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July 13, 2020

Administrator
The Estates At St Louis Park LLC
3201 Virginia Avenue South
Saint Louis Park, MN  55426

RE:  CCN: 245148
        Survey Start Date:  April 2, 2020

                   

Dear Administrator:

On July 13, 2020 the Minnesota Department(s) of Health completed a revisit to verify that your facility
had achieved and maintained compliance.  We have determined that your facility has achieved
substantial compliance as of June 13, 2020.  Per the CMS Memo QSO‐20‐20‐All, enforcement remedies
were suspended from March 23, 2020 to May 31, 2020 and will be evaluated at a later date.

The CMS Region V Office may notify you of their determination regarding any remedies.

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.



Electronically delivered
June 25, 2020

Administrator
The Estates At St Louis Park LLC
3201 Virginia Avenue South
Saint Louis Park, MN  55426

RE:  CCN: 245148
 Cycle Start Date: April 2, 2020

Dear Administrator:

On April 15, 2020, we informed you that enforcement remedies may be imposed. Per the CMS Memo
QSO‐20‐20‐All, enforcement remedies were suspended from March 23, 2020 to May 31, 2020 and will
be evaluated at a later date.

The CMS Region V Office may notify you of their determination regarding any remedies.

On June 12, 2020, the Minnesota Department(s) of Health   completed a survey and it has been
determined that your facility continues to not to be in substantial compliance.   Your facility was not in
substantial compliance with the participation requirements and the conditions in your facility
constituted   both substandard quality of care and immediate jeopardy  to resident health or safety.
The most serious deficiencies in your facility were found to be isolated deficiencies that constituted
immediate jeopardy (Level J), as evidenced by the electronically attached CMS‐2567, whereby
corrections are required.

REMOVAL OF IMMEDIATE JEOPARDY

On June 12, 2020, the situation of immediate jeopardy to potential health and safety cited at F600 was
removed.  However, continued non‐compliance remains at the lower scope and severity of E.

As a result of the survey findings:

The CMS Region V Office may notify you of their determination regarding any remedies related to the
current enforcment cycle, beginning April 2, 2020.

SUBSTANDARD QUALITY OF CARE (SQC)

SQC was identified at your facility. Sections 1819(g)(5)(C) and § 1919(g)(5)(C) of the Social Security Act
and 42 CFR 488.325(h) requires that the attending physician of each resident who was found to have
received substandard quality of care, as well as the State board responsible for licensing the facility's
administrator, be notified of the substandard quality of care.  If you have not already provided the
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following information, you are required to provide to this agency within ten working days of your
receipt of this letter the name and address of the attending physician of each resident found to have
received substandard quality of care.

Please note that, in accordance with 42 CFR 488.325(g), your failure to provide this information timely
will result in termination of participation in the Medicare and/or Medicaid program(s) or imposition of
alternative remedies.

ELECTRONIC PLAN OF CORRECTION (ePOC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable plan of
correction (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. The failure to submit an acceptable ePOC can
lead to termination of your Medicare and Medicaid participation (42 CFR 488.456(b)).

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.

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:

 • Optional denial of payment for new Medicare and Medicaid admissions   
                        (42 CFR 488.417 (a));

 • Per day civil money penalty (42 CFR 488.430 through 488.444).

DEPARTMENT CONTACT

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

  Susanne Reuss, Unit Supervisor
  Metro C Survey Team
  Licensing and Certification Program
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  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 ‐ Health Regulation Division staff and/or the Department of Public Safety, State Fire Marshal
Division staff, if your ePoC for their 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.    

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 SIXTH MONTH AFTER THE LAST DAY OF
THE SURVEY

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by October 2, 2020 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance.  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.

APPEAL RIGHTS   

If you disagree with this action imposed on your facility, you or your legal representative may request a
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hearing before an administrative law judge of the Department of Health and Human Services,
Departmental Appeals Board (DAB).  Procedures governing this process are set out in 42 C.F.R. 498.40,
et seq.  You must file your hearing request electronically by using the Departmental Appeals Board’s
Electronic Filing System (DAB E‐File) at https://dab.efile.hhs.gov no later than sixty (60) days after
receiving this letter.  Specific instructions on how to file electronically are attached to this notice.  A
copy of the hearing request shall be submitted electronically to:
      

Tamika.Brown@cms.hhs.gov

Requests for a hearing submitted by U.S. mail or commercial carrier are no longer accepted as of
October 1, 2014, unless you do not have access to a computer or internet service.  In those
circumstances you may call the Civil Remedies Division to request a waiver from e‐filing and provide an
explanation as to why you cannot file electronically or you may mail a written request for a waiver
along with your written request for a hearing.  A written request for a hearing must be filed no later
than sixty (60) days after receiving this letter, by mailing to the following address:

Department of Health & Human Services
Departmental Appeals Board, MS 6132

Director, Civil Remedies Division
330 Independence Avenue, S.W.

Cohen Building – Room G‐644
Washington, D.C. 20201

(202) 565‐9462

A request for a hearing should identify the specific issues, findings of fact and conclusions of law with
which you disagree.  It should also specify the basis for contending that the findings and conclusions are
incorrect.  At an appeal hearing, you may be represented by counsel at your own expense.  If you have
any questions regarding this matter, please contact Tamika Brown, Principal Program Representative by
phone at (312) 353‐1502 or by e‐mail at Tamika.Brown@cms.hhs.gov.    

INFORMAL DISPUTE RESOLUTION/ 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    
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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 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      

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.            

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   
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F 000 INITIAL COMMENTS F 000

 On 6/11/20 to 6/12/20, an abbreviated survey 
was completed at your facility by surveyors from 
the Minnesota Department of Health (MDH).  The 
facility was not found not to be in compliance with 
requirements of 42 CFR Part 483, Subpart B, the 
requirements for Long Term Care Facilities.

At the time of the abbreviated survey, onsite 
investigations were completed and the following 
complaint were found to be substantiated:

H5148243C is substantiated with a deficiency 
cited at F600.

AN EXTENDED SURVEY WAS COMPLETED 
ON 6/12/2020.  

The immediate jeopardy began on 5/9/20, when 
the facility failed to protect R2 from R1's physical 
abuse. The IJ was identified on 6/11/20, the 
director of nursing (DON), administrator, 
administrator interns and the assistant director of 
nursing were notified at 5:05 p.m. The immediate 
jeopardy was removed on 6/12/20, at 9:30 a.m. 
after it could be verified the facility had 
implemented an acceptable removal plan 
however, noncompliance remained at the lower 
scope and severity level of E, a pattern with no 
actual harm with potential for more than minimal 
harm.  

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 

 

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

07/02/2020Electronically 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.
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F 000 Continued From page 1 F 000
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 600
SS=J

Free from Abuse and Neglect
CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and 
Exploitation
The resident has the right to be free from abuse, 
neglect, misappropriation of resident property, 
and exploitation as defined in this subpart.  This 
includes but is not limited to freedom from 
corporal punishment, involuntary seclusion and 
any physical or chemical restraint not required to 
treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12(a)(1) Not use verbal, mental, sexual, or 
physical abuse, corporal punishment, or 
involuntary seclusion;
This REQUIREMENT  is not met as evidenced 
by:

F 600 6/13/20

 Based on observations, interview and document 
review, the facility failed to conduct a 
comprehensive assessment of aggressive 
behavior and implement interventions to protect 
other residents from R1 who was involved in 
multiple altercations involving other residents on 
the unit. In addition, failed to provide adequate 
supervision as R1 continued to wander and 
sleep/lay in other residents beds, causing other 
residents distress. R1 subsequently became 
agitated and was physically aggressive when he 

 R1 was placed on a 1:1 monitoring until 
he was sent to the hospital on 6/12/2020, 
for geriatric psychiatry evaluation and 
treatment.
R2 Discharged from the facility. 
R3 s assessment and plan of care was 
reviewed and remains current.
R1 s plan of care has been reviewed and 
revised to include the increased 1:1 
supervision intervention and attempt at 
sending to a hospital geri-psych for further 
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F 600 Continued From page 2 F 600
threatened and hit other residents. R2, R3, and 
R4 were identified to be in an immediate jeopardy 
situation related to risk for serious injury, harm, 
impairment or death due to the physical 
aggression by R1. R1's behaviors had the 
potential to affect all 20 residents residing on the 
Advanced Alzheimer's Care Unit (AACU) wing. 

The immediate jeopardy began on 5/9/20, when 
the facility failed to protect R2 from R1's physical 
abuse. The IJ was identified on 6/11/20, the 
director of nursing (DON), administrator, 
administrator interns, and the assistant director of 
nursing were notified at 5:05 p.m. The immediate 
jeopardy was removed on 6/12/20, at 9:30 a.m., 
after it could be verified the facility had 
implemented an acceptable removal plan, 
however, noncompliance remained at the lower 
scope and severity level of E, a pattern with no 
actual harm with potential for more than minimal 
harm. 

Findings include:

R1's face sheet dated 6/12/20, indicated 
diagnoses of  alcohol dependence with 
alcohol-induced persisting dementia, 
schizoaffective disorder and major depressive 
disorder.

R1's annual Minimum Data Set (MDS) dated 
5/11/20, identified a brief interview for mental 
status (BIMS) of 0, indicating severe cognitive 
impairment. R1 was ambulatory and wandered 
throughout the unit. R1 was moved to the locked 
unit in 12/19 due to elopement. R1's behaviors 
had escalated since admission to the unit. 

R1's physician visit notes dated 5/12/20, indicated 

evaluation and treatment.   Upon return 
from the hospitalization, R1 will be 
reassessed and plan of care will be 
reviewed and revised. 
An audit of resident plan of care for 
like-residents, were reviewed, and 
revised, as necessary.  Resident PHQ-9s 
were also reviewed and remain current. 
Policy and procedure for Abuse 
Prevention and Prohibition, Safety and 
Supervision, Accidents and Incidents, and 
Increased Monitoring, was reviewed and 
remains current.   Residents who have 
resident to resident altercations will be 
reported to the State Agency per facility 
Abuse Policy and interventions will be 
implemented as appropriate.
Staff education has been initiated and will 
remain ongoing regarding proper 
intervention for safety and supervision of 
residents after a resident to resident 
altercation.   Staff are also educated to 
resident plan of care regarding 
interventions and supervision. 
The Administrator or designee will 
complete daily audits x 2 weeks, weekly 
for 4 weeks and then monthly for 3 
months and then the QAPI Committee will 
review for ongoing audits.   Staff 
Knowledge questionnaires will be 
completed with 5 staff weekly for 4 weeks 
to ensure their knowledge and 
understanding of the policies and 
procedures listed above.
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F 600 Continued From page 3 F 600
reports of increased agitation and restlessness.  

R1's care plan initiated 6/3/19, identified an 
alteration in cognition related to diagnosis of 
dementia and history of ethanol alcohol (ETOH). 
It also identified socially inappropriate disruptive 
behaviors such as laying/sleeping in other 
residents' beds, yelling, pushing, and hitting other 
residents. R1's behavioral approach included 
allowing time to communicate his needs/wants, 
redirecting him to his bed when he was in others 
rooms, providing cues, reorientation and 
supervision as needed. 

During observations on 6/11/20, at 12:46 p.m. R1 
went into R4's room and laid down in her bed. 
-At 1:05 p.m. the licensed practical nurse (LPN)-A 
was observed to enter R4's room, however, did 
not redirect R1 out of the room. LPN-A left the 
room and R1 continued to lay on R4's bed until 
1:18 p.m., when nursing assistant (NA)-A 
wheeled R4 in her room via wheelchair. At this 
time R4 observed R1 laying on her bed and 
yelled, "What is he doing there?" NA-A called 
R1's name and attempted to physically remove 
him from the bed. At this same time social 
services designee (SSD)-A came into R4's room 
and was observed to offer R1 a 7-Up and was 
able to redirect him out of R4's room.

Additional altercations, involving R1, were 
reviewed, and identified the following:

A Progress Note (PN), dated 5/9/20, identified R1 
had been known to go into other residents' rooms 
and lay in their beds. It further indicated, R2 had 
caught R1 in her room again and when R2 was 
on her way to the dining room, R1 went after her, 
pushed her against the door to the dining room, 
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F 600 Continued From page 4 F 600
and went after her with his fist. R2 said R1 had 
scratched her arms and grabbed her chest. 

A PN, dated 5/22/20, indicated R2 was in her 
room and when she came out of the bathroom, 
R1 was in her room. R2 yelled at R1 and R1 
pushed R2, hitting her in the chest, which 
resulted in a red mark. 

R5, identified as having intact cognition, per MDS 
dated 5/7/20, witnessed an altercation between 
R1 and R2:
- A PN dated 6/6/20, identified R5 reported, "that 
guy" (R1) was in R2's room again and they both 
screamed at him to leave. R5 witnessed R1 
hitting R2 in the right arm/shoulder two times. The 
intervention identified at this time was to keep R1 
on the unit, and to transfer R2 to another room off 
the unit after securing a Wander Guard on R2's 
right wrist, due to risk for elopement.

A PN dated 6/10/20 at lunch time, identified R1 
had gone up to R3 and took his drink off of his 
meal tray. R3 then got upset and told R1, "That is 
mine, get the hell away from here!" Staff then 
came in between the two residents to intervene. 
R1 started swinging his fists towards R3. Staff 
was able to separate the two residents and no 
one was injured. R1 then walked away and 
started pacing around the unit as R3 continued to 
eat his lunch.

The DON was interviewed on 6/11/20, at 2:57 
p.m., regarding the multiple altercations that had 
occurred between  R1, and other residents, as 
noted above on 5/9/20, 5/22/20, 6/6/20 and 
6/10/20. When asked what interventions were put 
in place to protect R1 and other residents in the 
unit, the DON said R1 had always been known to 

FORM CMS-2567(02-99) Previous Versions Obsolete 3ON811Event ID: Facility ID: 00943 If continuation sheet Page  5 of 10



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  07/06/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

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

245148 06/12/2020
C

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

3201 VIRGINIA AVENUE SOUTH
THE ESTATES AT ST LOUIS PARK LLC

SAINT LOUIS PARK, MN  55426

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 600 Continued From page 5 F 600
wander and it was not a problem before R2 was 
transferred to the unit from 2 East. The DON 
explained that R2's cognitive level was above the 
level of other residents on the unit, R2 was aware 
of where her room was, and was able to use her 
bathroom per self, which posed a problem if R1 
was laying on her bed.  DON said the facility 
initially put both residents, R1 and R2, on safety 
checks (30 minutes), after altercations occurred. 
The DON explained that she had checked with 
the staff nurses and nurse practitioner (NP) to 
inquire if R1 had become more aggressive and 
also stated lab work had been done to see if R1 
had an infection. The DON stated with the 
altercation on 5/9/20, R1 was given a one time 
dose of Haldol (antipsychotic, used to treat 
psychotic disorders) and it was recommended to 
increase Zyprexa (restores the balance of natural 
substances in the brain), however, after a couple 
of days R1 went back to baseline. 

Regarding the altercation that occurred on 
5/22/20, DON said the facility started talking 
about the fact that R1 continued to go into R2's 
room and so the altercations continued. The 
interdisciplinary team (IDT) discussed transferring 
R2 to a different unit, however, the DON 
acknowledged the move had not taken place and 
an additional altercation occurred between R1 
and R2 on 6/6/20. 

The altercation on 6/6/20, DON said she was at 
the facility when the incident took place, and a 
decision was made to put a wander guard on R2 
and move her to another unit. When asked by the 
surveyor what they did to protect other residents 
on the unit from R1, she said, "We didn't really do 
anything." She also said the NP recommended 
increasing R1's dose of Zyprexa, but the facility 
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did not want to chemically restrain him. "[R1] likes 
to go into [R2's] room", and explained that was 
why R1 and R2 were constantly having 
altercations. When surveyor asked why R2, who 
was not the aggressor, was now being 
transferred to a different facility, the DON did not 
respond. 

Regarding the altercation on 6/10/20, DON said 
she was not aware of the incident between R1 
and R3. The DON reviewed R1's and R3's 
medical records and verified the nurse had only 
documented the incident in R1's record. The 
DON read the progress note and she confirmed it 
was a resident to resident altercation but again 
said she was not aware of it and should have 
been informed. She also said, "I think he [R1] 
needs to go." She said that she had checked with 
the nurses who reported R1 had not been more 
aggressive to residents, but to staff. The DON 
also said the facility is not able to provide one to 
one supervision to R1 ongoing. The DON said 
that her expectations were for staff to redirect R1 
out of other residents' rooms, "I will talk to the 
administrator to see if someone can watch him 
until we come up with a better plan. We don't 
want to snow him, that's not an option. I will talk 
to the administrator and the NP to see what we 
can do immediately to protect the other 
residents." 

On 6/11/20, at 1:19 p.m. NA-B stated, "He [R1] 
will wander into every room and he keeps coming 
in and out of rooms all day and you will not find 
him in just one particular room. We talk to him 
and he will sometimes listen but at times he is 
hard to re-direct and we tell the nurse and nurse 
manager. There was an incident with [R2] and he 
kept going to her room several times and he 
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would not listen and [R2] was upset. We would 
redirect him but he doesn't listen and will yell at 
you and tell you **** you. We are to redirect him 
when we see him in other resident's rooms. We 
are supposed to report all allegations of resident 
to resident to the nurse immediately. He is 
aggressive both verbally and physically and will 
hit both staff and residents." NA-B explained that 
R1 will do this when he is re-directed, and stated, 
"A lot of the residents in the unit have dementia 
and will not be able to report if he did anything to 
them because they will forget. It's hard to keep up 
with him." 

On 6/11/20, at 1:20 p.m. NA-A said R1 tends to 
wander and go into other residents' rooms. NA-A 
was told to sit with R1 in his room until he calms 
down. NA-A also said he has had to do this 
several times per shift.  

On 6/11/20, at 1:23 p.m. social services director 
designee (SSD)-A said R1 often wanders into 
other residents rooms. She said redirection works 
sometimes but he can get volatile. She also said 
some of the residents don't understand R1's 
behavior and question why he is in their room. 

On 6/11/20, at 1:28 p.m. LPN-A stated all 
allegations of resident to resident altercations 
were supposed to be reported to the DON or 
administrator to be investigated. LPN-A also 
stated R1 required to be constantly re-directed, 
was combative and staff were supposed to walk 
away when he was combative and then 
re-approach. LPN-A further stated staff continued 
to re-direct him out of other resident rooms, 
however, he would still find another resident's 
bed, which was an on-going problem. When 
asked what else had been tried to keep other 
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residents safe in the unit, as R1 had several 
altercations with residents on the unit, LPN-A 
stated "re-directing, re-approach and offering him 
candy or pop. Nothing in particular he is kind of 
hard depending on his mood." 

The facility Abuse Prohibition/Vulnerable Adult 
Plan revised 12/16, indicated the purpose of the 
policy was to ensure that residents were not 
subjected to abuse by anyone including, but not 
limited to, facility staff, other residents, 
consultants or volunteers, staff or other agencies 
serving the individual, family members or legal 
guardians, friends or other individuals or self 
abuse. 

The policy also directed staff to report any 
situation that was considered abuse or neglect 
immediately to the supervisor who would assess 
the situation to determine if any emergency 
treatment or action was required. The policy also 
directed staff immediately upon learning of the 
incident; staff was to take necessary steps to 
protect residents from possible subsequent 
incidents of misconduct while the matter was 
being investigated. 

The policy further directed if it was resident to 
resident abuse, the resident who was the abuser 
was to be removed to a safe environment to 
ensure that all other residents remained safe. 

The immediate jeopardy was removed on 
6/12/20, at 9:30 a.m. after it was verified the 
facility had reviewed and revised R1's care plan 
to include 1:1 supervision intervention and 
attempt to send R1 to a geriatric -psych hospital 
for further evaluation and treatment. The facility 
reviewed and revised care plans for like residents 
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in the unit and the policy and procedures for 
abuse prevention, safety, supervision, accidents 
and resident to resident altercations. The staff 
education was initiated and remained ongoing 
regarding proper interventions for safety and 
supervision of residents after resident to resident 
altercations. Also the staff were educated on R1's 
plan of care regarding interventions and 
supervision. In addition, R1 was transferred out of 
the facility on 6/12/20, at 10:23 a.m. to the 
hospital for evaluation due to increased 
behaviors. The non-compliance remained at the 
lower scope and severity level of E because the 
facility failed to put in place interventions to 
protect all other residents who were vulnerable 
and with advanced dementia/Alzheimer's, who 
resided in the AACU wing, from abuse.
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Electronically delivered
June 25, 2020

Administrator
The Estates At St Louis Park LLC
3201 Virginia Avenue South
Saint Louis Park, MN  55426

Re:     Event ID:  3ON811

Dear Administrator:

The above facility survey was completed on June 12, 2020 for the purpose of assessing compliance with
Minnesota Department of Health Nursing Home Rules.  At the time of the survey, the survey team from the
Minnesota Department of Health - Health Regulation Division noted no violations of these rules promulgated
under Minnesota Stat. section 144.653 and/or Minnesota Stat. Section 144A.10.    

Electronically posted is the Minnesota Department of Health order form stating that no violations were   noted at
the time of this survey.  The Minnesota Department of Health is documenting the State Licensing Correction
Orders using federal software.  Please disregard the heading of the fourth column which states, "Provider's Plan
of Correction."  This applies to Federal deficiencies only.  There is no requirement to submit a Plan of Correction.

   
Please feel free to call me with 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
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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 6/11/20, through 6/12/20, an abbreviated 
survey was conducted to determine compliance 
with State Licensure. Your facility was found to be 
not in compliance with the MN State Licensure. 

The following complaint was found to be 
substantiated: H5148243C, however, no licensing 
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 2 000Continued From page 1 2 000

orders were issued.

The facility is enrolled in ePOC and therefore a 
signature is not required at the bottom of the first 
page of state form. 
Although no plan of correction is required, it is 
required that the facility acknowledge receipt of 
the electronic documents.
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