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FO000  |INITIAL COMMENTS F0000
SS=
Fountain Bleu Health and Rehabilitation was
surveyed for an Abbreviated survey on 4/15/205.
Intakes: M100151308,M100151555, and
M100152110.
Census=97
FO689  |Free of Accident F0689 F689 5/2/2025
sSS=D Hazards/Supervision/Devices §483.25(d)
Accidents. The facility must ensure that - ELEMENT 1
§483.25(d)(1) The resident environment It is the practice of the facility to implement fall
remains as free of accident hazards as is interventions. R704 scoop/perimeter mattress
possible; and §483.25(d)(2)Each resident has been placed on R704 bed, care plan
receives adequate supervision and reviewed and updated.
assistance devices to prevent accidents.
This REQUIREMENT is not met as ELEMENT 2
evidenced by: Residents that currently reside in the facility
that require scoop/perimeter mattress have
This citation pertains to Intake M100152110. the potential to be affected by this cited
practice. Those residents’ charts have been
Based on observation, interview, and record reviewed, and those residents have been
review, the facility failed to implement afall assessed to ensure scoop/perimeter mattress
intervention for one resident (R704) out of one is in place. Any deficiency has been
reviewed for falls. Findings include: immediately updated.
On 4/15/2025 at 10:24 AM, R704 was observed ELEMENT3 _
laying in bed. R704 was noted to have fall mats The Interdisciplinary Team reviewed the Fall
on the side and was in alow position. R704 stated Risk/Injury Prevention policy and deemed it
they had no complaints about the care in the appropriate. Nursing staff have been
facility and were about to get some sleep because educated on the Fall Risk/Injury Prevention
they were up al night. policy with emphasis on ensuring to
implement fall interventions, including
A review of the medical record revealed R704 scoop/perimeter mattress in a timely manner.
was admitted into the facility on 12/8/2023 with
the following medical diagnoses, Cerebral ELEMENT 4 _
Infarction and Muscle Weakness. A review of the The DON/designee will complete random
Minimum Data Set (MDS) assessment revealed a audits on 5 residents a week for 4 weeks, then
5 residents a month for 2 months to ensure
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Brief Interview for Mental Status (BIMS) score of
10/15 indicating an impaired cognition. R704 also
required staff assistance with bed mobility and
transfers.

Further review of the Incident and Accident
(I/As) for R704 noted they had falls on the
following days within the last six months:
11/1/2024, 11/8/2024, 12/13/2024, 1/13/2025,
2/14/2025, and 3/23/2025.

Further review of the fall care plan noted an
intervention dated 5/15/2024 documented R704
was supposed to have a scoop/perimeter mattress.

On 4/15/2025 at 12:15 PM, R704 was observed
laying in bed, on aregular mattress. Registered
Nurse (RN) "A". RN "A" was shown the bed and
confirmed that R704 was not on a
scoop/perimeter mattress. RN "A" indicated when
aresident needs a scoop/perimeter mattress, the
restorative team usually writes the order and
informs maintenance the mattress is needed. RN
"A" indicated the mattress may be in the facility,
or they may have to order it and then maintenance
puts the mattressin place.

On 4/15/2025 at 1:36 PM, an interview was
conducted with the Director of Nursing (DON).
The DON indicated R704 is supposed to have a
scoop/perimeter mattress, and they are unsure
why they do not have one. The DON reported
R704 has had alot of fallsin the facility. The
DON reported they were going to talk to
maintenance and get a scoop/perimeter mattress
on the bed.

A review of afacility policy titled, "Fall
Risk/Injury Prevention” noted the following, "It is
the policy of thisfacility to assess every resident
for fall risk and provide an environment that is
free from accident hazards over which the facility

fall interventions have been implemented in a
timely manner including scoop/perimeter
mattress. Any deficient practice will be
corrected/updated immediately. The results
will also be taken to the Quality Assurance
and performance review meeting.

The Administrator is responsible for
compliance.
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has control, and provides supervision and
assistive devices to each resident to prevent
avoidable accidents”.
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