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Shenandoah Center 50 Mulberry Tree Street
Charles Town, WV 25414

F 0657

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.

Tag F657 care plan timing and revision.Based upon record review and staff interview, the facility FAILED to 
ensure accurate and up to date information was reflected in the residents care plan for Resident #48. This 
was found to be true for one of three resident record reviewed. This has the ability to effect more then one 
resident.resident effected #48Residents reviewed #48, #72 and #60Census: 75 Findings include:A) Resident 
#48Resident #48 was seen wandering into other residents' rooms drinking from their cups, eating other 
residents' food and getting ice out of the ice chest with bare hands. Resident #48 is not care planned for 
behaviors mentioned in a complaint (entering other rooms, public urination or displaying privates, using other 
residents' items eating from common food sources)Interview with Admin #10 stated that resident #48 that we 
have tried to find a more suitable place for resident #48 long term due to all his needs. Interview with RN #56 
stated resident #48 had a hard time when he first got here. The resident needed and still needs a lot of 
re-queuing and re-direction. He took a few weeks to adjust to the new setting of being here and still 
comments about wanting to go home. When the ADMIN #10 was presented with the fact that the care plan 
didn't reflect the behaviors that both other residents and staff have seen and documented the administrator 
stated that she would make sure they are correct going forward.
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