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F0000 INITIAL COMMENTS

On 12/18/25 through 12/19/25, a standard abbreviated
survey was conducted at your facility. Your facility
was NOT in compliance with the requirements of 42 CFR
483, Subpart B, Requirements for Long Term Care
Facilities.

F0000

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

01/09/2026

The following complaints were reviewed:

H52001482C (2694206)

H52001482C (2694621)

An unrelated deficiency was issued at F880.

F0880
SS = D

The facility's plan of correction (POC) will serve as
your allegation of compliance upon the Departments
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.

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.

F0880 F0880 – Infection Prevention & Control: Personal
Protective Equipment (PPE) and Enhanced Barrier
Precautions

• R1 and R2 currently reside in center with no adverse
reactions from deficient practice. R3 no longer resides
in center.

• All Residents have the potential to be affected.

01/23/2026

§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

• The following measures and systemic changes have been
made to ensure the alleged deficient practice will not
recur:

All nursing and direct care staff received mandatory
in-service training on PPE usage and hand hygiene.

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 reverse for further 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.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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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 §483.71 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.
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PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

F0880 Continued from page 1
Proper donning and doffing of PPE, including gowns and
gloves

Hand hygiene protocols before and after resident
contact and treatments

Facility policy for Enhanced Barrier Precautions (EBP)

(X5)
COMPLETION

DATE

Education will be provided for all nursing staff,
certified nursing assistants (CNAs), and therapy staff
regarding the updated policies and processes

Supervisory staff will conduct random spot checks to
reinforce compliance and provide immediate feedback.

• Birchwood health Care Center will monitor performance
to ensure sustained compliance.

The Infection Preventionist or designee will audit PPE
use and hand hygiene practices for all residents on EBP
three (3) times weekly for 2 weeks, and then two (2)
times a week for two weeks. Audit results will be
presented to the QAPI committee monthly, which will
review and provide feedback on audit frequency,
content, and additional interventions if indicated.

• Birchwood Health Care Center will be in substantial
compliance by 01/23/2026.

Responsible Party: Director of Nursing (DON)

§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 transport
linens so as to prevent the spread of infection.
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§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, interview and record review, the
facility failed to ensure proper use of personal
protective equipment (PPE) for 2 of 3 (R2, R3)
residents who were on enhanced barrier precautions
(EBP), required personal cares and ordered treatments
and staff did not maintain proper hand hygiene
practices or use of gowns while performing cares and
treatments.

Findings include:

F0880

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)
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COMPLETION
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R2’s Face Sheet dated 2/16/25, indicated R2 had
neuromuscular dysfunction of bladder and was a carrier
or suspected carrier of methicillin resistant
staphylococcus aureus (MRSA).

R1's quarterly Minimum Data Set (MDS) dated 11/24/25,
indicated R2 was cognitively intact, had a suprapubic
catheter in place, and was on EBPs.

R3’s Face Sheet dated 10/18/25, indicated R1 had
retention of urine and was a carrier or suspected
carrier of MRSA.

R3's admission Minimum Data Set (MDS) dated 10/24/25,
indicated R3 had memory problems, had an indwelling
catheter, had a feeding tube was dependent on staff for
hygiene, and was on EBPs.

Enhanced Barrier Precautions signage on R2 and R3’s
door undated, indicated providers and staff would wear
gloves and gown for the following High-Contact Resident
Care Activities: dressing, bathing, transferring,
changing linens, providing hygiene, changing briefs or
assisting with toilet use, and when caring for wounds
or device cares.

During an observation on 12/18/25 at 9:54 a.m.,
registered nurse (RN)-A sanitized her hands, applied
gloves, and entered R2’s room. RN-A told R2 she was
going to change her suprapubic catheter dressing. RN-A
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did not have a gown on, she removed the drainage sponge
from R2’s abdomen and indicated “purulent tan medium
amount of drainage”, and discarded the soiled dressing
in the garbage. RN-A removed her gloves, applied new
gloves without preforming hand hygiene, and cleansed
the catheter site. RN-A applied a clean dressing to
catheter site with same gloves she cleansed site with.
RN-A removed her gloves and sanitized her hands.

F0880
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During an interview on 12/18/25 at 10:13 a.m., RN-A
stated it was expected that staff wear personal
protective equipment for residents on EBPs when they
come into contact with the resident. RN-A stated she
forgot to wear a gown when completing R2’s treatment.
RN-A stated staff were expected to wash or sanitize
hands after removing soiled gloves and when going from
dirty to clean areas. RN-A stated she should have
sanitized her hands after removed her gloves and after
cleansing R2’s suprapubic site but the sanitizer and
gloves were on the other side of the room so she did
not do either step.

During an observation on 12/18/25 at 11:18 a.m.,
nursing assistant (NA)-A and NA-B sanitized hands
applied gown and gloves and entered R3’s room. NA-A and
NA-B assisted R3 to bed and lowered his pants. NA-B
held R3 on his right side and NA-A cleansed bowel from
R3’s buttocks with wipes. NA-A removed the bowel soiled
brief and placed it in the garbage and removed her
gloves. NA-A applied clean gloves without sanitizing
hands, applied barrier cream to R3’s buttocks, applied
a clean brief on R3, and placed clothes back on. NA-A
emptied urine out of R3’s catheter bag, removed her
gloves, and applied clean gloves without sanitizing
hands. NA-A and NA-B assisted R3 back to his
wheelchair, took off gown and gloves, and sanitized
hands.

During an interview on 12/18/25 at 1:14 p.m., NA-A
stated staff were expected to sanitize hands when
taking gloves off. NA-A stated she did not sanitize her
hands because she got nervous.

During an observation on 12/18/25 at 3:48 p.m.,
licensed practical nurse (LPN)-A and NA-A sanitized
hands, applied gown and gloves, and entered R3’s room.
LPN-A gathered supplies and explained to R3 that she
was going to change his feeding tube dressing. LPN-A
removed her gloves, washed her hands, and applied clean
gloves. LPN-A removed R3’s dressing with no drainage on
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Continued from page 4
it and placed it in the garbage, removed her gloves,
sanitized her hands, and applied clean gloves. LPN-A
cleansed the insertion site and applied a clean
dressing without changing her gloves or sanitizing her
hands. LPN-A removed her gloves, dated a piece of tape,
sanitized her hands, applied a clean pair of gloves,
and put the tape on the clean dressing.

F0880

During an interview on 12/18/25 at 4:01 p.m., LPN-A
stated she should have changed her gloves and sanitized
her hands after cleansing R3’s feeding tube insertion
site but she did not because she was nervous.

On 12/19/25 at 11:55 a.m., the director of nursing
(DON) stated staff were expected to perform hand
hygiene per policy. When residents are on EBPs staff
were expected to wear a gown and gloves with cares and
when completing dressing changes.

On 12/19/25 at 11:57 a.m., the administrator stated
staff were expected to follow the hand hygiene policy.
Staff were expected to follow EBP guidelines when
preforming dressing changes on a resident on EBPs.

The facility Hand Hygiene policy revised 8/2025,
indicated staff would cleanse hands before putting on
gloves, after removal of gloves, and before moving from
a soiled body site to a clean body site.

The facility Personal Protective Equipment Selection
and Use policy reviews 9/2023, indicated staff would
apply a gown and gloves prior to high contact care,
which may apply to indwelling medical devices
regardless of MDRO colonization. EBPs would be used
during high contact resident activities such as
hygiene, incontinence cares, and devices or wound care.

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)
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20000 Initial Comments

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

20000

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:

On 12/18/25 through 12/19/25, a complaint survey was
conducted at your facility by surveyors from the
Minnesota Department of Health (MDH). Your facility was
not in compliance with the MN State Licensure, and the
following licensing order was issued. Please indicate
in your electronic plan of correction you have reviewed
these orders and identify the date when they will be
completed.

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

(X5)
COMPLETION

DATE

01/09/2026
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Continued from page 1
The following complaints were reviewed:

20000

H52001482C (2694206)

H52001482C (2694621)

As a result of the investigation a licensing order was
issued at 4658.0800 Subp 1.

Please indicate in your electronic plan of correction
you have reviewed these orders and identify the date
when they will be completed.

Infection Control; Program

CFR(s): MN Rule 4658.0800 Subp. 1

21375 F0880 – Infection Prevention & Control: Personal
Protective Equipment (PPE) and Enhanced Barrier
Precautions

01/23/2026

Subpart 1. Infection control program. A nursing home
must establish and maintain an infection control
program designed to provide a safe and sanitary
environment.

• R1 and R2 currently reside in center with no adverse
reactions from deficient practice. R3 no longer resides
in center.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and record review, the
facility failed to ensure proper use of personal
protective equipment (PPE) for 2 of 3 (R2, R3)
residents who were on enhanced barrier precautions
(EBP), required personal cares and ordered treatments
and staff did not maintain proper hand hygiene
practices or use of gowns while performing cares and
treatments.

Findings include:

• All Residents have the potential to be affected.

• The following measures and systemic changes have been
made to ensure the alleged deficient practice will not
recur:

All nursing and direct care staff received mandatory
in-service training on PPE usage and hand hygiene.

R2’s Face Sheet dated 2/16/25, indicated R2 had
neuromuscular dysfunction of bladder and was a carrier
or suspected carrier of methicillin resistant
staphylococcus aureus (MRSA).

Proper donning and doffing of PPE, including gowns and
gloves

Hand hygiene protocols before and after resident
contact and treatments

R1's quarterly Minimum Data Set (MDS) dated 11/24/25,
indicated R2 was cognitively intact, had a suprapubic
catheter in place, and was on EBPs.

R3’s Face Sheet dated 10/18/25, indicated R1 had
retention of urine and was a carrier or suspected
carrier of MRSA.

Facility policy for Enhanced Barrier Precautions (EBP)

Education will be provided for all nursing staff,
certified nursing assistants (CNAs), and therapy staff
regarding the updated policies and processes

Supervisory staff will conduct random spot checks to
reinforce compliance and provide immediate feedback.

R3's admission Minimum Data Set (MDS) dated 10/24/25,
indicated R3 had memory problems, had an indwelling

• Birchwood health Care Center will monitor performance
to ensure sustained compliance.
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Minnesota State Department of Health

PRINTED: 02/03/2026

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

12/19/2025

NAME OF PROVIDER OR SUPPLIER

BIRCHWOOD HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

604 1ST STREET NE , FOREST LAKE, Minnesota, 55025

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)
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catheter, had a feeding tube was dependent on staff for
hygiene, and was on EBPs.

Enhanced Barrier Precautions signage on R2 and R3’s
door undated, indicated providers and staff would wear
gloves and gown for the following High-Contact Resident
Care Activities: dressing, bathing, transferring,
changing linens, providing hygiene, changing briefs or
assisting with toilet use, and when caring for wounds
or device cares.

During an observation on 12/18/25 at 9:54 a.m.,
registered nurse (RN)-A sanitized her hands, applied
gloves, and entered R2’s room. RN-A told R2 she was
going to change her suprapubic catheter dressing. RN-A
did not have a gown on, she removed the drainage sponge
from R2’s abdomen and indicated “purulent tan medium
amount of drainage”, and discarded the soiled dressing
in the garbage. RN-A removed her gloves, applied new
gloves without preforming hand hygiene, and cleansed
the catheter site. RN-A applied a clean dressing to
catheter site with same gloves she cleansed site with.
RN-A removed her gloves and sanitized her hands.
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21375 Continued from page 2

The Infection Preventionist or designee will audit PPE
use and hand hygiene practices for all residents on EBP
three (3) times weekly for 2 weeks, and then two (2)
times a week for two weeks. Audit results will be
presented to the QAPI committee monthly, which will
review and provide feedback on audit frequency,
content, and additional interventions if indicated.

• Birchwood Health Care Center will be in substantial
compliance by 01/23/2026.

Responsible Party: Director of Nursing (DON)

(X5)
COMPLETION

DATE

During an interview on 12/18/25 at 10:13 a.m., RN-A
stated it was expected that staff wear personal
protective equipment for residents on EBPs when they
come into contact with the resident. RN-A stated she
forgot to wear a gown when completing R2’s treatment.
RN-A stated staff were expected to wash or sanitize
hands after removing soiled gloves and when going from
dirty to clean areas. RN-A stated she should have
sanitized her hands after removed her gloves and after
cleansing R2’s suprapubic site but the sanitizer and
gloves were on the other side of the room so she did
not do either step.

During an observation on 12/18/25 at 11:18 a.m.,
nursing assistant (NA)-A and NA-B sanitized hands
applied gown and gloves and entered R3’s room. NA-A and
NA-B assisted R3 to bed and lowered his pants. NA-B
held R3 on his right side and NA-A cleansed bowel from
R3’s buttocks with wipes. NA-A removed the bowel soiled
brief and placed it in the garbage and removed her
gloves. NA-A applied clean gloves without sanitizing
hands, applied barrier cream to R3’s buttocks, applied
a clean brief on R3, and placed clothes back on. NA-A
emptied urine out of R3’s catheter bag, removed her
gloves, and applied clean gloves without sanitizing
hands. NA-A and NA-B assisted R3 back to his
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21375 Continued from page 3
wheelchair, took off gown and gloves, and sanitized
hands.

21375
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During an interview on 12/18/25 at 1:14 p.m., NA-A
stated staff were expected to sanitize hands when
taking gloves off. NA-A stated she did not sanitize her
hands because she got nervous.

During an observation on 12/18/25 at 3:48 p.m.,
licensed practical nurse (LPN)-A and NA-A sanitized
hands, applied gown and gloves, and entered R3’s room.
LPN-A gathered supplies and explained to R3 that she
was going to change his feeding tube dressing. LPN-A
removed her gloves, washed her hands, and applied clean
gloves. LPN-A removed R3’s dressing with no drainage on
it and placed it in the garbage, removed her gloves,
sanitized her hands, and applied clean gloves. LPN-A
cleansed the insertion site and applied a clean
dressing without changing her gloves or sanitizing her
hands. LPN-A removed her gloves, dated a piece of tape,
sanitized her hands, applied a clean pair of gloves,
and put the tape on the clean dressing.

During an interview on 12/18/25 at 4:01 p.m., LPN-A
stated she should have changed her gloves and sanitized
her hands after cleansing R3’s feeding tube insertion
site but she did not because she was nervous.

On 12/19/25 at 11:55 a.m., the director of nursing
(DON) stated staff were expected to perform hand
hygiene per policy. When residents are on EBPs staff
were expected to wear a gown and gloves with cares and
when completing dressing changes.

On 12/19/25 at 11:57 a.m., the administrator stated
staff were expected to follow the hand hygiene policy.
Staff were expected to follow EBP guidelines when
preforming dressing changes on a resident on EBPs.

The facility Hand Hygiene policy revised 8/2025,
indicated staff would cleanse hands before putting on
gloves, after removal of gloves, and before moving from
a soiled body site to a clean body site.

The facility Personal Protective Equipment Selection
and Use policy reviews 9/2023, indicated staff would
apply a gown and gloves prior to high contact care,
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