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August 27,2019

Machella Nydia Brooks (via e-mail only) -
190 Fox Hollow

Pinehurst, NC 28374

RE: HA Follow-Up Biennial Construction Survey
FID #971362  Hal063022
Fox Hollow Senior Living Community
190 Fox Hollow
Pinehurst Moore County

Dear Ms. Brooks:

On August 22, 2019, a Biennial Follow-Up Construction Survey was conducted at your facility by the
Construction Section of the Division of Health Service Regulation to determine if your facility was in
compliance. As a result of this survey, your facility is not in substantial compliance due to uncorrected
deficiencies. Failure to correct the outstanding deficiencies may jeopardize thie status of your license.

Corrections are required and a Signed Plan of Correction must be submitted.

Plan of Correction (PoC)

A PoC for the deficiencies must be submitted September 11, 2019
Your PoC for the deficiencies must contain the following:

0 What corrective action(s) will be accomplished by the facility to correct the deficient
practice; '

0 How you will identify other life safety issues having the potential to affect residents by the
same deficient practice and what corrective action will be taken; '

) ‘What measures will be put into place or what systemic changes you will make to ensure
that the deficient practice does not recur; and,

0 How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, i.e., what quality agsurance program will be put inio place.
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FOX HOLLOW SENIOR LIVING COMMUNITY

{C 000} Initial Comments {C 0co}

Report of Biennial Follow Up Construction Survey
by Ed Miiler on 8-22-2019. '

Some deficiencies were not corrected. Further
action is required.

{C 189} Building Equipment Maintained Safe, Operating | {C 189}

SECTION .0300 - PHYSICAL PLANT

10A NCAC 13F .0311 OTHER
REQUIREMENTS

{a) The buiiding and all fire safely, electrical,
mechanical, and plumbing equipment in-an adult
care home shall be maintained in a safe and
operating condition.

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (e)
which shall not apply to existing facilities.

This Rule is not met as evidenced by:

2. Based on observation, the required one-hour
fire rated walls and/or ceilings were compromised
in locations. Holes and penetrations that are not
sealed with materials approved for use in
one-hour fire rated construction present the
possibility that a fire that begins in one space can
guickly spread to other areas of the facility.
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