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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure medication error rates are not 5 percent or greater.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, observations and staff interviews, the facility failed to maintain a medication error rate of less 
than 5% as evidenced by the administration of wrong dosage (2 medication errors out of 30 opportunities), 
resulting in a medication error rate of 6.67% for 2 of 3 residents (Resident #105 and Resident #36) observed 
during medication pass.

The findings included:

1. Resident #105 was admitted to the facility on [DATE] with diagnoses that included vitamin deficiency.

The Physician's Orders in Resident #105's electronic medical record indicated an active order dated 3/24/25 
for Cholecalciferol (Vitamin D3) 50 micrograms (mcg) (2000 units) once a day.

On 6/25/25 at 8:16 AM, Nurse #1 was observed as she prepared and administered Resident #105's 
medications. Nurse #1 administered one tablet of Vitamin D3 25 mcg to Resident #105.

An interview with Nurse #1 on 6/25/25 at 9:38 AM revealed she should have given two tablets of Vitamin D3 
to Resident #105 when she gave her medications.

An interview with the Director of Nursing (DON) on 6/25 /25 at 2:40 PM revealed she would need to check to 
see why Nurse #1 made the medication error, but it was probably because she didn't read the label on the 
bottle carefully. The DON stated that the nurses were supposed to follow the five rights of medication 
administration.

2. Resident #36 was admitted to the facility on [DATE] with diagnoses that included vitamin D deficiency.

The Physician's Orders in Resident #36's electronic medical record indicated an active order dated 2/12/23 
for Cholecalciferol (Vitamin D3) 50 mcg (2000 units) once a day.

On 6/25/25 at 8:40 AM, Nurse #2 was observed as she administered Resident #36's medications. Nurse #1 
administered two tablets of Vitamin D3 10 mcg (400 units) to Resident #36. 

An interview with Nurse #2 on 6/25/25 at 9:11 AM revealed she was aware that the facility had two different 
formulations of Vitamin D3 available, and that she should have pulled from the other bottle of Vitamin D3 that 
had 50 mcg to give the correct dose to Resident #36. 

(continued on next page)
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An interview with the Director of Nursing (DON) on 6/25 /25 at 2:40 PM revealed she would need to check to 
see why Nurse #2 made the medication error, but it was probably because she didn't read the label on the 
bottle carefully. The DON stated that the nurses were supposed to follow the five rights of medication 
administration.

32345013

11/20/2025



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      

345013 06/26/2025

Peak Resources - Charlotte 3223 Central Avenue
Charlotte, NC 28205

F 0812

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food 
in accordance with professional standards.

Based on observations and staff interviews, the facility failed to remove expired milk from the kitchen's 
walk-in refrigerator for 1 of 1 walk-in refrigerator. 

Findings included

On 6/23/225 at 10:48 AM an observation of the walk-in refrigerator with the Dietary Manager (DM) found a 
crate located on the second shelf containing approximately 12-pint size milk cartons stamped with a 
expiration date of 6/17/25. 

On 6/25/25 at 11:19 AM the DM stated the expired milk should have been removed by the expiration date. 
The DM stated it was her responsibility to ensure the walk-in refrigerator food items were not stored past 
their expiration date. Furthermore, the DM stated she had overlooked the milk and she checked the walk-in 
refrigerator daily. 

The Administrator was interviewed on 6/26/25 at 3:22 PM and stated the expired milk should have been 
removed from the refrigerator by the expiration date.
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