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Bakersfield, CA 93304
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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure each resident receives an accurate assessment.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to follow its policy and procedure (P&P) titled, Documentation - 
Nursing, for one of three sampled residents (Resident 1) when Resident 1's Nurse Advance Skilled 
Evaluation ([NAME]) documentation was inaccurate. This failure had the potential for Resident 1 to receive 
inappropriate care.Findings:During a concurrent interview and record review on 1/5/26 at 1:01 p.m. with 
Registered Nurse (RN), Resident 1's [NAME], dated 11/24/25 at 3:34 p.m. was reviewed. The [NAME] 
indicated, Respiratory: Difficulty breathing noted. Resident [1] reported respirations shallow. Nurse observed 
sternal retractions [a visible sign of respiratory distress] present. Shortness of breath noted. Resident [1] 
reported Shortness of breath (while lying flat). Nurse observed Shortness of breath (while lying flat). RN 
stated she documented in error. RN stated the documentation was for another resident (unknown).During an 
interview on 1/20/26 at 12:20 p.m. with Director of Nursing (DON), DON stated nurses should document 
accurately. During a review of the facility's P&P titled, Documentation - Nursing, dated 11/1/17, the P&P 
indicated, Purpose To provide documentation of resident status and care by nursing staff. Policy Nursing 
documentation will be concise, clear, pertinent, and accurate.
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