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F 0607 Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation

or potential for actual harm pertains to intake #2737521.Based on interviews and record review, the facility failed to effectively
implement abuse policies and procedures that ensure staff report all alleged violations of abuse

Residents Affected - Few immediately to the Nursing Home Administrator (NHA) or designee for 1 resident (Resident #101) of 1

resident reviewed for an allegation of staff to resident abuse, resulting in delayed investigation of an
allegation of potential abuse/mistreatment with the potential to impact safety. Findings include: Review of
the facility policy Abuse, Neglect and Exploitation last revised date of September 2025 revealed, .
Procedure: .1t is the responsibility of our employees, facility consultants, attending physicians, family
members, visitors, etc. to promptly report an incident or suspected incident of neglect or resident abuse to
facility management. The abuse coordinator in the facility is the Administrator, Director of Nursing or facility
appointed designee. Report allegations or suspected abuse, neglect or exploitation immediately to: 1.
Administrator, 2. Director of Nursing, 3. Other officials in accordance with state law. 4. State survey and
certification agency through established procedures .Resident #101Review of an admission Record
revealed Resident #101 was originally admitted to the facility on [DATE], with pertinent diagnoses which
included: dementia, early onset alzheimer's disease, anxiety and depression. Review of a Minimum Data
Set (MDS) assessment for Resident #101, with a reference date of 11/28/25 revealed a Brief Interview for
Mental Status (BIMS) score of 13, out of a total possible score of 15, which indicated Resident #101 was
cognitively intact. Review of Resident #101's Care Plan revealed, Focus: | have dx (diagnosis) of
depression and anxiety .| have reported a significant trauma history and have trauma and stressor-related
disorder. | had a father who was verbally and physically abusive, a mother that had mental health issues
.My first husband was physically abusive, and my second husband was controlling and manipulative .Date
initiated: 8/26/25 .In an interview on 2/18/26 at 10:23 AM, Resident #101 reported that when people are
mean to her, she tends to shut down, but that it had only happened one time since she had been in the
facility. Resident #101 explained that Certified Nursing Assistant (CNA) K was having a bad day, had a
temper tantrum and threw something that ended up knocking Resident #101's coffee over onto her lap.
Resident #101 reported that she had forgiven CNA K and did not want to dwell on it. In an interview on
2/18/26 at 10:45 AM, CNA K reported that a few weeks ago while she was cleaning the cover to her tablet,
CNA M and Resident #101 were teasing her about the way she was cleaning it. CNA K reported that she
took it personally and got frustrated after a few minutes; CNA K reported that she tossed the tablet cover
towards CNA M, but it knocked Resident #101's coffee mug over, and it spilled onto Resident #101's lap.
CNA K reported that she apologized and made sure Resident #101 was not hurt. In an interview on 2/18/26
at 10:48 AM, CNA M explained details of the incident that occurred between herself, Resident #101 and
CNA K on 1/31/26 at about 10:30 AM. CNA M stated that she and Resident #101 were teasing CNA K
about how she was cleaning her tablet cover and CNA K got upset and tossed the cover. CNA M reported
that the cover

(continued on next page)

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.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE
REPRESENTATIVE'S SIGNATURE

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 235009 Page1 of 3



Department of Health & Human Services Printed: 05/05/2026

. . . . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
235009 B. Wing 02/19/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Thornapple Manor 2700 Nashville Rd
Hastings, MI 49058

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0607 went in Resident #101's direction, knocked her coffee over and it spilled onto her lap. CNA M reported that
she didn't think it was appropriate for CNA K to behave that way in front of the resident, but CNA M did not

Level of Harm - Minimal harm notify anyone else about the incident until later that day when she asked Life Enrichment Staff (LES) |

or potential for actual harm about it. CNA M reported that concerns related to abuse were to be reported to the nurse. In an interview
on 2/18/26 at 3:07 PM, LES | reported that on 1/31/26 CNA M came to her late in the day on 1/31/26 and

Residents Affected - Few asked for her advice on how to go about handling the incident that occurred that morning. LES | reported

that CNA M reported to her that CNA K had gotten upset and threw her tablet cover and it knocked
Resident #101's coffee over and onto her lap. LES | reported that she thought the behavior could be
abusive, so she called another coworker Resident Care Coordinator (RCC) L. LES | reported that RCC L
suggested that CNA M write a statement and put it in Registered Nurse (RN) P's mailbox. LES | reported
that concerns related to abuse would normally be reported to the nurse, but that day there was a new nurse
(Licensed Practical Nurse (LPN) G) working and they didn't think she would know what to do.In an interview
on 2/18/26 at 1:49 PM, LPN G reported that on 1/31/26 at approximately 5:30 PM CNA M reported to her
that Resident #101 and CNA M were making jokes about the way CNA K was cleaning a tablet cover and it
ticked off CNA K so CNA K threw the tablet cover at them. LPN G stated that she reported the concern to
the next nurse, RN H when she arrived at approximately 6:00 PM because she did not know what else to
do.In an interview on 2/18/26 at 1:59 PM, RN H reported that when she arrived to work on 1/31/26, LPN G
reported that there had been an incident that occurred earlier that day where CNA K had thrown her tablet
and it had hit Resident #101's coffee. RN H reported that she got busy with medication administration and
then remembered about the incident around 1:00 AM (2/1/26). RN H reported that she notified the House
Supervisor LPN E and asked that the cameras be reviewed to verify what happened. RN H reported that
LPN E asked her to interview Resident #101 before the end of the shift. RN H reported that she did not
have the DON's phone number and normally contacted her team lead RN P when there were concerns
related to mistreatment of a resident. In an interview on 2/19/26 at 10:46 AM, House Supervisor LPN E
reported that she had received a text around midnight on 1/31/26-2/1/26 from RN H to call her. During the
call RN H apologized for not contacted LPN E sooner but would like the cameras to be reviewed related to
a reported incident that a CNA had thrown a tablet at a resident. In the video surveillance, LPN E saw that
Resident #101 and CNA M were sitting at a table in the dining room and CNA K sat down with and was
cleaning the tablet cover, all three of them were talking back and forth, then CNA M said something to CNA
K, then Resident #101 said something to CNA K, and that was when CNA K looked at Resident #101 and
threw the tablet cover. The tablet cover hit Resident #101's cup and spilled coffee on her lap; the cover
would have hit the resident had it not hit her cup first. LPN E reported that she knew it was a big deal and
notified Director of Nursing (DON B) right away. In an interview on 2/18/26 at 11:52 AM, DON B reported
that she had received a call from LPN E at 3:48 AM on 2/1/26 reporting that CNA K had an outburst. At that
time DON B was not given any other details and interpreted the incident to be a conflict between CNA M
and CNA K and Resident #101 had witnessed it and therefore did not have an immediate concern for
abuse and had instructed LPN E to interview all staff and the resident and that DON B would review the
video surveillance when she was able to get access. DON B reported that since the incident, the involved
staff have been re-educated on the importance of notifying herself DON B immediately when there is a
potential concern with mistreatment of a resident. Noted that approximately 17 hours had passed between
when the incident occurred, and when DON B was notified of the potential abuse allegation.In an interview
on 2/19/26 at 12:00 PM, NHA A reported that she was notified on 2/1/26 that Resident #101 had witnessed
an altercation between CNA K and CNA M. NHA A
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F 0607 reported she was not told that CNA K threw her tablet cover and it knocked the resident's coffee over and
spilled on her lap. NHA A reported that they have educated staff time and time again about reporting

Level of Harm - Minimal harm immediately if there is any abuse concern. Review of an email correspondence addressed to DON B from

or potential for actual harm LPN E on 2/1/26 at 6:41 AM revealed, | talked with (CNA K) and (CNA M) and also (LPN G). (CNA K) wrote
a statement for me and said she had tossed the tablet cover at (CNA M) out of anger and frustration,

Residents Affected - Few because she felt (Resident #101) was picking at her and (CNA M) was encouraging it. She said she knew

she should not have reacted in anger and should have removed herself from the situation. | talked to (CNA
M) on the phone and she also had written up a statement yesterday that got placed in (RN P's) box. | asked
her to fax it to the nursing office today so | could get it to you. (CNA M) told me that she and (Resident
#101) were playfully picking on (CNA K) for using a bleach cloth to clean the tablet cover and that (CNA K)
had blown up and said something along the lines of everybody needs to stay out of my business and threw
the tablet cover at them. You will see on camera that after a few minutes (CNA K) walks towards the nursing
office but stops and turns around throwing her hands up in the air and saying something. (CNA M) said that
she made another angry comment and swore. | assume more of the details will be in (CNA M's) statement.
When | talked to (LPN G) she said that (CNA M) didn't report anything to her until about 5:30 and she
thought (Resident #101's) coffee had been spilled but not on her. It looked like (Resident #101's) drink was
water on camera, but it was coffee. The aides told me that (Resident #101) would remember the events of
yesterday, so | asked (RN H) to talk to her before she leaves and to also assess her for any possible injury
from the coffee spill. | educated (LPN G) and (RN H) about nursing response and handling the situation,
and also (CNA M) and (CNA K) for handling the situation and also for resident safety. | will have all
statements that | receive in your mailbox for you to eval .Review of Employee Interview performed by DON
B dated 2/2/26 revealed, Brief description of incident being investigated: reports were made that (CNA K)
on 1/31/26 became frustrated and flung an Ipad cover which knocked over a resident's drink at the dining
room table with a resident present. Camera's show (CNA K) flings the cover, it did quickly fly and tip over
the drink which spilled in her lap. This was an inappropriate outburst in a resident area. Then continued
being aggressive that next day with coworker. clapping and making a big deal when a mistake was made.
Commenting rudely and making an uncomfortable work environment that the trainee was reassigned to
another CNA . Review of an Employee Disciplinary Form dated 2/4/26 revealed, (CNA K) was discourteous
when became upset with another staff and a resident. Flung an Ipad screen cover when frustrated. Then
inappropriate the next day with co-worker/trainee related to incident .
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