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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.
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365265 08/22/2025

Piqua Manor 1840 West High Street
Piqua, OH 45356

F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on medical record review, staff interviews, review of the facility investigation information and policy 
review, the facility failed to report an allegation of abuse. This affected one (#85) resident out of three 
reviewed for abuse. The facility census was 90.Findings include:Review of the medical record for Resident 
#85 revealed an admission date of 08/26/22 with medical diagnoses of senile degeneration of brain, 
hypertension, diabetes mellitus, and unspecified psychosis. Review of an annual Minimum Data Set (MDS) 
assessment, dated 06/02/25, indicated Resident #85 had severe cognitive impairment and required 
partial/moderate staff assistance with bathing/showers, supervision with bed mobility and transfers, and 
set-up assistance with eating. Interviews on 08/22/25 between 9:30 A.M and 10:26 A.M. with Licensed 
Practical Nurse (LPN) #207 and #205 and Certified Nursing Assistant (CNA) #202, #217, and #227 all stated 
they were aware of an allegation that CNA #220 took a photo of Resident #85 when the resident was walking 
in her room topless. They all confirmed they had not been working on 06/13/25, the day of the allegation, but 
confirmed they received education on the facility policy for phone use at work. Interview on 08/22/25 at 11:00 
A.M. with Housekeeper #231 stated on 06/13/25 she was at the nurses' station across from Resident #85's 
room and observed Resident #85 walking toward the closet in her room. Housekeeper #231 stated Resident 
#85 had pants on but was topless. Housekeeper #231 stated she observed CNA #220 state Oh, look at 
Resident #85. I need to take a picture and sent to Resident #85's daughter. Housekeeper #231 stated she 
observed STNA #220 take her phone out of her pocket, and appeared she take a picture of Resident #85. 
Housekeeper #231 stated she immediately reported the incident to the facility Administrator. Interview on 
08/22/25 at 11:32 A.M. with Director of Nursing (DON) confirmed an allegation of abuse had been made that 
CNA #220 took a photo of Resident #85 while she was in her room and topless. DON stated the 
Administrator had been made aware of the allegation of abuse and interviewed witnesses CNA #211 and 
Housekeeper #231 and took their statements. DON also stated the Administrator interviewed CNA #220 who 
denied taking a picture of Resident #85. DON confirmed Administrator did not interview the two CNAs in 
training who were also present at the time of the incident per witness statements. DON confirmed the facility 
had not completed a Self-Reported Incident or notified Ohio Department of Health as per regulations. DON 
confirmed CNA #220 had been terminated on 06/13/25. Review of the facility policy titled, Abuse, Neglect, 
Injuries of Unknown Source, and/or Misappropriation of Resident Property, stated the facility would 
investigate all alleged violations involving Abuse, Neglect, Exploitation, Mistreatment of a resident or 
Misappropriation of Resident Property, including injury of unknown source, in accordance with the policy. 
Mistreatment was defined as inappropriate treatment or exploitation of a resident. The policy stated all 
allegations of abuse, neglect, exploitation, mistreatment of a resident, or misappropriation of resident 
property, and all injuries of unknown source must be immediately reported to Administrator. The policy stated 
allegations of abuse or serious bodily injury must be reported to Ohio Department of Health (ODH) 
immediately, but no later than two hours after the allegation was made. The policy continued to state the 
Administrator, or his/her designee would notify ODH all alleged violations involving abuse, neglect, 
exploitation, mistreatment of a resident, or misappropriation of resident property, and all injuries of unknown 
source as soon as possible but in no event later than 24 hours from the time the incident/allegation was 
made known to the staff member. The policy stated the investigation protocol included interviewing the 
resident, the accused and any witnesses.This deficiency represents non-compliance investigated under 
Complaint Number 1385924.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.
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F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on medical record review, staff interviews, review of the facility investigation information and facility 
policy review, the facility failed to thoroughly investigate an allegation of abuse. This affected one resident 
(#85) out of three reviewed for abuse. The facility census was 90.Findings include:Review of the medical 
record for Resident #85 revealed an admission date of 08/26/22 with medical diagnoses of senile 
degeneration of brain, hypertension, diabetes mellitus, and unspecified psychosis. Review of an annual 
Minimum Data Set (MDS) assessment, dated 06/02/25, indicated Resident #85 had severe cognitive 
impairment and required partial/moderate staff assistance with bathing/showers, supervision with bed 
mobility and transfers, and set-up assistance with eating. Interviews on 08/22/25 between 9:30 A.M and 
10:26 A.M. with Licensed Practical Nurse (LPN) #207 and #205 and Certified Nursing Assistant (CNA) #202, 
#217, and #227 all stated they were aware of an allegation that CNA #220 took a photo of Resident #85 
when the resident was walking in her room topless. They all confirmed that they had not been working on 
06/13/25, the day of the allegation, but confirmed they received education on the facility policy for phone use 
at work. Interview on 08/22/25 at 11:00 A.M. with Housekeeper #231 stated on 06/13/25 she was at the 
nurses' station across from Resident #85's room and observed Resident #85 walking toward the closet in her 
room. Housekeeper #231 stated Resident #85 had pants on but was topless. Housekeeper #231 stated she 
observed CNA #220 state Oh, look at Resident #85. I need to take a picture and sent to Resident #85's 
daughter. Housekeeper #231 stated she observed CNA #220 take her phone out of her pocket, and 
appeared she take a picture of Resident #85. Housekeeper #231 stated she immediately reported the 
incident to the facility Administrator. Interview on 08/22/25 at 11:32 A.M. with Director of Nursing (DON) 
confirmed an allegation of abuse had been made that CNA #220 took a photo of Resident #85 while she was 
in her room and topless. DON stated the Administrator had been made aware of the allegation of abuse and 
interviewed witnesses CNA #211 and Housekeeper #231 and took their statements. DON also stated the 
Administrator interviewed CNA #220 who denied taking a picture of Resident #85. DON confirmed 
Administrator did not interview the two CNAs in training who were also present at the time of the incident per 
witness statements. DON confirmed the facility had not completed a Self-Reported Incident or notified Ohio 
Department of Health as per regulations. DON confirmed CNA #220 had been terminated on 06/13/25. 
Review of the facility investigation documentation revealed on 06/13/25 Administrator obtained witness 
statements from Housekeeper #231, CNA #211 and CNA #220. Review of witness statement from CNA 
#211 revealed documentation to support two CNAs in training were also present at the time of the incident. 
Review of the facility investigation information did not contain documentation to support the two CNAs in 
training were interviewed. Further review of the investigation revealed no documentation to support any 
residents on the hall were interviewed for concerns of abuse. Review of the facility policy titled, Abuse, 
Neglect, Injuries of Unknown Source, and/or Misappropriation of Resident Property, stated the facility would 
investigate all alleged violations involving Abuse, Neglect, Exploitation, Mistreatment of a resident or 
Misappropriation of Resident Property, including injury of unknown source, in accordance with the policy. 
Mistreatment was defined as inappropriate treatment or exploitation of a resident. The policy stated all 
allegations of abuse, neglect, exploitation, mistreatment of a resident, or misappropriation of resident 
property, and all injuries of unknown source must be immediately reported to Administrator. The policy stated 
allegations of abuse or serious bodily injury must be reported to Ohio Department of Health (ODH) 
immediately, but no later than two hours after the allegation was made. The policy continued to state the 
Administrator, or his/her designee would notify ODH all alleged violations involving abuse, neglect, 
exploitation, mistreatment of a resident, or misappropriation of resident property, and all injuries of unknown 
source as soon as possible but in no event later than 24 hours from the time the incident/allegation was 
made known to the staff member. The policy stated the investigation protocol included interviewing the 
resident, the accused and any witnesses.This deficiency represents non-compliance investigated under 
Complaint Number 1385924.
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