and the DON was informed that the immediacy continued. An acceptable Removal Plan (RP) was 
received on 10/12/2025 at 5:52 P.M., indicating the action the facility will take to prevent serious harm from 
occurring or recurring. The facility implemented a corrective action plan to remediate the deficient practice to 
include: the NS immediately removed the cigarette from Resident #2; Resident #2 was searched, and a pack 
of cigarettes and a pint of vodka was confiscated and destroyed; and Resident #2 was placed on 1:1 
assignment until their discharge from the facility on 09/26/2025. On 09/16/2025, the NS educated Resident 
#2 and Resident #3 that smoking was prohibited in a resident room. On 10/08/2025, nurse leaders began 
educating all residents who smoked on the facility's smoking policy and the dangers of smoking near oxygen, 
and their rooms and equipment were searched by the ADON for violation of the smoking policy. On 
10/10/2025, the nurse leaders and Consultant Registered Nurse (RN) re-educated all staff on the smoking 
policy and the dangers of smoking near oxygen. The surveyor verified the implementation of the RP on-site 
during the continuation of the survey on 10/14/2025 2:23 P.M. N.J.A.C. 8:39-27.1(a), 31.6(e)

32315324

02/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

315324 10/14/2025

Trenton Gardens Rehabilitation and Nursing Center 512 Union Street
Trenton, NJ 08611

F 0838
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Conduct and document a facility-wide assessment to determine what resources are necessary to care for 
residents competently during both day-to-day operations (including nights and weekends) and emergencies.

Complaint #2620207Based on interviews and review of other pertinent facility documentation on 10/07/2025 
and 10/14/2025, it was determined that the facility failed to: a.) ensure that the facility-wide assessment (FA) 
evaluated its resident population and b.) identified the resources needed to provide the necessary care and 
services required for residents admitted with a history or current use of, tobacco or drug and alcohol abuse. 
This deficient practice had the potential to affect all residents and was evidenced by the following:Refer to 
F689A review of the facility's Facility Assessment provided by the Director of Nursing (DON), indicated that 
the assessment was completed on 05/03/2025. A further review of the facility's FA did not include any 
documentation that addressed the resident population that was admitted to the facility with a history or 
current use of, tobacco or drug and alcohol abuse.During a joint interview with the DON, the Consultant 
DON, and the Consultant Administrator on 10/14/2025 at 2:14 P.M., the DON stated that the FA was a 
snapshot of residents that included all departments involved in their care and a breakdown of demographics 
involving staffing and their care needs. The DON stated that it was more than just the physical needs 
required by the residents, but detailed needs that each resident would require. The DON further stated that 
the facility currently had 41 smokers. In the presence of the surveyor, the DON reviewed the FA and 
confirmed it did not identify smoking/smokers as a category population that they served. The DON stated 
that an issue was identified involving a smoker that affected all residents, and that the facility planned to 
update the FA accordingly. NJAC 8:39-5.1(a)
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