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Virginia Veterans Care Center 4550 Shenandoah Ave N W
Roanoke, VA 24017

F 0684

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Based on staff interview, clinical record review, and during a medication pass and pour observation, the 
facility staff failed to administer the physician ordered vitamin Certavite senior for 1 of 33 residents, Resident 
#44. 

The findings included:

For Resident #44, the facility staff failed to administer the physician ordered vitamin Certavite senior per the 
physicians order. 

Resident #44's clinical record included the diagnosis Alzheimer's disease, dysphagia, benign prostatic 
hyperplasia, and cognitive communication deficit. 

Resident #44's annual MDS (minimum data set) assessment with an ARD (assessment reference date) of 
11/17/21 included a BIMS (brief interview for mental status) summary score of 3 of 15. 

01/26/22 7:43 a.m., the surveyor observed LPN (licensed practical nurse) #1 prepare and administer 
Resident #44's morning medications. 

After this observation, the surveyor reconciled Resident #44's medications using the clinical record. Resident 
#44's clinical record included an order for Certavite senior/antioxidant tablet (multiple vitamin with minerals) 
give 1 tablet by mouth one time a day for supplement with an order date of 12/11/2020. Per the medication 
administration record, this medication was to be administered at 9:00 a.m. daily.

The surveyor did not observe this medication being prepared or administered. 

01/26/22 8:04 a.m., LPN #1 stated the Certavite was house stock and they had forgotten to administer it. 
LPN #1 pulled the bottle of Certavite from the medication drawer, placed it into a clear medication cup, and 
stated they would administer it to Resident #44. 

01/26/22 4:00 p.m., the administrator, DON (director of nursing), assistant administrator, and ADON 
(assistant director of nursing) were made aware of the issue regarding Resident #44's Certavite. 

No further information regarding this issue was provided to the survey team prior to the exit conference.
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