
Electronically delivered                                           CMS Certification Number (CCN): 245627   
October 26, 2020

Administrator
The Birches At Trillium Woods
14585 59th Avenue North
Plymouth, MN  55446

Dear Administrator:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by
surveying skilled nursing facilities and nursing facilities to determine whether they meet the requirements for
participation.  To participate as a skilled nursing facility in the Medicare program or as a nursing facility in the
Medicaid program, a provider must be in substantial compliance with each of the requirements established by
the Secretary of Health and Human Services found in 42 CFR part 483, Subpart B.    

Based upon your facility being in substantial compliance, we are recommending to CMS that your facility be
recertified for participation in the Medicare and Medicaid program.   

Effective March 31, 2020 the above facility is certified for:    

  44 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 44 skilled nursing facility beds.

You should advise our office of any changes in staffing, services, or organization, which might affect your
certification status.  If, at the time of your next survey, we find your facility to not be in substantial compliance
your Medicare and/or Medicaid provider agreement may be subject to non-renewal or termination.

Please contact me if you have any questions.

Sincerely,

   
Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification   
Minnesota Department of Health   
P.O. Box 64970   
Saint Paul, Minnesota 55164-0970   
Phone: 651-201-4117   
Email: melissa.poepping@state.mn.us   

   

P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s
    

An equal opportunity employer.



Electronically delivered

October 26, 2020

Administrator
The Birches At Trillium Woods
14585 59th Avenue North
Plymouth, MN  55446

RE:  CCN: 245627
 Cycle Start Date: January 23, 2020

Dear Administrator:

On February 26, 2020, Center for Medicare & Medicaid Services (CMS) forwarded the results of the
Federal Monitoring Survey (FMS) to you and informed you that your facility was not in substantial
compliance with the applicable Federal requirements for nursing homes participating in the Medicare
and Medicaid programs and imposed enforcement remedies.

On March 3, 2020, the Minnesota Department of Health completed a revisit, and on October 1, 2020
and October 14, 2020 the Minnesota Department of Public Safety completed PCRs to verify that your
facility had achieved and maintained compliance.  Based on our visits, we have determined that your
facility has acheived substantial compliance March 31, 2020.

As authorized by CMS the remedy of:

•  Mandatory denial of payment for new Medicare and Medicaid admissions effective April 23,
2020 did not go into effect.  (42 CFR 488.417 (b))

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.
     
Feel free to contact me if you have questions.

   
Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification   
Minnesota Department of Health   
P.O. Box 64970   
Saint Paul, Minnesota 55164-0970   
Phone: 651-201-4117   
Email: melissa.poepping@state.mn.us   

   

P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s

An equal opportunity employer.
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Electronically delivered
February 10, 2020

Administrator
The Birches At Trillium Woods
14585 59th Avenue North
Plymouth, MN  55446

RE:  CCN: 245627
 Cycle Start Date: January 23, 2020

Dear Administrator:

On January 23, 2020, a survey was completed at your facility by the Minnesota Departments of Health
and Public Safety, to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.    

This survey found the most serious deficiencies in your facility to be widespread deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level F), as evidenced by the electronically attached CMS-2567 whereby corrections are
required.    

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within   ten (10) calendar days   after your receipt of this notice, you must submit an acceptable ePOC for
the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of
an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance
has been achieved.   

To be acceptable, a provider's ePOC must include the following:

· How corrective action will be accomplished for those residents found to have been affected by the
deficient practice.

· How the facility will identify other residents having the potential to be affected by the same
deficient practice.

· What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recur.

· How the facility will monitor its corrective actions to ensure that the deficient practice is being
corrected and will not recur.

· The date that each deficiency will be corrected.
· An electronic acknowledgement signature and date by an official facility representative.

   

P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s
    

An equal opportunity employer.



The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting
the facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

•      Denial of payment for new Medicare and Medicaid admissions (42 CFR  488.417);

•  Civil money penalty (42 CFR 488.430 through 488.444).
   

• Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by an "F" tag) and emergency preparedness deficiencies (those preceded
by an “E” tag), i.e., the plan of correction should be directed to:

 Susanne Reuss, Unit Supervisor
 Metro C Survey Team
 Licensing and Certification Program
 Health Regulation Division
 Minnesota Department of Health
 85 East Seventh Place, Suite 220
 P.O. Box 64900
 Saint Paul, Minnesota  55164-0900
 Email: susanne.reuss@state.mn.us
 Phone: (651) 201-3793

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance.  In
order for your allegation of compliance to be acceptable to the Department, the ePoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your ePoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted
to validate that substantial compliance with the regulations has been attained in accordance with your
verification.    

The Birches At Trillium Woods
February 10, 2020
Page   2



If substantial compliance has been achieved, certification of your facility in the Medicare and/or   
Medicaid program(s) will be continued and remedies will not be imposed.  Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST
DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by April 23, 2020 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b).    

In addition, if substantial compliance with the regulations is not verified by July 23, 2020 (six months
after the identification of noncompliance)   your provider agreement will be terminated.  This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement.  Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate
formal notification of that determination.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process.  You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

   Nursing Home Informal Dispute Process
   Minnesota Department of Health
   Health Regulation Division   
   P.O. Box 64900
   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc_idr.cfm   

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

The Birches At Trillium Woods
February 10, 2020
Page   3



Please note that the failure to complete the informal dispute resolution process will not delay the
dates specified for compliance or the imposition of remedies.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
preceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

     Mr. Tom Linhoff, Fire Safety Supervisor
   Health Care Fire Inspections
   Minnesota Department of Public Safety
   State Fire Marshal Division
   445 Minnesota Street, Suite 145
   St. Paul, Minnesota 55101-5145
   Email: tom.linhoff@state.mn.us
   Telephone:  (651) 430-3012
   Fax:  (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

   
Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification   
Minnesota Department of Health   
P.O. Box 64970   
Saint Paul, Minnesota 55164-0970   
Phone: 651-201-4117   
Email: melissa.poepping@state.mn.us   

The Birches At Trillium Woods
February 10, 2020
Page   4
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E 000 Initial Comments E 000

 A survey for compliance with CMS Appendix Z 
Emergency Preparedness Requirements, was 
conducted on 1/21/20, to 1/23/20, during a 
recertification survey. The facility is in compliance 
with the Appendix Z Emergency Preparedness 
Requirements.

 

F 000 INITIAL COMMENTS F 000

 On January 21, 2020 through January 23, 2020, 
a standard survey was completed at your facility 
by the Minnesota Department of Health and the 
facility was found not in compliance with the 
requirements of 42 CFR Part 483, Subpart B, 
and Requirements for Long Term Care Facilities.

A complaint investigation was also completed at 
the time of the standard survey.
H5627005C was unsubstantiated.

The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form. Your electronic submission of the POC will 
be used as verification of compliance.

Upon receipt of an acceptable electronic POC, 
an on-site revisit of your facility may be 
conducted to validate that substantial compliance 
with the regulations has been attained in 
accordance with your verification.

 

F 677
SS=D

ADL Care Provided for Dependent Residents
CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry 

F 677 2/28/20

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

02/19/2020Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete 24GT11Event ID: Facility ID: 26105 If continuation sheet Page  1 of 9



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/20/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245627 01/23/2020
C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

14585 59TH AVENUE NORTH
THE BIRCHES AT TRILLIUM WOODS

PLYMOUTH, MN  55446

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 677 Continued From page 1 F 677
out activities of daily living receives the 
necessary services to maintain good nutrition, 
grooming, and personal and oral hygiene;
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to ensure facial hair was 
removed for 1 of 1 dependent resident (R5) 
reviewed for activities of daily living (ADLs).

Findings include:

R5's diagnoses obtained from the care plan 
report printed on 1/23/20, included dementia, 
Alzheimer's disease and mild cognitive 
impairment.

R5's quarterly Minimum Data Set (MDS) dated 
10/23/19, indicated R5 had severely impaired 
cognition, and required extensive assistance for 
ADLs.  

R5's care plan dated 7/19/19, identified R5 had a 
functional ADL decline related to dementia. The 
care plan further indicated that staff were to 
anticipate her needs and re-approach at another 
times if behaviors existed.

On 1/21/20, at 4:19 p.m. R5 was observed to 
have several white facial hairs on the chin 
approximately 1/2 inch long and when asked who 
assisted her with grooming R5 stated "I don't 
know." 

On 1/22/20, at 8:44 a.m. R5 was observed sitting 
at the dining room table and dressed for the day. 
R5 observed to still have 1/2 inch white facial 
hairs on her chin. 

 Preparation and execution of this plan of 
correction in no way constitutes an 
admission or agreement by The Birches 
at Trillium Woods of the truth or the facts 
alleged in this statement of deficiency and 
plan of correction. In fact, this plan of 
correction is submitted exclusively to 
comply with state and federal law. The 
Birches at Trillium Woods reserves the 
right to challenge in legal proceedings, all 
deficiencies, statements, findings, facts 
and conclusions that form the basis of the 
stated deficiency. This plan of correction 
serves as the allegation of compliance.

This statement of deficiencies was taken 
to The Birches at Trillium Woods Quality 
Assurance Performance Improvement 
Committee on February 18, 2020.

F677: ADL Care Provided for Dependent 
Residents

How the nursing home will correct the 
deficiency as it relates to the resident:
Resident 5�s (R5) facial hair was 
removed immediately following breakfast 
on 1/23/20. R5 did not experience any 
adverse effects as a result of this 
practice. All direct care staff working with 
R5 will be re-educated on the resident 
summary which indicates to the Nursing 
Assistants what type of care or assistance 

FORM CMS-2567(02-99) Previous Versions Obsolete 24GT11Event ID: Facility ID: 26105 If continuation sheet Page  2 of 9
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On 1/22/20, at 1:35 p.m. R5 was still observed 
with the long white facial hairs on the chin.
 
On 1/22/20, at 1:49 p.m. licensed practical nurse 
(LPN)-C approached R5 and asked her to come 
with her. time R5 was all dressed and NA-A was 
standing with R5 by the bathroom sink combing 
her hair. NA-A looked at R5's face but never 
offered to remove the facial hairs. 

On 1/23/20, at 7:45 a.m. NA-A and NA-B 
acknowledged they had not offered to shave R5 
and indicated that they would do it after 
breakfast. 

Review of the resident summary sheets dated 
1/21/20, indicated NAs are to assist with shaving 
R5. 

On 1/23/20, at 8:17 a.m. LPN-B stated "aides are 
supposed to offer to remove facial hair and if a 
resident refuses then they were to let the nurse 
know and to re-approach." 

On 1/23/20, at 12:53 p.m. R5's family member 
(FM) explained that this was very important to 
another family member that R5 have facial hair 
removed. 

On 1/23/20, at 3:10 p.m. director of nursing 
stated "staff should do something about the facial 
hair."

is to be provided to each resident.

How the nursing home will identify other 
residents having the potential to be 
affected by the same practice:
No other female residents were found to 
have any facial hair. All dependent 
residents whom staff are responsible for 
facial hair grooming had the potential to 
be affected.

Measures the nursing home will put in 
place or systemic changes made to 
ensure the practice will not recur:
The Birches will re-educate all direct care 
staff on appropriate grooming tactics for 
dependent residents and on the 
importance of following the resident 
summaries. Resident Summaries are 
updated weekly and nurses responsible 
for updating them will double check to 
ensure their grooming and personal 
hygiene needs are documented correctly.
All new residents will be screened per our 
standard of practice for care needs, 
including personal hygiene and their 
resident summaries will be created to 
reflect these needs.

How the nursing home plans to monitor 
its performance to make sure that 
solutions are sustained:
The Administrator or Designee will 
conduct random visual audits of 
dependent residents for proper grooming 
weekly for the next six weeks then on a 
monthly basis for the next 6 months to 
ensure compliance. Information from the 
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F 677 Continued From page 3 F 677
audits will be reviewed monthly at our 
quality assurance performance 
improvement meetings.

Dates when corrective action will be 
completed:
All education and initial observations will 
be completed by February 28, 2020. 
Follow-up audits will be ongoing per the 
above schedule.

The title of the person responsible to 
ensure correction:
Administrator

F 880
SS=E

Infection Prevention & Control
CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control
The facility must establish and maintain an 
infection prevention and control program 
designed to provide a safe, sanitary and 
comfortable environment and to help prevent the 
development and transmission of communicable 
diseases and infections.

§483.80(a) Infection prevention and control 
program. 
The facility must establish an infection prevention 
and control program (IPCP) that must include, at 
a minimum, the following elements: 

§483.80(a)(1) A system for preventing, 
identifying, reporting, investigating, and 
controlling infections and communicable 
diseases for all residents, staff, volunteers, 
visitors, and other individuals providing services 
under a contractual arrangement based upon the 
facility assessment conducted according to 

F 880 2/28/20
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F 880 Continued From page 4 F 880
§483.70(e) and following accepted national 
standards;

§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, 
but are not limited to:
(i) A system of surveillance designed to identify 
possible communicable diseases or 
infections before they can spread to other 
persons in the facility;
(ii) When and to whom possible incidents of 
communicable disease or infections should be 
reported;
(iii) Standard and transmission-based 
precautions to be followed to prevent spread of 
infections;
(iv)When and how isolation should be used for a 
resident; including but not limited to:
(A) The type and duration of the isolation, 
depending upon the infectious agent or organism 
involved, and 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under 
the circumstances.  
(v) The circumstances under which the facility 
must prohibit employees with a communicable 
disease or infected skin lesions from direct 
contact with residents or their food, if direct 
contact will transmit the disease; and
(vi)The hand hygiene procedures to be followed 
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents 
identified under the facility's IPCP and the 
corrective actions taken by the facility. 

§483.80(e) Linens.  
Personnel must handle, store, process, and 
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F 880 Continued From page 5 F 880
transport linens so as to prevent the spread of 
infection.  

§483.80(f) Annual review.  
The facility will conduct an annual review of its 
IPCP and update their program, as necessary.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, and interview, the facility 
failed to follow infection control practices to 
prevent the spread of infection for  7 of 7 
residents (R30, R28, R18, R90, R91, R24, R240) 
reviewed for medication administration. In 
addition, failed to properly use gloves and 
complete hand hygiene during and after catheter 
cares reviewed for indwelling catheter. 

Findings included:

R30's medication set up and administration was 
observed on 1/21/20, at 7:03 p.m. by  licensed 
practical nurse (LPN)-D, who brought the laptop 
into R30's room to administer medications. While 
setting up R30's medications LPN-D set the 
laptop on the sink in the bathroom. No barrier 
was placed, no disinfecting was done to the 
computer following medication administration.

R18's medication set up and administration was 
observed. LPN-D went into R18's room to 
complete medication administration, placed 
laptop on the sink, no barrier placed. Then 
LPN-D stopped to assist R18 and was observed 
to set the laptop on the bedside table again with 
no barrier. During the medication observation no 
disinfection of the laptop was completed when 
going from room to room. 

 F880: Infection Prevention & Control

How the nursing home will correct the 
deficiency as it relates to the resident:
1. R30, R28, R18, R90, R91, R24 and 
R240 did not experience adverse effects 
as a result of the nurses� laptops not 
being disinfected after being set down in 
their rooms. Nurses will follow disinfecting 
protocols for all devices, including laptops 
when they enter all rooms, including 
those noted at the time of the survey.
2. R28 did not experience any adverse 
effects as of result of the hand hygiene 
practice. NA-C and direct caregivers of 
R28 have been re-educated on required 
hand hygiene practices as it relates to 
glove changes and proper catheter care.

How the nursing home will identify other 
residents having the potential to be 
affected by the same practice:
1. All residents have the potential to be 
affected by this practice. No residents 
have been noted to be adversely affected 
by the lack of disinfecting the nurse�s 
laptop in between each room.
2. Any resident with an indwelling 
catheter had the potential to be affected 
by the same practice. R28 was the only 
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F 880 Continued From page 6 F 880
On 1/23/20, at 12:54 p.m. registered nurse 
(RN)-B stated she took the computer into 
residents room all the time and would set it on 
the counter by the bathroom sink. RN-B 
acknowledged never thinking of cleaning it after 
and between rooms.  RN-B further stated except 
for when a resident was on contact precautions 
she did not set it anywhere in the room and 
would hold it.  

On 1/23/20, at 1:00 p.m. the director of nursing 
(DON stated because the nurses had to do the 
medication checks and documentation when in 
the room administering medications the nurse 
would put the computer on the bathroom sink. 
The DON stated after and between the rooms the 
nurses were supposed to clean the computer 
with alcohol wipes. The DON further stated he 
had educated nurses about cleaning the 
computers between rooms and when a resident 
was on precautions. Surveyor requested the 
education presented to the nurses.

On 1/23/20, at 3:48 p.m. no further information 
was provided.

R28, on 1/23/20, at 8:25 a.m. nursing assistant 
(NA)-C was observed to switch the overnight 
catheter bag to the leg bag for the day. During 
the observation, NA-C wore gloves and was 
holding the leg bag as she attempted to 
disconnect/separate the tubing that extends out 
of R28's bladder. At the time of the observation, 
NA-C continued to maneuver the tubing despite 
one of the fingers on the glove being punctured. 
After the disconnection and connection  to the leg 
bag, NA-C proceeded to the bathroom, removed 
gloves, and re-applied another pair without 

resident in the building with an indwelling 
catheter.

Measures the nursing home will put in 
place or systemic changes made to 
ensure the practice will not recur:
1. The Birches will implement a new 
policy requiring that all nurses utilize one 
of the following options for ensuring 
proper infection control practices during 
medication passes as it relates to the 
laptop with the electronic medical record. 
1. Nurses may utilize the computer on 
wheels (COW) stand when entering 
resident rooms with their laptops for 
medication passes in which they keep the 
laptop on the COW and do not place it on 
any resident surface. In this instance, the 
laptop does not need to be sanitized 
between rooms. Per isolation precaution 
infection control policies, if the nurse uses 
a COW in a room under isolation, the 
entire COW must be disinfected properly 
before leaving the room. OR 2. Individual 
sanitizing wipes have been provided to 
each nurse�s station. Nurses may carry 
the laptops with them and set them down 
on resident surfaces if they then sanitize 
the base of the laptop per the product 
requirements before they leave each 
room.
2. Re-education on the 
Handwashing/Hand Hygiene Policy and 
Procedure (Policy #4009) will be 
completed with all nursing team 
members. This re-education will focus on 
the process for standard handwashing, 
re-gloving when there is a tear/puncture 
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F 880 Continued From page 7 F 880
washing or cleansing hands. NA-C then 
approached R28 and assisted R28 to stand up, 
and used wet wipes to clean around the site 
where the tubing enters the urethra. NA-C then 
proceeded to wipe R28's bottom, and with the 
same gloves, pulled R28's pants up and zipped 
them. NA-C then went to the bathroom, looked at 
the night bag with urine remaining and drained it 
into the toilet, cleaned the bag with soapy water, 
drained it and hung the bag in the shower. NA-C 
then removed gloves and washed hands.

On 1/23/20, at 8:41 a.m. when asked about hand 
hygiene during cares and between cares, NA-C 
stated she completed it before care and after 
care and in between cares she would change the 
gloves. 

On 1/23/20, at 12:22 p.m. during a follow up 
interview NA-C acknowledged she had a 
punctured glove as she continued to maneuver 
the urine tubing when attempting to switch R28 
from the night to the day time leg catheter bag. 
 
On 1/23/20, at 12:41 p.m. both licensed practical 
nurse (LPN)-B who was the infection control 
nurse and the director of nursing (DON) were 
interviewed together. When asked about hand 
hygiene both stated all staff were supposed to 
complete hand washing before going to a 
residents room, between residents, during cares 
if they do pericares and then after prior to leaving 
the room.  Both acknowledged if the glove 
breaks, staff were supposed to remove the glove 
and wash hands before they proceeded with 
cares. In addition both stated staff were 
supposed to use an alcohol wipe to cleanse the 
connection area for the catheter when switching 

of the original pair, as well as 
requirements for when in the process of 
caring for an indwelling catheter gloves 
need to be changed.

How the nursing home plans to monitor 
its performance to make sure that 
solutions are sustained:
1. The Administrator or Designee will 
conduct random visual audits of the 
nurse�s laptops when in use in resident 
rooms to ensure that proper infection 
control practices are being followed. This 
will occur weekly for the next 6 weeks and 
then on a monthly basis for the next 6 
months to
ensure compliance. Information from the 
audits will be reviewed monthly at our 
quality assurance performance 
improvement meetings.
2. The Director of Nursing or Designee 
will conduct random observations of 
indwelling catheter care as well as other 
common resident cares that require glove 
use to ensure that the 
Handwashing/Hand Hygiene policy is 
being followed. These will occur weekly 
for six weeks and then monthly for the 
following six months. All findings will be 
reported to the monthly Quality Assurance 
and Performance Improvement meetings.

Dates when corrective action will be 
completed:
All education and initial observations will 
be completed by February 28, 2020. 
Follow-up audits will be ongoing per the 
above schedule.
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F 880 Continued From page 8 F 880
a night and day leg catheter bag for residents. 

Policy titled Handwashing/Hand Hygiene dated 
June 2015 directed staff to complete routine 
hand hygiene using alcohol-based rub or soap 
and water before and after handling an invasive 
device (e.g. urinary catheters), after removing 
gloves, and after contact with residents intact 
skin. 

During observation on 1/22/20, at 7:39 a.m. RN-A 
was administering medications to four residents 
R90, R91, R24, and R240. RN-A was observed 
bring the computer into each room and set it 
down by the bathroom sink in three of the rooms 
(R90, R91, R240) and on the bedside table in 
one of the rooms (R24) without using a barrier 
prior to setting the computer down. After the 
observations and between the rooms the 
computer was not cleaned.

During an interview on 1/23/20, at 12:24 p.m. 
LPN-A said when she administered medications 
she was supposed to clean the computer in 
between rooms with wipes. LPN-A also stated 
she sets the computer by the bathroom sink in 
each room and on occasion sets it on the shelf 
by the television.

The title of the person responsible to 
ensure correction:
Director of Nursing
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Electronically delivered
February 10, 2020

Administrator
The Birches At Trillium Woods
14585 59th Avenue North
Plymouth, MN  55446

Re:        State Nursing Home Licensing Orders
 Event ID: 24GT11
   

Dear Administrator:

The above facility was surveyed on January 21, 2020 through January 23, 2020 for the purpose of assessing
compliance with Minnesota Department of Health Nursing Home Rules and Statutes.  At the time of the survey,
the survey team from the Minnesota Department of Health - Health Regulation Division noted one or more
violations of these rules or statutes that are issued in accordance with Minn. Stat.     §   144.653 and/or Minn. Stat.
§   144A.10.  If, upon reinspection, it is found that the deficiency or deficiencies cited herein are not corrected, a
civil fine for each deficiency not corrected shall be assessed in accordance with a schedule of fines promulgated
by rule and/or statute of the Minnesota Department of Health.    

To assist in complying with the correction order(s), a “suggested method of correction” has been added.  This
provision is being suggested as one method that you can follow to correct the cited deficiency.  Please
remember that this provision is   only a suggestion and you are not required to follow it.  Failure to follow the
suggested method will not result in the issuance of a penalty assessment.  You are reminded, however, that
regardless of the method used, correction of the order within the established time frame is required.  The
“suggested method of correction” is for your information and assistance only.    

You have agreed to participate in the electronic receipt of State licensure orders consistent with the Minnesota
Department of Health Informational Bulletin 14-01, available at
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html.  The State licensing orders are
delineated on the Minnesota Department of Health State Form and are being delivered to you electronically.   
The Minnesota Department of Health is documenting the State Licensing Correction Orders using federal
software.  Tag numbers have been assigned to Minnesota state statutes/rules for Nursing Homes.    

The assigned tag number appears in the far left column entitled "ID Prefix Tag."  The state statute/rule number
and the corresponding text of the state statute/rule out of compliance is listed in the "Summary Statement of
Deficiencies" column and replaces the "To Comply" portion of the correction order.  This column also includes
the findings that are in violation of the state statute or rule after the statement, "This MN Requirement is not
met as evidenced by."  Following the surveyors findings are the Suggested Method of Correction and the Time
Period For Correction.    

PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH STATES, "PROVIDER'S PLAN OF
CORRECTION."  THIS APPLIES TO FEDERAL DEFICIENCIES ONLY.  THIS WILL APPEAR ON EACH PAGE.     

   

P  r  o  t  e  c  t  i  n  g  ,   M  a  i  n  t  a  i  n  i  n  g   a  n  d   I  m  p  r  o  v  i  n  g  t  h  e   H  e  a  l  t  h   o  f   A  l  l   M  i  n  n  e  s  o  t  a  n  s
    

An equal opportunity employer.



THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF CORRECTION FOR VIOLATIONS OF MINNESOTA STATE
STATUTES/RULES.      

Although no plan of correction is necessary for State Statutes/Rules, please enter the word "corrected" in the
box available for text.  You must then indicate in the electronic State licensure process, under the heading
completion date, the date your orders will be corrected prior to electronically submitting to the Minnesota
Department of Health.  We urge you to review these orders carefully, item by item, and if you find that any of
the orders are not in accordance with your understanding at the time of the exit conference following the
survey, you should immediately contact:

 Susanne Reuss, Unit Supervisor
 Metro C Survey Team
 Licensing and Certification Program
 Health Regulation Division
 Minnesota Department of Health
 85 East Seventh Place, Suite 220
 P.O. Box 64900
 Saint Paul, Minnesota  55164-0900
 Email: susanne.reuss@state.mn.us
Phone: (651) 201-3793

You may request a hearing on any assessments that may result from non-compliance with these orders
provided that a written request is made to the Department within 15 days of receipt of a notice of assessment
for non-compliance.    

Please note it is your responsibility to share the information contained in this letter and the results of this visit
with the President of your facility’s Governing Body.    

Please feel free to call me with any questions.    

   
Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification   
Minnesota Department of Health   
P.O. Box 64970   
Saint Paul, Minnesota 55164-0970   
Phone: 651-201-4117   
Email: melissa.poepping@state.mn.us   

   

The Birches At Trillium Woods
February 10, 2020   
Page   2
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 2 000 Initial Comments

         *****ATTENTION******

    NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 
144A.10, this correction order has been issued 
pursuant to a survey.  If, upon reinspection, it is 
found that the deficiency or deficiencies cited 
herein are not corrected, a fine for each violation 
not corrected shall be assessed in accordance 
with a schedule of fines promulgated by rule of 
the Minnesota Department of Health.

Determination of whether a violation has been 
corrected requires compliance with all 
requirements of the rule provided at the tag 
number and MN Rule number indicated below.  
When a rule contains several items, failure to 
comply with any of the items will be considered 
lack of compliance.  Lack of compliance upon 
re-inspection with any item of multi-part rule will 
result in the assessment of a fine even if the item 
that was violated during the initial inspection was 
corrected. 

You may request a hearing on any assessments 
that may result from non-compliance with these 
orders provided that a written request is made to 
the Department within 15 days of receipt of a 
notice of assessment for non-compliance. 

INITIAL COMMENTS:

 2 000

On 1/21/20, through 1/23/20, surveyors of this 
Department's staff visited the above provider and 
the following correction orders are issued.  
Please indicate in your electronic plan of 
correction that you have reviewed these orders, 
and identify the date when they will be 
completed. 

 

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

02/19/20Electronically Signed
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 2 000Continued From page 1 2 000

Along with the recertification survey, a complaint 
investigation was also completed at the time of 
the standard survey.
The complaint H5627005C was unsubstantiated.

You have agreed to participate in the electronic 
receipt of State licensure orders consistent with 
the Minnesota Department of Health 
Informational Bulletin 14-01, available at 
http://www.health.state.mn.us/divs/fpc/profinfo/inf
obul.htm   The State licensing orders are 
delineated on the attached Minnesota 
Department of Health orders being submitted to 
you electronically.  Although no plan of correction 
is necessary for State Statutes/Rules, please 
enter the word "corrected" in the box available for 
text. You must then indicate in the electronic 
State licensure process, under the heading 
completion date, the date your orders will be 
corrected prior to electronically submitting to the 
Minnesota Department

 2 850 MN Rule 4658.0520 Subp. 2 D Adequate and 
Proper Nursing Care; Shaving

Subp. 2.  Criteria for determining adequate and 
proper  care.  The criteria for determining 
adequate and proper care include: 
      D.  Assistance with or supervision of shaving 
of all  residents as necessary to keep them clean 
and well-groomed. 

This MN Requirement  is not met as evidenced 
by:

 2 850 2/19/20

Based on observation, interview, and document 
review, the facility failed to ensure facial hair was 
removed for 1 of 1 dependent resident (R5) 

Corrected 
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 2 850Continued From page 2 2 850

reviewed for activities of daily living (ADLs).

Findings include:

R5's diagnoses obtained from the care plan 
report printed on 1/23/20, included dementia, 
Alzheimer's disease and mild cognitive 
impairment.

R5's quarterly Minimum Data Set (MDS) dated 
10/23/19, indicated R5 had severely impaired 
cognition, and required extensive assistance for 
ADLs.  

R5's care plan dated 7/19/19, identified R5 had a 
functional ADL decline related to dementia. The 
care plan further indicated that staff were to 
anticipate her needs and re-approach at another 
times if behaviors existed.

On 1/21/20, at 4:19 p.m. R5 was observed to 
have several white facial hairs on the chin 
approximately 1/2 inch long and when asked who 
assisted her with grooming R5 stated "I don't 
know." 

On 1/22/20, at 8:44 a.m. R5 was observed sitting 
at the dining room table and dressed for the day. 
R5 observed to still have 1/2 inch white facial 
hairs on her chin. 

On 1/22/20, at 1:35 p.m. R5 was still observed 
with the long white facial hairs on the chin.
 
On 1/22/20, at 1:49 p.m. licensed practical nurse 
(LPN)-C approached R5 and asked her to come 
with her. time R5 was all dressed and NA-A was 
standing with R5 by the bathroom sink combing 
her hair. NA-A looked at R5's face but never 

Minnesota Department of Health
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offered to remove the facial hairs. 

On 1/23/20, at 7:45 a.m. NA-A and NA-B 
acknowledged they had not offered to shave R5 
and indicated that they would do it after 
breakfast. 

Review of the resident summary sheets dated 
1/21/20, indicated NAs are to assist with shaving 
R5. 

On 1/23/20, at 8:17 a.m. LPN-B stated "aides are 
supposed to offer to remove facial hair and if a 
resident refuses then they were to let the nurse 
know and to re-approach." 

On 1/23/20, at 12:53 p.m. R5's family member 
(FM) explained that this was very important to 
another family member that R5 have facial hair 
removed. 

On 1/23/20, at 3:10 p.m. director of nursing 
stated "staff should do something about the facial 
hair." 

SUGGESTED METHOD OF CORRECTION:  
The director of nursing and/or designee could 
educate responsible staff to provide care to 
residents' dependent on facility staff, based on 
residents' comprehensively assessed needs. The 
DON or designee could conduct audits of 
dependent resident cares to ensure their 
personal hygiene needs are met consistently.

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

Minnesota Department of Health
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 21385 MN Rule 4658.0800 Subp. 3 Infection Control; 
Staff assistance

 Subp. 3.  Staff assistance with infection control.  
Personnel must be assigned to assist with the 
infection control program, based on the needs of 
the residents and nursing home,  to implement 
the policies and procedures of the infection 
control program. 

This MN Requirement  is not met as evidenced 
by:

 21385 2/19/20

Based on observation, and interview, the facility 
failed to follow infection control practices to 
prevent the spread of infection for  7 of 7 
residents (R30, R28, R18, R90, R91, R24, R240) 
reviewed for medication administration. In 
addition, failed to properly use gloves and 
complete hand hygiene during and after catheter 
cares reviewed for indwelling catheter. 

Findings included:

R30's medication set up and administration was 
observed on 1/21/20, at 7:03 p.m. by  licensed 
practical nurse (LPN)-D, who brought the laptop 
into R30's room to administer medications. While 
setting up R30's medications LPN-D set the 
laptop on the sink in the bathroom. No barrier 
was placed, no disinfecting was done to the 
computer following medication administration.

R18's medication set up and administration was 
observed. LPN-D went into R18's room to 
complete medication administration, placed 
laptop on the sink, no barrier placed. Then 
LPN-D stopped to assist R18 and was observed 
to set the laptop on the bedside table again with 

Corrected 
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no barrier. During the medication observation no 
disinfection of the laptop was completed when 
going from room to room. 

On 1/23/20, at 12:54 p.m. registered nurse 
(RN)-B stated she took the computer into 
residents room all the time and would set it on 
the counter by the bathroom sink. RN-B 
acknowledged never thinking of cleaning it after 
and between rooms.  RN-B further stated except 
for when a resident was on contact precautions 
she did not set it anywhere in the room and 
would hold it.  

On 1/23/20, at 1:00 p.m. the director of nursing 
(DON stated because the nurses had to do the 
medication checks and documentation when in 
the room administering medications the nurse 
would put the computer on the bathroom sink. 
The DON stated after and between the rooms the 
nurses were supposed to clean the computer 
with alcohol wipes. The DON further stated he 
had educated nurses about cleaning the 
computers between rooms and when a resident 
was on precautions. Surveyor requested the 
education presented to the nurses.

On 1/23/20, at 3:48 p.m. no further information 
was provided.

R28, on 1/23/20, at 8:25 a.m. nursing assistant 
(NA)-C was observed to switch the overnight 
catheter bag to the leg bag for the day. During 
the observation, NA-C wore gloves and was 
holding the leg bag as she attempted to 
disconnect/separate the tubing that extends out 
of R28's bladder. At the time of the observation, 
NA-C continued to maneuver the tubing despite 
one of the fingers on the glove being punctured. 

Minnesota Department of Health
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After the disconnection and connection  to the leg 
bag, NA-C proceeded to the bathroom, removed 
gloves, and re-applied another pair without 
washing or cleansing hands. NA-C then 
approached R28 and assisted R28 to stand up, 
and used wet wipes to clean around the site 
where the tubing enters the urethra. NA-C then 
proceeded to wipe R28's bottom, and with the 
same gloves, pulled R28's pants up and zipped 
them. NA-C then went to the bathroom, looked at 
the night bag with urine remaining and drained it 
into the toilet, cleaned the bag with soapy water, 
drained it and hung the bag in the shower. NA-C 
then removed gloves and washed hands.

On 1/23/20, at 8:41 a.m. when asked about hand 
hygiene during cares and between cares, NA-C 
stated she completed it before care and after 
care and in between cares she would change the 
gloves. 

On 1/23/20, at 12:22 p.m. during a follow up 
interview NA-C acknowledged she had a 
punctured glove as she continued to maneuver 
the urine tubing when attempting to switch R28 
from the night to the day time leg catheter bag. 
 
On 1/23/20, at 12:41 p.m. both licensed practical 
nurse (LPN)-B who was the infection control 
nurse and the director of nursing (DON) were 
interviewed together. When asked about hand 
hygiene both stated all staff were supposed to 
complete hand washing before going to a 
residents room, between residents, during cares 
if they do pericares and then after prior to leaving 
the room.  Both acknowledged if the glove 
breaks, staff were supposed to remove the glove 
and wash hands before they proceeded with 
cares. In addition both stated staff were 
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supposed to use an alcohol wipe to cleanse the 
connection area for the catheter when switching 
a night and day leg catheter bag for residents. 

Policy titled Handwashing/Hand Hygiene dated 
June 2015 directed staff to complete routine 
hand hygiene using alcohol-based rub or soap 
and water before and after handling an invasive 
device (e.g. urinary catheters), after removing 
gloves, and after contact with residents intact 
skin. 

During observation on 1/22/20, at 7:39 a.m. RN-A 
was administering medications to four residents 
R90, R91, R24, and R240. RN-A was observed 
bring the computer into each room and set it 
down by the bathroom sink in three of the rooms 
(R90, R91, R240) and on the bedside table in 
one of the rooms (R24) without using a barrier 
prior to setting the computer down. After the 
observations and between the rooms the 
computer was not cleaned.

During an interview on 1/23/20, at 12:24 p.m. 
LPN-A said when she administered medications 
she was supposed to clean the computer in 
between rooms with wipes. LPN-A also stated 
she sets the computer by the bathroom sink in 
each room and on occasion sets it on the shelf 
by the television. 

SUGGESTED METHOD OF CORRECTION: 
Staff could be educated on infection control 
practices during catheter cares, hand hygiene 
and cleaning equipment when going from room 
to room. The director of nursing or designee 
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could perform random audits to ensure staff are 
following infection control practices and report 
the findings to the quality assurance committee. 

TIME PERIOD FOR CORRECTION: Twenty one 
(21) days.

 21426 MN St. Statute 144A.04 Subd. 3 Tuberculosis 
Prevention And Control

(a) A nursing home provider must establish and 
maintain a comprehensive tuberculosis
infection control program according to the most 
current tuberculosis infection control guidelines 
issued by the United States Centers for Disease 
Control and Prevention (CDC), Division of 
Tuberculosis Elimination, as published in CDC's 
Morbidity and Mortality Weekly Report (MMWR). 
This program must include a tuberculosis 
infection control plan that covers all paid and 
unpaid employees, contractors, students, 
residents, and volunteers. The Department of 
Health shall provide technical assistance 
regarding implementation of the guidelines.

(b) Written compliance with this subdivision must 
be maintained by the nursing home.

This MN Requirement  is not met as evidenced 
by:

 21426 2/19/20

Based on interview and document review the 
facility failed to complete a Tuberculosis (TB) risk 
assessment according to the current State 
guidelines for preventing the transmission of 

Corrected 
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Tuberculosis.  

Findings include: 

During review of the facility TB three ring binder, 
with the facility administrator on 1/22/20, at 
approximately 3:56 p.m., it was revealed the last 
time the facility risk assessment was completed 
was 8/13/18. The administrator verified and 
stated the facility did not need to complete the 
risk assessment annually for a "Medium risk 
level" as directed by the State guidelines for 
health care settings.  

During a telephone interview with the State TB 
Controller and Program Manager on 1/23/20, at 
11:55 a.m. it was revealed facilities were to 
continue doing the setting risk assessment 
annually for medium and high risk facilities and 
the only thing that had changed was they were 
no longer expected to do annual TB symptom 
employee screenings.

SUGGESTED METHOD FOR CORRECTION: 
The Director of Nursing would ensure the TB risk 
assessment would be completed according to the 
State guideline recommendations.

TIME PERIOD FOR CORRECTION:   Ten (10) 
days.
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If continuation sheet  10 of 106899STATE FORM 24GT11


	1.  survey1539
	2.  OrigCertLtr
	3.  Hlth2567POC
	4.  2567 The Birches at Trillium Wood
	5.  OrigLicLtr
	6.  SigLic
	7.  S5627006
	7a.  H5627005C  unsub 0210
	8.  F5627007
	9.  671 Finalized
	10.  672 finalized
	11.  LSC2786CDE
	12.  MN 1513
	13.  2786 The Birches at Trillium Woods
	FIRE SAFETY SURVEY REPORT - 2012 LIFE SAFETY CODEHEALTHCAREForm CMS-2786R (07/2018)Page 1
	PART I – NFPA 101 LSC REQUIREMENTS (Items in italics relate to the FSES)
	SECTION 1 – GENERAL REQUIREMENTS
	General Requirements – Other
	Building Rehabilitation
	Sprinkler Requirements for Major Rehabilitation
	Multiple Occupancies – Sections of Health Care Facilities
	Multiple Occupancies – Contiguous Non-Health Care Occupancies
	Multiple Occupancies – Construction Type
	Building Construction Type and Height
	Roofing Systems Involving Combustibles
	Interior Nonbearing Wall Construction

	SECTION 2 – MEANS OF EGRESS REQUIREMENTS
	Means of Egress Requirements – Other
	Means of Egress – General
	Patient Sleeping Room Doors
	Egress Doors
	Doors with Self-Closing Devices
	Horizontal-Sliding Doors
	Stairways and Smokeproof Enclosures
	Horizontal Exits
	Ramps and Other Exits
	Means of Egress Capacity
	Aisle, Corridor or Ramp Width
	Clear Width of Exit and Exit Access Doors
	Number of Exits – Story and Compartment
	Dead-End Corridors and Common Path of Travel
	Number of Exits – Corridors
	Number of Exits – Patient Sleeping and Non-Sleeping Rooms
	Corridor Access
	Suite Separation, Hazardous Content, and Subdivision
	Sleeping Suites
	Non-Sleeping Suites
	Travel Distance to Exits
	Discharge from Exits
	Illumination of Means of Egress
	Emergency Lighting
	Life Support Means of Egress
	Exit Signage

	SECTION 3 – PROTECTION
	Protection – Other
	Vertical Openings – Enclosure
	2012 NEW
	Hazardous Areas – Enclosure
	Laboratories
	Anesthetizing Locations
	Cooking Facilities
	Alcohol Based Hand Rub Dispenser (ABHR)
	Interior Wall and Ceiling Finish
	Interior Floor Finish
	Fire Alarm System – Installation
	Fire Alarm System – Testing and Maintenance
	Fire Alarm – Out of Service
	Smoke Detection
	Sprinkler System – Installation
	Sprinkler System – Supervisory Signals
	Sprinkler System – Maintenance and Testing
	Sprinkler System – Out of Service
	Portable Fire Extinguishers
	Corridors – Areas Open to Corridor
	Corridors – Construction of Walls
	Corridor – Doors
	Corridor – Openings
	Subdivision of Building Spaces – Smoke Compartments
	Subdivision of Building Spaces – Smoke Barrier Construction
	Subdivision of Building Spaces – Accumulation Space
	Subdivision of Building Spaces – Smoke Barrier Doors
	Smoke Barrier Door Glazing
	Sleeping Room Outside Windows and Doors

	SECTION 4 – SPECIAL PROVISIONS
	Special Provisions – Other
	High-Rise Buildings

	SECTION 5 – BUILDING SERVICES
	Building Services – Other
	Utilities – Gas and Electric
	HVAC
	HVAC – Any Heating Device
	HVAC – Suspended Unit Heaters
	HVAC – Direct-Vent Gas Fireplaces
	HVAC – Solid Fuel-Burning Fireplaces
	Elevators
	Escalators, Dumbwaiters, and Moving Walks
	Rubbish Chutes, Incinerators, and Laundry Chutes
	Operating Features – Other
	Evacuation and Relocation Plan
	Fire Drills
	Smoking Regulations
	Draperies, Curtains, and Loosely Hanging Fabrics
	Upholstered Furniture and Mattresses
	Combustible Decorations
	Maintenance, Inspection & Testing - Doors
	Soiled Linen and Trash Containers
	Engineer Smoke Control Systems
	Portable Space Heaters
	Construction, Repair, and Improvement Operations


	PART II – HEALTH CARE FACILITIES CODE REQUIREMENTS
	Health Care Facilities Code - Other
	Fundamentals – Building System Categories
	Gas and Vacuum Piped Systems – Other
	Gas and Vacuum Piped Systems – Categories
	Gas and Vacuum Piped Systems – Warning Systems
	Gas and Vacuum Piped Systems – Central Supply System Identification and Labeling
	Gas and Vacuum Piped Systems – Central Supply System Operations
	Gas and Vacuum Piped Systems – Maintenance Program
	Gas and Vacuum Piped Systems – Inspection and Testing Operations
	Gas and Vacuum Piped Systems – Information and Warning Signs
	Gas and Vacuum Piped Systems – Modifications
	Electrical Systems – Other
	Electrical Systems – Receptacles
	Electrical Systems – Wet Procedure Locations
	Electrical Systems – Maintenance and Testing
	Electrical Systems – Essential Electric System Categories
	Electrical Systems – Essential Electric System Alarm Annunciator
	Electrical Systems – Essential Electric System Receptacles
	Electrical Systems – Essential Electric System Maintenance and Testing
	Electrical Equipment – Other
	Electrical Equipment – Power Cords and Extension Cords
	Electrical Equipment – Testing and Maintenance Requirements
	Gas Equipment – Other
	Gas Equipment – Cylinder and Container Storage
	≥ 3,000 cubic feet
	>300 but <3,000 cubic feet
	≤ 300 cubic feet

	Gas Equipment – Testing and Maintenance Requirements
	Gas Equipment – Respiratory Therapy Sources of Ignition
	Gas Equipment – Qualifications and Training of Personnel
	Gas Equipment – Transfilling Cylinders
	Gas Equipment – Labeling Equipment and Cylinders
	Gas Equipment – Precautions for Handling Oxygen Cylinders and Manifolds
	Gas Equipment – Liquid Oxygen Equipment
	Hyperbaric Facilities
	Features of Fire Protection – Other
	Features of Fire Protection – Fire Loss Prevention in Operating Rooms

	PART III – RECOMMENDATION FOR WAIVER OF SPECIFI C LIFE SAF ETY CODE PROVISIONS
	PART IV - FIRE SAFETY SURVEY REPORT CRUCIAL DATA EXTRACT (TO BE USED WITH CMS 2786 FORMS)


	14.  The Birches at Trillium Woods 01-22-2020 Sketch
	001
	002
	003
	004

	15.  The Birches at Trillium Woods 01-22-2020 Draft
	16.  upload
	24gt.pdf
	948Ltr
	OrigPCRCertLtr
	PCR1539
	S5627006  pcr
	F5627007  pcr




