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Initial Comments

The Adult Care Licensure Section and the Gaston
County Department of Social Services conducted
an annual survey from 10/14/25 to 10/15/25.

10A NCAC 13F .0902(c)(3-4) Health Care

10A NCAC 13F .0902 Health Care

(c) The facility shall assure documentation of the
following in the resident's record:

(3) written procedures, treatments or orders from
a physician or other licensed health professional;
and

(4) implementation of procedures, treatments or
orders specified in Subparagraph (c)(3) of this
Rule.

This Rule is not met as evidenced by:

Based on observations, record reviews and
interviews, the facility failed to ensure physician's
orders were implemented for 2 of 5 sampled
residents related to discontinuing a medication to
treat memory loss (#1) and discontinuing a
medication to reduce excess fluid (#2).

The findings are:

1. Review of Resident #1's current FL2 dated
07/02/25 revealed a diagnosis of dementia.

Review of Resident #1's signed Nurse
Practitioner's (NP) orders dated 07/15/25 and
09/09/25 revealed there was an order for
memantine ER (extended release) (a medication
to treat memory loss) 28mg one capsule once
daily.

Review of a Resident #1's Mental Health
Provider's (MHP) order dated 07/23/25 revealed
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an order to discontinue memantine ER 28mg one
capsule once daily.

Review of Resident #1's August 2025 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for memantine ER 28mg one
capsule daily at 8:00am.

-Memantine ER 28mg one capsule daily capsules
was documented administered to Resident #1
daily at 8:00am from 08/01/25 to 08/31/25.

Review of Resident #1's September 2025 eMAR
revealed:

-There was an entry for memantine ER 28mg one
capsule daily at 8:00am.

-Memantine ER 28mg one capsule daily capsules
was documented administered to Resident #1
daily at 8:00am from 09/01/25 to 09/30/25 except
from 09/03/25 to 09/07/25 because the
medication was on order from the pharmacy.

Review of Resident #1's October 2025 eMAR
revealed:

-There was an entry for memantine ER 28mg one
capsule daily at 8:00am.

-Memantine ER 28mg one capsule daily capsules
was documented administered to Resident #1
daily at 8:00am from 10/01/25 to 10/14/25.

Observation of medications on hand for Resident
#1 on 10/15/25 at 11:30am revealed:

-There was a bubble pack containing memantine
ER 28mg capsules with 22 capsules remaining.
-The label indicated memantine ER 28mg 30
capsules were dispensed for Resident #1 on
10/03/25.

Interview with a medication aide (MA) on
10/15/25 at 11:30am revealed:
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-He administered residents' medications
according to the orders in the eMAR system.
-Resident #1's orders in the eMAR system
included memantine ER 28mg one capsule daily.
-He administered memantine ER 28mg one
capsule to Resident #1 that morning (10/15/25).

Interview with the Special Care Coordinator
(SCC) on 10/15/25 at 11:37am revealed:
-Resident #1's MHP sent any medication orders
directly to pharmacy.

-She did not review Resident #1's MHP orders
and notes to ensure pharmacy had transcribed
them accurately.

Telephone interview with a Pharmacist with the
facility's contracted pharmacy on 10/15/25 at
11:58am revealed:

-The pharmacy did not receive an order from
Resident #1's MHP to discontinue memantine ER
28mg one capsule daily.

-He did not know why Resident #1's MHP
discontinued memantine ER 28mg one capsule
daily.

Refer to the interview with the Administrator on
10/15/25 at 2:21pm.

Attempted telephone interview with Resident #1's
MHP on 10/15/25 at 1:58pm was unsuccessful.

2. Review of Resident #2's current FL2 dated
05/01/25 revealed a diagnosis of dementia.

Review of Resident #2's signed Nurse
Practitioner (NP) orders dated 09/16/25 revealed
there was an order for furosemide (a medication
to treat swelling and fluid retention) 40mg one
tablet twice daily at 8:00am and 2:00pm.
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Review of Resident #2's signed hospital
discharge orders dated 10/01/25 revealed there
was an order to discontinue furosemide 40mg
one tablet by mouth twice daily.

Review of Resident's September 2025 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for furosemide 40mg one
table twice a day at 8:00am and 2:00pm.

- Furosemide 40mg one tablet twice daily was
administered to Resident #2 at 8:00am and
2:00pm from 09/17/25 to 09/26/25.

-Resident #2 was hospitalized from 09/27/25 to
10/01/25.

Review of Resident #2's signed hospital
discharge orders dated 10/01/25 revealed there
was an order to stop furosemide 40mg one tablet
by mouth twice daily.

Review of Resident #2's October 2025 eMAR
revealed:

-There was an entry for furosemide 40mg one
table twice a day at 8:00am and 2:00pm.
-Furosemide 40mg one tablet twice daily was
administered to Resident #2 at 8:00am and
2:00pm from 10/02/25 to 10/15/25.

Observation of medications on hand for Resident
#2 on 10/15/25 at 10:10am revealed:

-There was a bubble pack containing furosemide
40mg with 43 tablets remaining.

-The label indicated furosemide 40mg 60 tablets
were dispensed for Resident #2 on 09/16/25.

Interview with a medication aide (MA) on
10/15/25 at 10:15am revealed:

-He administered residents' medications
according to the orders in the eMAR system.
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-Resident #2's order in the eMAR system
included furosemide 40mg one tablet twice daily.
-He administered furosemide 40mg one tablet to
Resident #2 that morning (10/15/25).

Interview with the Special Care Coordinator
(SCC) on 10/15/25 at 9:45am revealed:

-She was responsible to review the hospital
discharge documents for residents returning from
the hospital.

-She did not review hospital discharge documents
for residents returning from the hospital.

-She put the hospital discharge documents in the
tray for the NP to review on her next visit.

-She did not know of medication changes until the
pharmacy documented the changes on the
eMAR.

-The hospital on 10/01/25 sent the hospital
discharge documents to the pharmacy for any
medication's changes.

- She did not know of the medication change for
the furosemide until this interview.

-She was aware of other medications for
Resident #2 that was discontinued because the
medications were noted by the pharmacy to be
discontinued on the October 2025 eMAR.

-The medication orders changes were completed
by the pharmacy but not the furosemide 40mg.
-Furosemide 40mg twice a day was administered
to Resident #2 on 10/15/25 at 8:00am.

Telephone interview with a representative with the
facility's contracted pharmacy on 10/15/25 at
9:40am revealed:

-On the hospital discharge documents dated
10/01/25, Resident #2's furosemide 40mg twice a
day was discontinued.

-The pharmacy missed the order, and the
furosemide continued to be on the October 2025
eMAR.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
HAL036023 B. WING 10/15/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1251 E HUDSON BLVD
TERRACE RIDGE ASSISTED LIVING
GASTONIA, NC 28054
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 276 | Continued From page 4 D 276

Division of Health Service Regulation

STATE FORM

6899

WE8611

If continuation sheet 5 of 7




Division of Health Service Regulation

PRINTED: 10/29/2025

FORM APPROVED

STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

Telephone interview with a Pharmacist with the
facility's contracted pharmacy on 10/15/25 at
12:15pm revealed:

-The pharmacy missed the discontinue order
from the hospital discharge documents dated
10/01/25.

-The order was to discontinue furosemide 40mg
one table twice daily at 8:00am and 2:00pm.
-The pharmacy missed the order, and the
furosemide continued to be on the October 2025
eMAR.

-The negative side effect from being administered
the furosemide 40mg twice daily could be
dehydration and /or low blood pressure.

Refer to the interview with the Administrator on
10/15/25 at 2:21pm.

Interview with the Administrator on 10/15/25 at
2:21pm revealed:

-The SCC or the medication aide (MA) was
responsible to look at medication orders for
changes.

-The SCC or MA was responsible to ensure the
pharmacy knew of the medication changes or
discontinuation of a medication.

-The SCC or MA was responsible to ensure all
other MA's knew of any medication changes.
-Daily, any medication changes were sent to the
pharmacy and then all orders were to be placed
in a basket for the Resident Care Director (RCD).
-The RCD was responsible to review the orders
and ensure the changes were entered in the
computer system.

-Medication orders for the Special Care Unit
(SCU) would be given to the SCC and the SCC
would file in the correct resident's record.
-Medication orders for the assisted living area
would be filed by the RCD in the correct
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resident's record.

-If the RCD was not available the Assistant
Resident Care Director (ARCD) would be
responsible to remove the medication changes
from the basket and be placed on the RCD's
desk for review.

-It is the responsibility of the RCD to ensure all
the orders were followed through prior to being
filed.
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