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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical
punishment, and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, record review and interviews, the facility failed to ensure two (#2 and #3) of five
residents reviewed for abuse were kept free from abuse.Specifically, the facility failed to protect
Resident #3 and Resident #2 from physical abuse by Resident #1.Findings include:I. Facility policy
and procedureThe Abuse, Neglect, Exploitation and Misappropriation Prevention Program policy,
revised April 2021, was received from the nursing home administrator (NHA) on 7/14/26 at 9:20 a.m. It
revealed in pertinent part, Residents have the right to be free from abuse, neglect, misappropriation of
resident property and exploitation This includes but is not limited to freedom from corporal
punishment, involuntary seclusion, verbal, mental, sexual or physical abuse and physical or chemical
restraint not required to treat the resident's symptoms. Protect residents from abuse, neglect,
exploitation or misappropriation of property by anyone including but not limited: facility staff, other
residents, consultants, volunteers, staff from other agencies, family members, legal representatives,
friends, visitors and/or any other individual.II. Incident of physical abuse by Resident #1 towards
Resident #3 and Resident #2 on 6/20/26A. Facility investigationOn 6/20/26 a resident reported to the
nurse that Resident #3 was on the floor. Resident #3 reported to the nurse she had been involved in a
verbal altercation with Resident #1, due to her observing Resident #1 throwing water on Resident #2
(see incident below) which caused Resident #2 to cry. Resident #3 said she told Resident #1 to stop
the behavior at which point Resident #1 became upset, cursed at her and pushed her, causing her to
fall and land on her buttock.Resident #3 was assessed by facility staff and assisted back to her
wheelchair. Resident #3 and Resident #1 were separated for safety.The facility substantiated
physical abuse based on witness statements and video surveillance.During the investigation of the
incident between Resident #1 and Resident #3 on 6/20/26, it was discovered Resident #1 had also
thrown water on Resident #2 (see above). Resident #2 was found to be wet from a liquid being spilled
on him by Resident #1. There were no injuries noted. The facility substantiated the allegation based
on witness statements and video surveillance. B. Resident #1 (assailant)1. Resident statusResident
#1, age greater than 65, was admitted on [DATE]. According to the July 2026 computerized physician
orders (CPO), diagnoses included Parkinson's disease (progressive neurological disorder), dementia
and mild neurocognitive disorder (decrease in mental function).The 7/7/26 minimum data set (MDS)
assessment revealed the resident was severely cognitively impaired with a brief interview for mental
status (BIMS) score of four out of 15. He required set up/clean up assistance with walking, eating,
and toilet hygiene. He was independent with transfers. The MDS did not indicate that the resident had
behaviors.2. Record reviewThe psychosocial care plan, initiated 3/31/26, documented Resident #1
was at risk for decreased psychosocial well-being and adjustment issues, emotional distress and
ineffective coping skills. The resident had poor impulse control related to dementia. Resident #1 had
(continued on next page)

065272 4

10/09/2026



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) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

065272 07/13/2026

Sierra Post Acute 1432 Depew St
Lakewood, CO 80214

F 0600

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

been involved in physical altercations with peers as the aggressor (initiated 6/24/26). Interventions
included administering medications as ordered by the physician, encouraging the resident to voice
feelings and frustration, establishing rapport using therapeutic communication, providing emotional
support and encouraging visits with friends and family. A nursing progress note, dated 6/20/26 at
11:48 p.m., revealed a resident had notified the nurse of an altercation between Resident #1 and
Resident #3. Upon completion of an assessment, it was noted Resident #1 was in the hallway visibly
upset. Several residents reported that Resident #1 had engaged in verbal altercation with Resident #3
that then escalated to physical contact. Per witnesses, Resident #1 pushed Resident #3, causing her
to fall into a seated position on the floor.A social services progress note, dated 6/20/26 at 10:54 a.m.,
revealed a follow-up visit with Resident #1 was conducted for an altercation. Resident #1 was unable
to recall the incident. Resident #1 reported he was having a great day. Resident #1 was observed
interacting with other peers at ease and denied distress or fear. There were no psychosocial concerns
noted during the interaction. A physician's progress note, dated 6/22/26 at 7:00 a.m., revealed
Resident #1 was seen for follow-up after an altercation with another resident. Resident #1 had no
complaints and was unable to recall the altercation. Resident #1 was at baseline. An interdisciplinary
team (IDT) progress note, dated 6/22/26 at 4:08 p.m., revealed the plan of care was discussed for
Resident #1 as he was the alleged aggressor in a resident-to-resident altercation with Resident #3.
Resident #1 was noted to have pushed Resident #3 on the upper body after Resident #3 confronted
Resident #1 for throwing water on Resident #2 (see incident above). There were no injuries, bruising,
or abrasions and no facial expression of any pain. The residents were immediately separated. All
notifications were completed per facility protocol. Both residents involved were placed on frequent
checks and educated to seek staff assistance as needed. Resident #1 denied fear and no
psychosocial concerns were noted.C. Resident #3 (victim) 1. Resident StatusResident #3, age [AGE],
was admitted on [DATE] and readmitted on [DATE]. According to the July 2026 CPO, diagnoses
included bipolar (mental health condition with extreme shifts in mood, energy and activity), vascular
dementia, major depressive disorder, type 2 diabetes and hypertensive heart failure (fluid overload on
the heart).The 6/3/26 MDS assessment revealed the resident was moderately cognitively impaired
with a BIMS score of nine out of 15. She required staff supervision/touch assistance with ambulation
10 feet with a wheelchair. She was independent for transfers. The MDS did not indicate that the
resident had behaviors.2. Record reviewThe behavior care plan, initiated 6/23/17, documented
Resident #3 had episodes of allegedly initiating physical aggression towards other residents due to
bipolar disorder and dementia with behavioral disturbance. Resident #3 had been involved in psychical
altercations as the victim (revised 6/24/26). Interventions included providing behavior health
counseling, identifying triggers, such as a need for soda and peers passing by making comments that
may or may not be directed towards the resident and de-escalating the resident via methods of
contacting family and redirection. A nursing progress note, dated 6/21/26 at 12:11 a.m., revealed the
nurse was alerted by residents that Resident #3 was on the floor. Resident #3 was found on the floor
sitting upright. Resident #3 stated she had been involved in a verbal altercation with Resident #1.
Resident #3 said Resident #1 had thrown water on Resident #2, causing him to cry. Resident #3 told
Resident #1 to stop and then Resident #1 became upset, cursed at her (Resident #3) and pushed her,
causing her to fall and land on her back. Resident #3 was assessed and assisted back to her
wheelchair with staff assistance. The resident had no visible injuries Resident #3 remained alert and
responsive. Neurological assessments were initiated per facility protocol. All parties were notified per
facility policy. The residents were placed on 15-minute monitoring. A social services, dated 6/21/26
at 10:58 a.m., revealed Resident #3 shared her perception of the altercations. Resident #3 denied
(continued on next page)
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distress and fear and continued with her daily routine. There were no psychosocial concerns at that
time. A nurse practitioner note, dated 6/22/26 at 10:38 a.m., revealed staff reported Resident #3 was
pushed down on 6/20/26 in the afternoon by another resident. Her neurological assessments had
been stable. Resident #3 did complain of mild pain in her buttock and right elbow. Resident #3 had a
full range of motion (ROM) of the joints involved. An IDT note, dated 6/22/26 at 11:31 a.m., revealed
that on 6/20/26 Resident #3 was allegedly pushed by another resident.3. Resident interviewResident
#3 was interviewed on 7/13/26 at 12:55 p.m. Resident #3 said she thought someone had pushed her
but she grew up with five brothers so she could defend herself. Resident #3 denied being fearful of
anyone or having fear of living in the facility. Resident #3 was unable to recall specific details of the
incident with Resident #1 on 6/20/26.D. Resident #2 (victim) 1. Resident statusResident #2, age less
than 65, was admitted on [DATE] and readmitted on [DATE]. According to the July 2026 CPO,
diagnoses included congestive heart failure, diabetes and intellectual disability.The 6/4/26 MDS
assessment revealed the resident was moderately cognitively impaired with a BIMS score of eight out
of 15. He required moderate staff assistance with toileting. He was independent with ambulation
transfers and bed mobility. 2. Record reviewThe behavior care plan, initiated 4/11/24, revealed
Resident #2 exhibited or had the potential for aggressive or violent behaviors (verbal or physical)
towards staff, peers or self, placing himself or others at risk for harm or distress related to his
intellectual disabilities. Resident #2 had been involved in resident-to-resident allegations as the
victim. Inventions included identifying early warning sign triggers, such as his perception of others
being treated unkindly, using one-step directions, avoiding rushing and overstimulation of the resident
and providing a calm, low stimulation area for redirection when agitated as the resident permitted.A
social services note, dated 6/22/26 at 2:47 p.m., revealed Resident #2 denied fear or distress
following the event with Resident #1 on 6/20/26. Resident #2 continued with his daily routine with no
psychosocial concerns noted. A nursing progress note, dated 6/23/26 at 9:10 a.m., revealed that
during an investigation of another event on 6/20/26 (between Resident #1 and Resident #3), it was
noted Resident #2 had liquids spilled on him by Resident #1. The resident had no signs of distress and
denied pain. An IDT note, dated 6/23/26 at 2:01 p.m., revealed Resident #1 was the alleged aggressor
observed to throw water on Resident #2. There were no injuries and no facial indicators of pain. The
residents involved were immediately separated for safety. All parties were notified per facility
protocol. Resident #2 was educated to seek staff assistance as needed. III. Staff interviewsThe
social services director (SSD) and the NHA were interviewed together on 7/13/26 at 2:15 p.m. The
SSD said Resident #1 was admitted from home and had cognitive difficulties leading to confusion and
wandering into other residents' spaces. The SSD said Resident #1 had recently been in altercations
with other residents as the aggressor. However, she said she felt the situation with Resident #3 and
Resident #2 on 6/20/26 was an isolated situation, as Resident #1 was normally not aggressive
day-to-day. The SSD said he responded well to redirection from staff. The SSD said she had not
identified any behaviors from Resident #1 adjusting to living in the facility. The SSD said Resident #1
passively participated in activities in the common area and enjoyed playing cards, drinking coffee and
socializing with his peers. The SSD said Resident #2 spent his days at the facility being very social,
friendly and watching television while sitting on the couch in the common area. She said he socialized
around meal time in the dining room and would return to the couch after meals. The SSD was unsure if
Resident #2 had been involved with other resident-to-resident situations. The NHA said Resident #2
had previously been involved in occurrences. The NHA said if Resident #2 felt if a resident was not
being included he would get involved. The NHA said Resident #2 likes rules and if he perceives
something wrong he will check on the situation. The SSD said Resident #3 had been living in the
(continued on next page)
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facility for a long period of time and she got along with staff and peers with ease. The SSD said
Resident #3 was willing to involve herself if she knew something was wrong. The SSD said she did
not identify any changes in behaviors for Resident #1, Resident #2 or Resident #3 following the
incidents on 6/20/26.Licensed practical nurse (LPN) #1 was interviewed on 7/13/26 at 3:22 p.m. LPN
#1 said if abuse was suspected, observed or reported, she would notify the supervisor after ensuring
residents' safety. LPN #1 said Resident #1 liked to wander the halls, participate in activities and drink
coffee. LPN #1 said she had not observed Resident #1 have any concerning aggressive behaviors, as
he was easily redirectable if needed.LPN #1 said Resident #2 liked to watch television in the common
area and would socialize with his peers. She said she had not noted any behaviors from Resident #2.
LPN #1 said Resident #3 could be forgetful but she had not noted any agitation or aggressive
behaviors for the resident. The NHA was interviewed again on 7/13/26 at 3:47 p.m. The NHA said
abuse was any allegation involving, physical, verbal, mental, or misappropriation of property of a
resident.The NHA said if any type of abuse was suspected or observed, the staff should alert the
supervisor, or himself, as he was the abuse coordinator. He said once notifications were made, the
facility immediately ensured resident safety and began an investigation into the situation. The NHA
said the facility wanted to promote the safety and well-being of the residents. The NHA said in the
situation of Resident #3 being pushed by Resident #1, Resident #1 was separated and placed on
frequent checks to promote safety for all residents. He said while the facility was investigating how
Resident #3 was found on the floor, it was discovered that Resident #1 had also thrown water on
Resident #2. The NHA said the facility reviewed video surveillance along with obtaining witness
statements of other residents and were able to determine that Resident #1 had first thrown water on
Resident #2 and then pushed Resident #3 after she intervened. The NHA said after a
resident-to-resident incident occurred, social services would do a follow up visit to evaluate how
residents were doing and follow up with those concerns if needed, such as latent fear or trauma from
the incident. He said the SSD would notify the IDT if additional assessments might be needed, such
as nursing assessments or even third party psychosocial evaluations. The NHA said based on the
follow-up, it helped determine resident cares moving forward. The director of nursing (DON) was
interviewed on 7/13/26 at 4:08 p.m. The DON said staff should first separate the residents involved in
a resident-to-resident incident to promote safety of the residents. She said staff should then notify
their supervisor and the NHA. The DON said residents should be assessed for injuries. The DON said a
resident pushing another resident or throwing water on another resident would be considered abuse.
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