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F 0584

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to 
receiving treatment and supports for daily living safely.

48483

Based on observations and interviews, the facility failed to ensure the shower room was kept clean, and 
missing tiles were replaced; the 400 Hall did not have missing paint on the wall; and the furniture in the Front 
Lobby and in the Dayroom on the 400 Hall was not peeling and missing material. The findings are:

On 04/30/2024 at 09:13 AM, the Surveyor observed several spots of dark matter on the shower room floor 
and missing floor tiles around the shower drain.

On 04/30/2024 at 10:27 AM, the Surveyor observed a large oval area of missing paint at the entrance of the 
400 Hall.

On 04/30/2024 at 01:30 PM, the Surveyor observed two couches with missing or peeling material on the 
hand rests and top of the cushions; the walls showed missing paint, scratches, and gouges all in the 
Dayroom of the 400 Hall.

On 05/02/2024 at 10:35 AM, the Surveyor observed 2 armchairs and an ottoman in the front lobby with 
missing, cracked, and/or peeling material.

On 04/30/2024 at 09:17 AM, the Surveyor asked Certified Nursing Assistant (CNA) #4, can you describe 
what is on the shower room floor? CNA #4 stated it looked like poop. The Surveyor asked how often the 
shower room was cleaned. CNA #4 stated it is supposed to be cleaned everyday by housekeeping and the 
CNAs have sanitizer that is supposed to be used between showers. The Surveyor asked when the shower 
room was usually cleaned and when was the last shower usually given. CNA #4 stated the shower rooms 
were usually mopped at lunch by the housekeepers and the showers were usually done by three o'clock. 
The Surveyor asked how long the tiles had been missing by the drain. CNA #4 stated the tiles had been 
missing for a long time. 

On 04/30/2024 at 01:48 PM, the Director of Nursing (DON) confirmed the dark spots on the shower room 
floor looked like feces, and said, I don't know how long the tiles have been missing, but maintenance is 
working on replacing them. 

On 04/30/2024 at 02:18 PM, the Administrator stated the missing tiles in the shower room were just brought 
to my attention and maintenance is taking care of it right now. It was confirmed that Housekeeping cleans the 
showers every day and the CNA's also have cleaner to clean the shower room. 
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Cabot, AR 72023

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49413

Based on record review, observation and interview, the facility failed to ensure a planned fall prevention 
intervention was consistently implemented to decrease the potential for fall related injuries, and the 
environment was as free of hazards as possible, as evidenced by a fall mat with curled up, colorful items 
attached to it, creating a trip/fall hazard.

The findings are:

1. The Care Plan completed on 03-12-2024 shows, .1/10/24 - unwitnessed fall. Fall mat effective Date 
Initiated: 01/11/2024 . Colorful tape to call light Date Initiated: 02/05/2024 . 1/30/24 - Unwitnessed fall. Fall 
mat effective Date Initiated: 01/31/2024 . 2/10/24 - fall mat effective Date Initiated: 02/12/2024 . 2/16/24- 
Unwitnessed fall. Fall mat effective Date Initiated: 02/19/2024 . 2/29/24 - unwitnessed fall. Will pad the corner 
of dressing next to bed. Date Initiated: 02/29/2024 . Unwitnessed fall. Add bolster mattress to bed. Date 
Initiated: 08/17/2023 . 8/18/23 unwitnessed fall - weighted blanket while in bed. Date Initiated: 08/18/2023 . 
8/24/23 - unwitnessed fall. Place fall mat in room Date Initiated: 08/25/2023 .

2. On 04-30-2024 at 12:21 PM, Resident #59 was lying in bed, a cushioned fall mat was by the bed with 
colorful tape curled up and not secured. 

3. On 05-01-2024 at 11:21 AM, Resident #59 was lying in bed, a cushioned fall mat was by the bed with 
colorful tape curled up and not secured. 

4. On 05-01-2024 at 9:35 PM, Resident #59 was asleep in his bed and did not have a fall mat on the floor 
next to the bed.

5. On 05-03-2024 at 11:56 AM, the Hospice Registered Nurse (RN) confirmed the fall mat stays on the floor 
at night when he is asleep. The curled up item is part of the mat and not tape. Yes, it is a trip hazard.

6. On 05-03-2024 at 11:58 AM, Licensed Practical Nurse (LPN) #2 confirmed that Resident #59's fall mat 
had to be on the floor by Resident #59's bed at night, and there was a possibility Resident #59 could get out 
of bed, and the curled up item on the floor mat is dangerous and a fall hazard.

7. On 05-03-2024 at 12:19 PM, the Administrator provided the Accidents and Incidents - Investigating and 
Reporting policy which states, Policy Statement: All accidents or incidents involving residents, employees, 
visitors, vendors, etc , occurring on our premises shall be investigated and reported to the Administrator. 
Policy Interpretation and Implementation: This facility is in compliance with current rules and regulations 
governing accidents and/[NAME] incidents involving a medical device .
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Cabot, AR 72023

F 0761

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted 
professional principles; and all drugs and biologicals must be stored in locked compartments, separately 
locked, compartments for controlled drugs.

46868

Based on observation and interview, the facility failed to ensure a medication cup with four different 
medications was not left on top of a medication cart and the medication cart was locked while unattended on 
the 100 Hall. The findings are:

On 05/02/24 at 09:14 AM, the Surveyor observed Licensed Practical Nurse (LPN) #3 walk away from the 
medication cart to add water to the liquid medications and left the cart unlocked with a cup of medication 
sitting on top of the cart. The medication cup included:

1. Lansoprazole (a medication to reduce the amount of acid your stomach makes) 15 milligram (mg) - 1 
capsule. 

2. Amlodipine (a medication to treat high blood pressure and chest pain) 5 mg - 1 tablet. 

3. Citalopram Bupropion Hydrobromide (a medication to treat depression) 10 mg - 1 tablet.

4. Chewable Aspirin 81mg tablet - 1 tablet. 

On 05/02/24 at 09:15 AM, when LPN #3 returned to the medication cart, the Surveyor asked where the 
medication cup was located. LPN #3 said on top of the cart. The Surveyor asked if the cart was locked. LPN 
#3 stated, No. The Surveyor asked if the medication cart was unlocked, and the cup left on top of the cart 
while you went to get water. LPN #3 stated, Yes, I was nervous and forgot.
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045392 05/03/2024

Spring Creek Health & Rehab 804 N 2nd St
Cabot, AR 72023

F 0812

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food 
in accordance with professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49413

Based on observation, record review and interview, the facility failed to ensure food items and serving 
utensils were properly covered or stored to prevent the potential contamination of residents' food and/or 
beverages; food items were sealed to prevent potential cross contamination or food borne illness, and 
dietary staff washed their hands before handling clean equipment or food items to prevent potential food 
borne illness for residents who received meals from 1 of 1 kitchen and food items had opened dates, 
received dates and expiration dates. 

The findings are: 

1. On [DATE] at 8:24 AM, 2 peach cobblers were on the back prep table uncovered and 35 biscuits on the 
serving line. A delivery person was going in and out the backdoor. On [DATE] at 9:31 AM, the Dietary 
Manager confirmed a concern existed that something could get into the peach cobblers because they were 
not covered. 

2. On [DATE] at 8:25 AM, a plastic drink pitcher and 2 square serving pans for the steam table with serving 
side up were on the puree prep table. On [DATE] at 9:31 AM, the Dietary Manager confirmed a concern 
existed that something could fly in and land on the pitcher and the pans because they were not covered. 

3. On [DATE] at 6:44 AM, after putting away food items delivered this morning, without washing her hands, 
the Dietary Cook proceeded to cook eggs. 

4. On [DATE] at 6:45 AM, eggs and bacon/sausage were in separate steamtable serving dishes uncovered. 
At 9:35 AM, the Dietary Manager confirmed the food items on the steamtable should have been covered to 
avoid something getting into the uncovered food.

5. On [DATE] at 6:45 AM, the Dietary Cook placed gloves on her hands without washing her hands first, she 
then began to cook fried eggs.

6. On [DATE] at 6:46 AM, 61 food dome covers, used for maintaining room tray food temperature during 
transport, were on the shelf above the steamtable with the inside face up. The Dietary Consultant confirmed 
that something could possibly get on the inside of the food dome covers. 

7. On [DATE] at 7:00 AM, a plastic storage container without a lid held serving spoons and scoops for the 
serving line under the puree prep table. There was not enough room between the open container and the 
bottom counter of the puree prep table to slide the storage container out without a hand touching the bottom 
of the puree prep table. The Dietary Consultant confirmed there was a need for new containers and said, I 
don't see how anything can get on the scoops, there is not enough room between the open container and the 
bottom of the puree prep table for something to get into the container and contaminate the serving spoons.

(continued on next page)
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potential for actual harm

Residents Affected - Many

8. On [DATE] at 7:05 AM, a plastic storage container without a lid used to store adaptive bowls and plates 
were face up. The Dietary Manager confirmed the concern of the items not covered was that something 
could get into the storage container and contaminate the items used for mealtimes.

9. On [DATE] at 7:07 AM, the Dietary Cook was using a cell phone then went into the Dietary Manager's 
office and closed the door. When the Dietary Cook came out of the Dietary Manager's office, without 
washing her hands, the Dietary Cook proceeded to take food serving scoops from the storage container 
under the puree prep table and place them in the serving containers on the steamtable. At 9:37 AM, the 
Dietary Manager confirmed that hands should be washed between tasks. 

10. On [DATE] at 7:21 AM, the Dietary Cook pulled the silverware cart and bowl cart to the serving line. 
Without washing her hands, the Dietary Cook then began serving breakfast food.

11. On [DATE] at 7:53 AM, the observations were made in the dry good storage room:

a) No expiration or received dates written on the food storage container for the following cereals: wheat bran 
flakes with raisins; crispy rice cereal; ring-shaped toasted whole grain; toasted wheat flakes; and toasted 
flakes of corn. 

b) 1 opened bag with small bowl lids was on the third shelf.

c) 1 box of ice cream cones contained an opened and unsealed bag with 1 cone in that was not sealed.

d) 132 hamburger buns that expired on [DATE]. 

12. On [DATE] at 10:15 AM, the Surveyor asked the Dietary Manager if it was a concern for the Dietary 
Manager to wear a nose ring with a small heart that swung back and forth on the right side nostril; a second 
piercing on the left lower lip dangled and did not look properly secured. The Dietary Manager confirmed she 
did not normally work with the food and stayed in the office. The Dietary Manager's office was located at the 
back of the kitchen, where she must pass by the food serving and preparation areas.

14.On [DATE] at 9:30 AM, the Administrator provided a policy titled, Employee Cleanliness and 
Handwashing Technique which shows: Policy Statement Dietary employees will dress appropriately and 
practice good hygiene. Policy Interpretation and Implementation: 1. Proper attire includes the following 
requirements: .Jewelry should be limited to allow for safe food preparations practices (no dangling earrings 
or large rings) .Dietary department employees are required to wash their hands on the occasions listed 
below: .j. any other time deemed necessary .

15. On [DATE] at 9:30 AM, the Administrator provided a policy titled, Food Receiving and Storage which 
shows: Policy Statement: Foods shall be received and stored in a manner that complies with safe food 
handling practices. Policy Interpretation and Implementation .7. Dry foods that are stored in bins will be 
removed from original packaging, labeled, and dated (use by date). Such foods will be rotated using a first in 
- first out system. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48483

Based on observation, record review and interviews, the facility failed to ensure an ice chest located outside 
of the kitchen was insect free and an indwelling foley catheter bag was not touching the floor for 1 (Resident 
#1) of 1 sampled resident. The findings are:

1. On 05/02/2024 at 08:54 AM, the Surveyor observed a black oval object that had extended wings and legs 
lying on the ice cubes within an ice chest located outside the kitchen doors by the 300 Hall.

1a. On 05/02/2024 at 08:55 AM, the Surveyor asked Certified Nursing Assistant (CNA) #3 when was the last 
time the ice was passed and were all these ice chests used. CNA #3 stated the ice was passed this morning 
when I came in around seven twenty (7:20 AM). There is one ice chest for each hall, so they were all used. 
The Surveyor asked, can you describe what is in the ice in this ice chest. CNA #3 stated It looks like a bug. 

1b. On 05/02/2024 at 09:02 AM, the Administrator confirmed the black object in the ice chest looked like a 
bug. 

Review of the Pest extermination information showed a contract with a (Pest Control Company Name) with 
an effective date of 2/2015. The agreement covers services to be rendered monthly; shall stay in effect until 
the said party calls our company to cancel this agreement. Service dates: 01/03/2024; 02/01/2024; 
03/04/2024; 04/15/2024 monthly; on 02/15/2024 roaches in room [ROOM NUMBER] and drain flies on the 
300 Hall, on 03/13/2024 roaches in the breakroom, and 04/15/2024 roaches in rooms [ROOM NUMBERS].

50505

2. Resident #1's Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 03/22/2024 
showed a Brief Interview for Mental Status (BIMS) Score of 00 which indicates severe cognitive impairment, 
and that the resident had an indwelling catheter. 

a. A review of Resident #1's diagnoses on the Physician Orders showed Hydronephrosis with renal and 
ureteral calculous obstruction (a condition of the urinary tract resulting in a decreased or no urine flow). 

b. The Physician's Order Summary showed Resident #1 had an indwelling urinary catheter. Order date was 
03/21/24.

c. The Care Plan with a revision date of 11/28/2023 showed the resident had an indwelling urinary catheter, 
and staff were to position the catheter bag and tubing below the level of the bladder and away from the 
entrance room door. 

d. On 04/30/2024 at 10:11 AM, the Surveyor observed Resident #1's indwelling urinary catheter bag 
touching the floor on the side of the bed next to the air conditioner.

(continued on next page)
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e. On 05/01/2024 at 07:56 AM, the Surveyor observed Resident #1's indwelling urinary catheter bag lying 
wadded up on the floor.

f. On 05/02/2024 at 10:41 AM, the Surveyor asked Licensed Practical Nurse (LPN) #1, how the catheter bag 
should be placed beside the bed. LPN #1 stated, Hangs to gravity, in a privacy bag, beside the bed. 

g. On 05/02/2024 at10:57 AM, the Surveyor asked Certified Nursing Assistant (CNA) #1 how the catheter 
bag should be placed beside the bed. CNA #1 stated, It should be the side of the bed, on the side of the stat 
lock (medical tape for the stabilization of the catheter tubing) and if the catheter bag will be touching the floor, 
it is in a basin.

h. On 05/02/2024 at 11:02 AM, the Director of Nursing (DON) confirmed that the catheter bag was on the 
floor. 

i. On 05/02/2024 at 12:40 PM, the DON said there was no policy for urinary catheters.

On 05/03/2024 at 11:48 AM, a policy revised on October 2018 titled, Policies and Practices-Infection Control, 
was provided by the Nurse Consultant which showed, .This facility's infection control policies and practices 
are intended to facilitate maintaining a . sanitary . environment and to help prevent and manage transmission 
of diseases and infections .
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