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San Joaquin Nursing Center and Rehabilitation Cent 3601 San Dimas
Bakersfield, CA 93301

F 0689

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

Based on observation, interview, and record review, the facility failed to ensure environment was free of
accident hazards when the pavement in the facility's designated smoking area had a gap that three of three
sampled residents (Resident 1, Resident 2 and Resident 3) reported causing their wheelchairs to get stuck.
This failure had the potential to place residents at risk for falls and accidents. Findings:During a concurrent
observation of the facility's designated smoking area and interview on 1/15/26 at 9:15 a.m. with Resident 1
and Resident 2, there was a gap in the pavement in the smoking area. Resident 1, who was alert and
oriented and was on a wheelchair, stated the gap catches your wheelchair potentially causing residents to
fall from their wheelchairs. Resident 1 called the gap a speed bump. Resident 2, also alert and oriented and
on a wheelchair, corroborated the statements of Resident 1.During a concurrent observation and interview
with the Director of Maintenance (DM) at the smoking area on 1/15/26 at 9:45 a.m., DM measured the gap
in the pavement and stated it measured 0.75 inches wide.During a concurrent observation of the smoking
area and interview on 1/15/26 at 9:15 a.m. with Resident 3, Resident 3, who was alert and oriented and on
a wheelchair, stated his wheelchair had gotten stuck on the pavement gap. Resident 3 stated the gap was a
fall hazard for residents on wheelchairs.During an interview on 1/15/26 at 11:30 a.m. with Activities Director
(AD), AD stated she was responsible for monitoring residents on the smoking area and stated she would
ensure residents using wheelchairs are not caught in the pavement gap.During a review of facility policy
and procedure (P&P) titled Safety and Supervision of Residents , dated July 2017, the P&P indicated: Our
facility strives to make the environment as free from accident hazards as possible.
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