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This citation pertains to Intake # 2606671.Based on interview, and record review, the facility failed to protect 
the resident's right to be free from misappropriation of property in 1 of 4 residents (Resident #103) reviewed 
for misappropriation of property, resulting in the resident's money being taken by a staff member without the 
resident's consent.Findings include:Resident #103Review of an admission Record revealed Resident #103 
was a female with pertinent diagnoses which included anxiety.Review of a Minimum Data Set (MDS) 
assessment for Resident #103, with a reference date of 6/20/25, revealed a Brief Interview for Mental Status 
(BIMS) score of 14, out of a total possible score of 15, which indicated she was cognitively intact.Review of a 
facility investigation revealed (Resident #103) reported to Life Enrichment staff .she was missing a small 
zippered purse/pouch with about $10 worth (of) quarters in it and that a second change pouch was empty 
that had previously had about $10 worth of quarters in it as well. She reported to the staff that she had them 
both on Friday when she put away her bingo money, and that she noticed them missing Monday morning. 
She reports that they were in her night stand drawer side by side and the missing zippered purse was a 
black/blue colored pouch with a small flap and a logo on it .An investigation was immediately started with the 
review of camera footage .Camera footage was reviewed for the weekend, starting Friday afternoon after 
(Bingo). Saturday 8/9/25 at 3:18:55pm an agency staff is seen entering the resident's room and comes out at 
3:20:47pm. It is noted that when she comes out it appears that she has something heavy and full in her right 
pocket of her scrub top. Camera footage follows her up the hall where she pulls out a dark colored pouch 
from her right pocket, unzips it, and appears to insert something small into it. She then goes back into the 
employee area and takes money out of a pouch and purchases a bag of chips at approximately 3:25 (PM) 
then starts to leave but comes back to the vending machine and purchases a Gatorade using the same 
pouch. When she turns around the pouch is clearer on the camera and is a dark blue/purple in color. The 
footage of the pouch/purse was shown to the resident and she confirms that it is her missing change purse .
In an interview on 9/3/25 at 2:43 PM with Administrator A and Director of Nursing (DON) B, camera footage 
was reviewed to confirm the evidence summarized within the facility investigation. Administrator A and DON 
B reported while reviewing the camera footage during the investigation, they observed Agency Certified 
Nursing Assistant (CNA) T enter Resident #103's room on 8/9/25 at approximately 3:18 PM, then exit a few 
minutes later. Administrator A and DON B confirmed Resident #103 was not in her room at that time, and 
when Agency CNA T exited the room at approximately 3:20 PM, the front pocket of her scrub top appeared 
weighed down (as if something heavy was in the pocket). Administrator A and DON B reported Agency CNA 
T then proceeded to the service hallway and purchased some items from the vending machines. 
Administrator A and DON B were able to capture a still from the camera footage showing Agency CNA T 
holding a small, dark-colored bag in her hand. Administrator A and DON B reported Resident #103 was 
shown the still from the camera footage and identified the small, dark-colored bag as her missing change 
purse.In an interview on 9/4/25 at 11:57 AM, Resident #103 reported she had two small bags with quarters in 
her nightstand in her room. Resident #103 reported one was a blue stuffed bird with approximately ten 
dollars of quarters inside, and the other was a small, dark-colored purse with an additional ten dollars of 
quarters. Resident #103 reported she recalled adding some money to one of the small bags (the blue stuffed 
one) and stated On Saturday morning (8/9/25) it was so full .I remember thinking I'm going to have to remove 
some quarters . Resident #103 reported on Monday, 8/11/25, she realized the small, dark-colored purse was 
missing and the blue stuffed bird bag was empty. Resident #103 reported she notified staff, and they 
searched her room with no bag or quarters found. Resident #103 reported the facility completed an 
investigation into her missing bag/money and showed her a photo of Agency CNA T holding a small bag 
near the vending machines. Resident #103 identified the small purse in the photo as her missing coin purse, 
and stated, They showed me her hand, and she was holding the bag . Resident #103 stated, I felt really bad. 
I was hurt because this is my home .I want to feel safe here. I didn't want to accuse anyone . Resident #103 
recalled her interactions with Agency CNA T and described her as standoffish. Resident #103 reported she 
did not recall Agency CNA T ever assisting her (Resident #103) with care and stated she (Resident #103) 
makes her own bed and there was no reason for Agency CNA T to be in her (Resident #103's) room on 
8/9/25.In an interview on 9/4/25 at 1:19 PM, Director of Social Services C reported on 8/11/25 there was a 
staff meeting and a life enrichment staff member reported Resident #103 had some missing money. Director 
of Social Services C reported Administrator A and DON B were notified and an investigation was initiated. 
Director of Social Services C reported Resident #103 reported a small change purse was missing which had 
contained approximately ten dollars of quarters, and a second fuzzy bag which contained another ten dollars 
of quarters was empty. Director of Social Services C reported they reviewed the camera footage and 
observed Agency CNA T enter Resident #103's room on 8/9/25 at approximately 3:18 PM. Director of Social 
Services C reported Agency CNA T was in the room for approximately 2-3 minutes. Director of Social 
Services C reported when Agency CNA T exited the room, one of her pockets looked puffier and different 
than in previous camera views. Director of Social Services C reported they pulled pictures from the camera 
footage and showed them to Resident #103, who was able to identify the bag in Agency CNA T's hand as 
her missing change purse.Review of the policy/procedure Abuse, Neglect and Exploitation, dated 11/2024, 
revealed .Each resident has the right to be free from abuse, neglect, misappropriation of resident property 
and exploitation . Misappropriation of Resident Property means the deliberate misplacement, exploitation, or 
wrongful, temporary or permanent, use of a resident's belongings or money without the resident's consent .
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

(continued on next page)

43235009

02/05/2026



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      

235009 09/04/2025

Thornapple Manor 2700 Nashville Rd
Hastings, MI 49058

F 0689

Level of Harm - Actual harm

Residents Affected - Few

This citation pertains to Intake # 2605454.Based on interview, and record review, the facility failed to 
implement care plan interventions to ensure safety and thoroughly document/investigate a fall in 1 of 4 
residents (Resident #102) reviewed for safety and fall prevention, resulting in a fall with a right fibula fracture 
for Resident #102, and the potential for additional falls/injuries.Findings include:Resident #102Review of an 
admission Record revealed Resident #102 was a female, with pertinent diagnoses which included cerebral 
palsy (a congenital disorder of movement, muscle tone, or posture), Alzheimer's disease, dementia, 
depression, osteoporosis (a condition in which the bones become weak and brittle), and arthritis.Review of a 
Minimum Data Set (MDS) assessment for Resident #102, with a reference date of 7/11/25, revealed a Brief 
Interview for Mental Status (BIMS) score of 11, out of a total possible score of 15, which indicated moderate 
cognitive impairment.Review of a Care Guide for Resident #102, dated 8/11/25, revealed TOILETING .2 
ASSIST WITH GAIT BELT TO STAND AT GRAB BAR IN BATHROOM WHILE COMMODE IS PLACED 
BEHIND HER .In an interview on 9/3/25 at 12:48 PM, Certified Nursing Assistant (CNA) F reported she 
responded to Resident #102's room on 8/17/25 at approximately 9:30 PM after CNA U called over the walkie 
for assistance. CNA F reported when she arrived at the room, she observed both Resident #102 and CNA U 
on the floor in the bathroom, with the CNA's right arm and right leg underneath the resident. CNA F reported 
she was told by CNA U that Resident #102 was lowered to the floor and did not hit her head. CNA F reported 
Resident #102 did not complain of pain at that time, and after Licensed Practical Nurse (LPN) K assessed 
Resident #102, she (CNA F) and LPN K used a gait belt to transfer Resident #102 up into her wheelchair, 
then into bed. CNA F reported a few hours later, Resident #102 put her call light on and complained of a 
cramp in her leg. CNA F stated, I rubbed it a little bit but that didn't help. CNA F reported she then notified 
the nurse of the new pain complaint. CNA F reported staff should always check the Care Guide before 
providing care to a resident. CNA F reported when an incident like this occurs, the nurse will typically 
complete an incident report. CNA F reported after the incident involving Resident #102 on 8/17/25, LPN K 
did not complete an incident report.In an interview on 9/3/25 at 1:15 PM, CNA U reported on 8/17/25 at 
approximately 9:30 PM she was assisting Resident #102 to the bathroom and stated .I did not realize she 
was a two-person (assist) . CNA U reported Resident #102 stood at the grab bar and she (CNA U) cleaned 
Resident #102 up and removed the commode from behind her. CNA U reported Resident #102 then stated, 
Oh no! and started to tilt sideways, losing her balance. CNA U reported she held up Resident #102's pants 
and lowered her to the floor, and stated, I was kind of underneath her. I slowly lowered her to the floor 
because I couldn't get to my walkie. I called once she was on the floor . CNA U reported after she called for 
assistance, CNA F and LPN K responded. CNA U reported LPN K assessed the resident and checked her 
vital signs. CNA U reported initially Resident #102 did not complain of pain, but once Resident #102 was 
transferred to bed she started complaining of a leg cramp. CNA U reported they did have a Fall Huddle in the 
room but reported she was unsure if an incident report was completed. CNA U reported she learned after the 
incident that Resident #102 was a two-staff assist in the bathroom, and that this change to her Care Guide 
had occurred a few days prior to the incident. CNA U reported the Care Guide should be checked before 
providing care to a resident and acknowledged that she did not check the Care Guide prior to assisting 
Resident #102 to the bathroom on 8/17/25.In an interview on 9/3/25 at 2:00 PM, CNA G reported on 8/18/25 
she was assisting Resident #102 with morning care, and the resident complained of pain in her right leg. 
CNA G reported when Resident #102 was rolled onto her left side, her right leg hurt more. CNA G reported 
staff ended up using a dependent lift on 8/18/25 to transfer Resident #102 to her wheelchair due to the pain, 
which was unusual for Resident #102. CNA G stated, I could tell in her face that it hurt. CNA G reported 
Resident #102 was able to stand at the grab bar later in the afternoon on 8/18/25 and reported her right leg 
was still sore, but she was able to put pressure on it. CNA G reported Care Guides provide guidance on how 
to care for the residents and are posted in the closets. CNA G reported the Care Guide should always be 
checked before providing care to a resident.In an interview on 9/4/25 at 8:17 AM, CNA H reported on 8/19/25 
Resident #102 complained of right leg pain when being assisted with bed mobility. CNA H reported she did 
not observe any visible injuries, and when asked Resident #102 could not recall a cause or reason for the 
pain in her right leg.In an interview on 9/4/25 at 11:18 AM, LPN K reported on 8/17/25 at approximately 9:30 
PM, CNA U called via a walkie for assistance in Resident #102's room. LPN K reported when she arrived at 
Resident #102's room, she observed Resident #102 on the floor in the bathroom on her right side, with CNA 
U sitting beside the resident. LPN K reported she asked what had happened and CNA U told her the resident 
was lowered to the ground. LPN K stated, I should have done an incident report. LPN K reported Resident 
#102 did not complain of any pain and did not appear to have any visible injuries upon assessment. LPN K 
reported CNA U had completed a one-person assist with toileting when the resident required two-staff assist 
with toileting per her Care Guide.In an interview on 9/4/25 at 1:07 PM, Registered Nurse (RN) Team Lead P 
reported on 8/22/25, Resident #102 was complaining of pain in her right leg. RN Team Lead P reported staff 
had identified/documented Resident #102's complaints of leg pain earlier in the week and had notified the 
doctor to assess the resident. On 8/22/25, Resident #102 did not want to get up for BINGO, which was 
unusual for her, so she (RN Team Lead P) went to the room to assess Resident #102. RN Team Lead P 
stated, When I flexed her (right) knee she was immediately painful . RN Team Lead P reported there were no 
recent incidents or falls noted in the medical record. RN Team Lead P reported the physician was notified 
and orders were obtained for an X-ray.Review of a Health Status note for Resident #102, dated 8/22/25 at 
12:17 PM, revealed .Resident is reporting pain R (right) buttocks which continues down through to the right 
foot. Resident is unable to show exact area, but during assessment knee is bothered when moving. R leg 
does have increase in swelling. While resident using leg to propel wheelchair it is causing pain .any bending 
at the knee is also causing pain. Physician on call contacted and (X-ray) ordered .Review of a Radiology 
Report for Resident #102, dated 8/22/25, revealed .REASON FOR EXAM: PAIN .Results: Right knee .
Conclusion: Fracture of the proximal fibula .Results: Right tibia and fibula .Conclusion: Fracture of the 
proximal fibula .Review of a Health Status note for Resident #102, dated 8/23/25 at 12:33 PM, revealed 
(Family Member) called back and discussed new orders with this nurse. (Family Member) brought up that 
she was here on (8/18/25) and she talked with this writer at that time about resident having pain in RLE (right 
lower extremity), which she had stated she thought was arthritis. She thanked staff for getting (the X-ray) and 
also asked if we knew when the injury occurred. This writer informed her that we are unaware of an incident 
that caused this .Review of a facility investigation revealed On 8/22/25 .(Director of Nursing (DON) B) was 
notified that a resident (Resident #102) had a fractured right fibula. Per staff and records review there was no 
known fall or other cause of the injury .It was noted that Monday, 8/18/25 was when (Resident #102) first 
started c/o (complaining of) pain and having decreased mobility. The statements reveal that Monday morning 
she required the use of the mechanical lift .Cameras were reviewed and it was noted that on the evening of 
8/17/25, staff .were seen reporting to the resident's room quickly with the fall-huddle clip board and the vital 
cart machine at approximately (9:32 PM). Upon interviewing the staff, there was an incident of the resident 
being lowered to the floor in her bathroom on 8/17/25 .Results of the investigation and interviews (revealed 
that Resident #102) was lowered to the floor by (CNA U) on 8/17/25. (CNA U) was using a gait-belt and 
commode as is per the resident's plan of care. She did however transfer (Resident #102) by herself .
(Resident #102's) plan of care was changed on 8/11/25, prior to the incident to .2 assist with gait belt to 
stand at grab bar in bathroom while commode is placed behind her .Review of an Incident/Accident Report 
for Resident #102, dated 8/17/25 at 9:34 PM, revealed .I (LPN K) was called into resident's room to see 
resident lying on her right side in the bathroom. Resident was on the commode before this. (CNA U) was 
with her and stated that resident did not fall and that she lowered her down to the floor. CNA was sitting on 
the floor with resident. The resident had a pillow under her head .Resident was assessed and no pain was 
noted. I asked resident if she hit her head and she stated no. I asked resident if she got hurt and she said no 
she didn't get hurt. CNA and I helped her back into her wheelchair with her gait belt and another staff 
member put her wheelchair underneath her. I had help with a CNA and assisted resident into bed using her 
pivot disc . Note this Incident/Accident report was not created/completed until after Resident #102's fracture 
was identified.Review of the policy/procedure Maintaining and Establishing Care Guides, dated 9/2025, 
revealed .A care guide/kardex is a quick reference tool based off the resident's individualized plan of care 
that was developed by the resident and members of the interdisciplinary team. This information should be 
easily located and used by staff to assist the resident with their direct care needs .Review of the 
policy/procedure Incident Reports, dated 8/2025, revealed It is the policy of (Facility Name) to complete an 
investigation i.e. incident report (IR) when a resident falls or sustains an injury. The purpose of the IR is to 
complete a thorough assessment of the incident, identify the root cause, and a corrective action in hopes of 
preventing the incident from re-occurring. An Accident/Incident Report must be completed on the shift in 
which the accident/incident occurred .An incident report will be completed by the nurse whom the incident is 
reported to or identified by .The incident report will include the (resident's) recollection (when available) and .
A description of what happened, including staff/witness statements .In the event of a fall, a Fall Huddle will 
be completed .The (nurse's) assessment and description of the medical treatment administered .A 
description of the corrective actions and/or preventive measures implemented to prevent such 
accident/incident from recurring .A comprehensive investigation will be completed by the Risk Management 
nurse as soon as possible .During the onsite survey, past noncompliance (PNC) was cited after the facility 
implemented actions to correct the noncompliance which included education to all staff on checking the care 
guide before providing care or assistance, re-education to the nursing staff on the policy/procedure 
Maintaining and Establishing Care Guides as well as the importance of checking the care guide before 
providing any care, and a process change to how changes in the care guides are communicated to nursing 
staff via the huddle board. The policy/procedure Incident Reports was updated to better define a fall, and 
nurses were educated on this policy/procedure and when an incident report must be completed. The facility 
was able to demonstrate monitoring of the corrective action and maintained compliance. Compliance date of 
9-3-25.
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