
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) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

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

Event ID: Facility ID: If continuation sheet 
Page 1  of      

065258 01/06/2026

Horizons Care Center 11411 Highway 65
Eckert, CO 81418

F 0609

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews, the facility failed to report and investigate allegations of abuse involving three
(#2, #3 and #7) of six residents reviewed for abuse out of 11 sample residents.Specifically, the facility failed
to timely report potential abuse towards Resident #2, Resident #3 and Resident #7.Findings include:I.
Facility policy and procedureThe Resident Protection Freedom from Abuse, Neglect, and Misappropriation
policy, revised 11/3/22, was provided by the nursing home administrator (NHA) on 1/5/26 at approximately
6:00 p.m. It read in pertinent part, Each individual has the right to be free from verbal, sexual, physical, and
mental abuse, including injuries of unknown source, misappropriation of resident property, corporal
punishment, mistreatment, including, but not limited to, facility/service staff, other resident, consultants,
volunteers, or other individuals. Employees must always report alleged abuse/neglect immediately to the
supervisor or the building supervisor. The executive director /or designated representative must be
contacted immediately by the supervisor or reporter regarding all allegations of abuse/neglect. Immediately
reporting may be reported via voicemail/answering machine. Document the date and time of notification.
The director of nursing will be contacted per protocol and will involve social services or designee. If there is
suspicion that abuse occurred, it will be reported to the state reporting agency in accordance with the state
law immediately, not later than 2 (two) hours if the alleged violation involves abuse or results in bodily injury
and 24 hours if the alleged violation does not involve abuse and does not result in serious bodily injury.II.
Resident #2 A. Resident status Resident #2, age greater than 65, was admitted on [DATE] and passed
away on 10/31/25. According to the October 2025 computerized physician orders (CPO), diagnoses
included major depressive order, single episode, hemiplegia and hemiparesis following non-traumatic
intracerebral hemorrhage affecting right dominant side, aphasia following cerebral infarction and
Parkinson's disease without dyskinesia. The 9/11/25 minimum data set (MDS) assessment revealed the
resident had moderate cognitive impairment with a brief interview for mental status (BIMS) score of eight
out of 15. Resident #2 had functional limitations of range of motion with his upper and lower extremities and
used a wheelchair for mobility. He required staff assistance for his activities of daily living (ADL) and was
dependent on staff to bathe, toilet, dress and transfer from surface to surface. The MDS assessment
documented Resident #2 did not have physical or verbal behaviors directed at others and did not have
rejections of care. B. Record reviewThe vulnerability care plan, resolved 6/18/25, identified Resident #2 was
at risk for being vulnerable related to his cognition, hearing loss, slurred speech and use of a wheelchair.
The care plan documented staff would provide a safe environment for the resident. -Review of the
comprehensive care plan did not identify a care plan or care plan interventions between 6/18/25 and
10/31/25 that addressed the resident's vulnerability risk related to his physical and cognitive limitations. A
9/2/25 incident note documented a certified nurse aide (CNA) tried to get Resident #2's vital signs and he
started fighting her
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and moaning in pain.-Review of Resident #2's progress notes did not identify any other negative
interactions with a CNA (see interviews below).Record review of Resident #2's electronic medical records
(EMR) did not identify the resident expressed concerns regarding fearfulness of staff. Review of records did
not identify a report of an allegation of potential abuse, an abuse investigation or a grievance form related
to potential abuse (see interviews below).C. Staff interviewsCNA #5 was interviewed on 1/5/26 at 12:14
p.m. CNA #5 said CNA #4 was too rough with Resident #2. She said Resident #2 told her that he was
scared. She said CNA #4 would push and grab the resident's arm too hard. She said he had marks on his
arm. She said she reported the incident to the former director of nursing (DON) who looked at his arm and
would do something about it. She said it happened in September 2025 on a Friday during the day shift but
she could not remember the exact date. CNA #5 said she also reported her concern to human resources
and was told it would be looked into. She said she later asked the DON about the findings of the incident
and she was told that there was no investigation because Resident #2's concerns were due to his
dementia. Licensed practical nurse (LPN) #1 was interviewed on 1/5/26 at 4:02 p.m. LPN #1 said three or
four months ago, Resident #2 reported to her that a CNA was talking rough towards him and he felt scared
of the CNA. LPN #1 said she believed she documented the incident on a grievance form and gave it to the
DON, the NHA and/or human resources. LPN #1 and the NHA were interviewed together on 1/5/26 at 6:06
p.m. LPN #1 said she may have only reported the incident with Resident #2 to the former DON. LPN #1
said she came into Resident #2's room one night and he was upset and said the CNA was verbally mean to
him when he requested to use the restroom. LPN #1 she said she thought the former DON followed up on
Resident #2's grievance because she had not heard anything more and she had not seen him as upset
since the incident. She said since it was only verbal, she did not consider it abuse and that was why she
only verbally reported it to the former DON. The NHA said she never received the grievance form and
Resident #2's allegation was not reported to her. LPN #1 said she probably did not document the incident in
a progress note. She said the 9/2/25 progress note that identified Resident #2 was fighting with a CNA
because he was upset with his post-fall monitoring and neurological checks was not related to the
resident's grievance incident.III. Resident #3A. Resident status Resident #3, age greater than 65, was
admitted on [DATE]. According to the January 2026 CPO, diagnoses included type 2 diabetes mellitus with
hyperglycemia, encounter for palliative care, and unspecified dementia severe with agitation.The 10/21/25
MDS assessment revealed the resident had severe cognitive impairment with a BIMS score of one out of
15. Resident #3 was dependent on staff assistance for eating, toileting, bathing, dressing, footwear,
repositioning, transfers and mobility. The MDS assessment documented Resident #3 did not have physical
behaviors directed at others and did not have rejections of care. B. Record reviewThe vulnerability care
plan, revised 10/17/25, documented Resident #3 was highly vulnerable due to severe cognitive impairment
and behavioral challenges. According to the care plan, she was at risk for self-injury, social isolation, and
distress from overstimulation. She required close supervision and individualized support to ensure safety,
comfort, and emotional well-being. Interventions, dated 8/20/25, included allowing Resident #3 time to retry
a task when she was resistant to care, notification of the physician and family as needed, observe for
potential pain, discomfort and mental anguish and provide a safe environment. Interventions, dated
10/17/25, directed staff to monitor for her signs of overstimulation or agitation and provide redirection as
needed and provide her with fidget toys and teddy bears to reduce risk of self-injury and promote
calmness.The cognition care plan, revised 10/17/25, documented Resident #3 had severe cognitive
impairment accompanied by behavioral challenges. According to the care plan, staff should use gentle
redirection and reassurance as needed to maintain dignity and
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comfort.The dementia care plan, revised 10/17/25, directed staff to approach Resident #3 in a calm, slow
manner and re-approach at a later time if needed.The 8/17/25 electronic medication administration record
(eMAR) documented Resident #3 was screaming during care.The 8/23/25 eMAR documented the resident
yelled and tried to push staff away during care.The 8/30/25 eMAR note documented Resident #3 was
screaming when she was changed and repositioned.A second 8/30/25 eMAR note documented Resident
#3 thought the staff was going to hurt her. The 9/8/25 eMAR note documented the resident was fearful
when moving up in the bed.The review of the December 2025 and the January 2026 treatment
administration record (TAR) documented Resident #3 exhibited fearfulness between 12/24/25 and 1/3/26.
The review of reports with the State Agency, did not identify the facility reported allegations of potential
abuse regarding Resident #3 (see interview below).C. Staff interviewsA staff member who requested to
remain anonymous was interviewed on 1/5/26 at 5:33 p.m. The staff member said CNA #1 was needlessly
rough with residents. The staff member said CNA #1 was rough with Resident #3. The staff member said
CNA #1 would rip Resident #1's hands off of anything the resident would grab, such as the bed, equipment
or anything else near her during ADL care. The staff member said Resident #3 would act like the ripping
her hands off the equipment hurt her but she would act like a lot of things hurt her. The staff member said
CNA #1 disliked using a gentle approach with the residents and preferred to be more physical with them
than necessary. She said CNA #1 would skip being nice for speed. The staff member said she mentioned
her concerns about CNA #1 to LPN #2 and another nurse, but she could not recall who the other nurse
was. The staff member said she felt there was nothing major enough that happened between Resident #3
and CNA #1 to report the concern as abuse other than to tell her nurse. LPN #2 was interviewed on 1/5/26
at 6:27 p.m. LPN #2 said Resident #3 had some behaviors and she could not communicate. He said there
were no staff members or residents who expressed concerns of CNA #1's treatment towards any of the
residents to him. He said CNA #1 had difficulty positioning residents, especially residents who were larger
in size. He said she needed to use a lot of momentum because it was physically hard for her to position
residents. LPN #2 said CNA #1 could be a little rough but not to the level of abuse. He said abuse was
anything that would make a person feel uncomfortable. He said Resident #3 would become scared when
she was moved suddenly during ADLs with CNA #1. He said Resident #3 would grab and try to hold on to
the bed. He said he did not report or document when he observed CNA #1 being a little rough with
Resident #3. He said he did not offer suggestions to CNA #1 regarding approaches or techniques to
provide care that was not as rough. He said CNA #1 would be retiring soon. IV. Resident #7A. Resident
status Resident #7, age less than 65, was admitted on [DATE]. According to the January 2026 CPO,
diagnoses included complete lesion at the C4 level of the cervical spinal cord, displaced fracture of the
fourth cervical vertebra, quadriplegia (paralysis of all four extremities), post-traumatic stress disorder
(PTSD), saddle embolus of the pulmonary artery with acute cor pulmonale (a large blood clot blocking the
main pulmonary artery), neuromuscular dysfunction of the bladder and neurogenic bowel.The 12/16/25
MDS assessment revealed the resident was cognitively intact with a BIMS score of 15 out of 15. Resident
#7 was dependent on staff assistance for eating, toileting, bathing, dressing, footwear, repositioning and
transfers. Resident #7 required a Hoyer lift (mechanical lift) for transfers and used a motorized wheelchair
for mobility. The MDS assessment documented Resident #7 did not have physical or verbal behaviors
directed at himself or others and did not have rejections of care.B. Resident interviewResident #7 was
interviewed on 1/6/26 at 9:19 a.m. Resident #7 said approximately one week prior to the interview, CNA #1
and CNA #2 transferred Resident #7 to his wheelchair using a Hoyer lift. Resident #7 said during the
transfer, his foot was resting on the Hoyer lift while he was approximately 18 inches from the ground.
Resident
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#7 confirmed his leg was resting on the actuator (lifting motor) of the Hoyer lift when shown the Hoyer lift.
Resident #7 said CNA #1 pushed his leg off of the Hoyer lift instead of holding and lowering his leg,
causing his foot to hit the foot pedal of his wheelchair. Resident #7 said he asked CNA #1 to adjust his leg
and that her pushing his foot off of the lift was unsafe. Resident #7 said CNA #1 replied by shrugging her
shoulders and telling Resident #7 that she was retiring next week. Resident #7 said he asked CNA #2 if she
observed the same thing during the transfer and asked CNA #2 to look for any injuries on his foot. Resident
#7 said CNA #2 told him she did not see any injuries. Resident #7 said he was concerned because CNA #1
could have caused a skin tear to his foot, and due to his impaired mobility and circulation, previous injuries
to his foot had taken six months to heal. Resident #7 said he also asked the night shift staff to assess his
foot for injuries. Resident #7 said he was not sure if any staff reported the event. Resident #7 said the
incident made him feel angry that CNA #1 did not seem to care about her actions. Resident #7 said CNA
#1 frequently had a negative attitude toward him, telling him she was unable to complete his care and she
would ask other staff members to complete his care instead. C. Record reviewThe vulnerability care plan,
revised 10/8/25, documented Resident #7 was quadriplegic, resulting in total dependence on staff for
mobility, positioning, hygiene, and safety needs. According to the care plan, the resident was at risk for
injury, skin breakdown, infection, and psychosocial distress due to limited mobility and physical vulnerability.
Interventions included removing the resident from potentially abusive situations, observing him for potential
pain, discomfort, mental anguish and providing him with a safe environment.Record review of Resident #7's
EMR revealed no documentation of the event with the hoyer lift and CNA #1 or an assessment of Resident
#7's foot.An incident statement, dated 1/5/26 (during the survey), identified the incident Resident #7
described in the above interview. The incident statement documented Resident #7 felt CNA #1's actions
were inappropriate, dangerous, neglectful and abusive. According to the incident statement, the resident felt
disregarded by CNA #1 and unsafe. He did not want to work with CNA #1 and felt that residents who could
not communicate and advocate for themselves, should not be working with CNA #1 either. Resident #7 said
the incident was not isolated and CNA #1 often did not want to help him with his basic care needs. D. Staff
interviewsA staff member who requested to remain anonymous was interviewed on 1/5/26 at 5:33 p.m. The
staff member said she had seen CNA #1 be rough with Resident #7 when she would transfer him into his
wheelchair. The staff member said CNA #1 was not careful with the resident's feet when she moved him.
The staff member said Resident #7's feet would slip off the lift and become caught on the equipment. The
staff member said he was at risk for injury if staff were not careful with his feet because his feet would
easily become scraped. The staff member said CNA #1 was not always gentle with residents. The staff
member said she felt CNA #1 was mean towards residents, had a negative demeanor and hated having to
take care of them. The staff member said they felt CNA #1 was a little too mean and forceful. The staff
member said when they reported their concerns to LPN #2, the concerns were just passed off and the staff
member was told that was just how CNA #1 was or that management was looking into it. The staff member
said they had abuse training online and in person but it was hard for them to tell if the concerns regarding
CNA #1 were important enough to put in an official report. The staff member said they did not know if CNA
#1's behaviors were just not polite, rude and non-coddling or if they were more concerning. The NHA was
interviewed on 1/6/26 at 10:26 a.m. The NHA said registered nurse (RN) #1 informed her of suspected
abuse or neglect on 1/5/26 at 4:50 p.m. regarding an allegation made by Resident #7. The NHA said when
she heard about the suspected neglect or abuse, she had the social services assistant (SSA) interview all
residents in the facility. The NHA said the SSA told her no other residents
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reported any abuse and they felt safe in the facility. The NHA said she placed CNA #1 on administrative
leave and contacted the police, the ombudsman, and Resident #7's family. She said the other CNA who
witnessed the event was identified as CNA #2. She said human resources was currently completing staff
interviews. She said she submitted the initial report for abuse to the State Agency (during the survey). The
NHA said it was possible Resident #7 did not report the allegation initially because he was new to the
facility and was nervous to report. She said she spoke with Resident #7 to ensure he was aware of his
rights and encouraged him to report concerns immediately going forward. She said the facility provided
education on resident rights in written form on admission, signs were also posted in the facility and the
resident council took time during each resident council meeting to review a part of the resident rights. She
said she planned to complete additional abuse education with staff, but the education with staff would be
based on the findings of the investigation. V. Additional staff interviewsThe NHA and the regional clinical
consultant were interviewed together on 1/5/26 at 4:23 p.m. The NHA said when there was an allegation of
abuse, she would follow up with the resident to make sure the resident felt safe. The NHA said she or the
DON would report the allegation to the State Agency and start an investigation. She said the employee
identified in the allegation would be placed on suspension during the investigation, and staff and residents
would be interviewed. The NHA said she would conduct a chart review of the resident identified in the
allegation, reviewing the care plan, diagnoses and medications. She said would discuss the allegation with
the interdisciplinary team (IDT) and determine if the findings met the criteria for abuse. She said if the
allegation of abuse was substantiated, the employee would be terminated. She said if the allegation was
unsubstantiated, she would provide additional abuse education. The NHA said the human resources
director would review the employee's file for past concerns. The regional clinical consultant said the facility
had not reported abuse allegations to the State Agency. The NHA said she was not made aware of any
allegations of abuse. The NHA said staff should always call her directly if they had any concerns or reports
of potential abuse so she could report the allegation to the State Agency immediately. She said staff had
been educated on abuse and how to report potential abuse to her. The assistant director of nursing (ADON)
was interviewed on 1/5/26 at 5 :06 p.m. The ADON said if someone reported concerns of mistreatment or
abuse, the facility would submit a grievance statement and the DON would investigate it. He said he was
not aware of any concerns of abuse or mistreatment reported by staff. The human resources director was
interviewed on 1/6/26 at 9:46 a.m. The human resources director said if she became aware of allegations of
abuse or mistreatment of a resident, she would make sure the supervisors were aware of the concerns, the
employee identified in the allegation would be put on suspension and an investigation would be started.
She said she was not made aware of concerns related to CNA #1 or CNA #4. The human resources
director said staff were trained how to recognize, help prevent and report abuse. She said staff should
report any allegation of potential abuse to the DON, the NHA and contact authorities.The SSA was
interviewed on 1/6/26 at 12:01 p.m. The SSA identified herself as the activity director who also assisted
with social services. The SSA said all allegations of abuse should be reported to the NHA and the DON.
She said if she became aware of any allegations of potential abuse, she would interview other residents
using an abuse questionnaire. She said if the resident was not interviewable, she would interview the
resident's family and CNAs who worked with the resident. She said was only aware of the abuse allegations
made by Resident #7 on 1/5/26. She said she was not aware of any other concerns of abuse made by
residents or staff.The NHA and the current DON were interviewed together on 1/6/26 at 1:07 p.m. The DON
said if residents or staff used triggering words describing an incident or expressing feelings of abuse,
neglect or pain, an
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allegation of potential abuse should be reported and investigated. The DON said if a resident did not want
to talk about an incident or situation, that could also indicate possible abuse and could also prompt an
investigation. He said staff had received education on statements of not feeling safe made by residents. The
DON said if a resident reported that a staff member was too rough with care, that would also prompt an
investigation. He said reports of disrespect, meanness, or demeaning speech would prompt an
investigation. The NHA said she could not find a grievance form or other documentation regarding Resident
#2 feeling scared of CNA #4 or that the resident felt CNA #4 was rough and mean to him. The NHA said
she did not receive a report from the former DON regarding concerns brought up by LPN #1 regarding
Resident #2 and CNA #4. She said the former DON did not report the allegations to the State Agency. The
NHA said LPN #1 told her she was not sure if she reported the allegations to the former DON. The NHA
said she spoke to LPN #1 on 1/6/26 (during the survey) and LPN #1 identified the CNA alleged in the
potential abuse incident with Resident #2 was CNA #4. The NHA said LPN #1 should have contacted her
by a phone call and told her about the incident when it occurred so it could be reported and investigated.
The NHA said said yesterday (1/5/26) was the first time she was aware any grievance was filed regarding
Resident #2. The NHA said she screened all the residents for abuse after she became aware of the incident
with Resident #2 and CNA #4. The NHA said the reason for timely investigation and reporting was to
ensure resident safety. She said if the allegation was reported earlier, then it would have prompted an
investigation immediately. She said the words of the resident being scared would have met the definition to
prompt an investigation. The NHA said if she was notified immediately, she would have been able to follow
up with the resident immediately. She then could get exact statements of the concerns and events to make
sure she had the correct words from the resident. She said if the same fearful speech was used after the
resident was interviewed, the staff member identified in the allegation would have been placed on leave
and an investigation of all residents would have started. The NHA said if it was substantiated, then CNA #4
would have been terminated. She said if she was still in the process of determining abuse, the staff
member would not have been allowed near Resident #2. The NHA said she was concerned that LPN #1
said she did not feel the event was potential abuse because the allegation was verbal and not physical. She
said staff had had multiple training sessions identifying that verbal abuse may not always include the word
abuse. The NHA said education was provided to staff to call for additional guidance if they had any question
as to whether or not a statement made by a resident should be filed as a grievance or investigated as
possible abuse. She said she planned to continue this education at the all-staff meeting and she planned to
send out written education today (1/6/26). She said her phone number was available at the nurses' station
and the front desk as well as other locations throughout the building. She said the facility provided online
education and followed up in person with education in the monthly meetings. The NHA said staff should be
aware of what defined potential abuse and who to report it to. She said it was not appropriate to use a
grievance form if the complaint involved an allegation of possible abuse. She said the nurse should notify
the NHA by phone immediately and then complete a risk management documentation. The NHA said she
planned to follow up with LPN #1 to complete the risk management form and planned to send out the email
education to staff today. She said she planned to give the education to all staff. The DON said he planned to
print the state guidance on the topic of abuse and reporting. The NHA said she planned to include specific
education in the binder of trigger statements for possible verbal abuse. The DON said he provided written
education on professional communication with residents, family and other staff. The NHA said she planned
to have the SSA follow up with Resident #7 to ensure that he was safe. She said the resident told the SSA
on 1/5/26 that
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he would feel safe if CNA #1 was not in the facility. The DON said he would want to ensure Resident #7
knew what to report and he would not face any retaliation. The NHA said she would ask staff their level of
awareness regarding any allegations of abuse related to Resident #2, Resident #3 and Resident #7. She
said she would ask staff to describe the events and whether or not they reported the incident to anyone.
The DON said if the facility confirmed that abuse was substantiated, witnessed but not reported, he would
ask what the barriers were that caused the situation not to be reported. The NHA said she would review
Resident #3's care plan interventions and ensure the interventions were resident-centered. She said for
residents like Resident #3, who were not interviewable, the facility would interview the resident's family and
identify how Resident #3 responded to staff members. The NHA said she would conduct a record review to
identify any possible patterns among staff members or possible injuries. The NHA said besides the
education, she planned to provide posted written education in staff areas, the nurses' station and dining
area that included information of who to contact, including education for residents and how to directly
contact the ombudsman if they did not feel comfortable reporting an incident to staff. The NHA said she
planned to send a letter to each resident on how and what to report, encouraging them to report directly to
the NHA, the DON, or the SSA to ensure proper investigation. The NHA said the facility was planning to roll
out angel rounding where staff would develop a rapport with the delegated residents and meet with
residents on a routine basis and document rounding. The NHA said she would have leadership staff
conduct the angel rounding during the week. She said education would be provided to specific weekend
staff members to complete the rounds when leadership staff was not available. The NHA said she planned
to complete education on abuse and reporting automatically every three months with new education to
improve engagement and comprehension.
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