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Date Concluded: September 23, 2019

Name, Address, and County of Licensee
Investigated:
The Estates at Saint Louis Park
3201 Virginia Avenue South
Saint Louis Park, MN 55426
Hennepin County
Facility Type: Nursing Home

Investigator’s Name: Rhylee Gilb, RN
Special Investigator

Finding: Substantiated, individual responsibility
Nature of Visit:
An investigator from the Minnesota Department of Health investigated an allegation of
maltreatment, in accordance with the Minnesota Reporting of Maltreatment of Vulnerable
Adults Act, Minn. Stat. 626.557, and to evaluate compliance with applicable licensing standards
for the provider type.
Allegation(s):
It is alleged: The facility failed to thoroughly investigate and follow‐up on an alleged abuse
allegation when the alleged perpetrator sexually assaulted two residents (resident #1, resident
#2).
Investigative Findings and Conclusion:
Abuse was substantiated. The alleged perpetrator (AP) was responsible for the maltreatment.
The AP initiated unwanted sexual contact with resident #1 and resident #2, necessitating both
residents to seek psychological evaluation and support. The facility did investigate the initial
sexual assault allegation related to resident #1 and during that investigation, a second resident
(resident #2) was identified who reported the AP assaulted her as well. Through the facility’s
investigation, two additional residents reported sexual harassment by the AP.
The investigation included interviews with facility staff, including administrative staff, nursing
staff, and unlicensed staff. In addition, the investigator reviewed the law enforcement report.
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The investigation also included review of resident records, the facility internal investigation
notes, the AP’s personnel records, and facility policies.
Review of the AP’s personnel records indicated the AP completed appropriate training at the
time of hire through a temporary agency, which included vulnerable adult training, sexual
harassment training, and professional boundaries training. Although the facility failed to
maintain a copy of a Department of Human Services Background Study in his personnel file, the
temporary agency completed a background study at the time of hire, and the AP was cleared to
work at the facility.
Resident #1’s assessment indicated she was cognitively intact, exhibited no behaviors, and
made herself understood.
Resident #2’s assessment indicated she was cognitively intact, exhibited no behaviors, and
enjoyed socializing with others.
On the day of the allegation, resident #1 reported she went forward onto the elevator with her
back towards the door facing the AP. Resident #1 said they were the only two people on the
elevator. Resident #1 stated the AP referenced the way other staff treated her earlier in the day
and stated he did not want staff talking to her like that. Resident #1 stated the AP then put both
of his hands on each side of her face, moved one hand down over her breast, rested his hand
on her breast for a moment, and kissed her. The AP then asked if that was okay. Resident #1
responded it was not okay. The AP then moved his hand further down her body towards her
groin, and resident #1 pushed his hand away. Resident #1 stated the AP said, ”I love me some
[her name].” Resident #1 then reported the incident to a staff member.
After the incident, a social worker saw resident #1 in tears and talking with an aide near the
elevator. She inquired about what happened, and resident #1 reported the unwanted sexual
contact by the AP. The social worker then relayed the information to the nurse.
During an interview with the nurse, she stated resident #1’s story never changed from what she
reported to her and twice to law enforcement.
After receiving the report from resident #1, the facility suspended the AP pending an
investigation and began to interview other residents and staff.
During the facility’s internal investigation, resident #2 reported for the first time that the AP
had cornered her in the hallway a few weeks ago and grabbed her breast. Resident #2 stated
she slapped his hand away and said don’t ever do that again.
During the facility’s internal investigation, resident #3 reported the AP invited her into the
laundry room a few weeks ago to look for an article of clothing. She reported he closed the
door with only the two of them in the room and asked if he could kiss her. Resident #3 stated
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she told him no. She stated he did not try to kiss her, but touched her shoulder. Resident #3
stated it felt inappropriate.
During the facility’s internal investigation, resident #4 reported the AP repetitively asked her if
she had a boyfriend. Resident #4 said she told him no, but he kept asking and made her feel
uncomfortable.
Review of facility investigation notes indicated a female aide reported the AP previously told
her he came here [to the facility] to get a wife and would seek her out and talk with her. The
aide reported she informed her supervisor at the time who spoke with the AP and the
behaviors stopped. The notes also indicated the social worker stated she had uncomfortable
interactions with the AP and thought he was a “creep.” The social worker stated the AP would
attempt to speak with her, tell her she was beautiful, and made and an “mmm” sound towards
her.
At the time of the onsite visit, the AP was no longer employed by the facility. The facility
provided psychologist visits to both resident #1 and resident #2 the same day the allegations
were reported. The nurse stated the incident bothered both residents. The facility continued
with psychology visits per the residents’ requests.
During an interview, resident #2 stated the AP came up to her when no one was around and
rubbed her breast. Resident #2 stated over the course of a month, the AP also blew kisses to
her that made her cringe. Resident #2 stated it brought back up old memories, and she could
not focus.
During an interview, resident #1’s family member stated resident #1 reported the incident to
her as well. The family member stated resident #1 was pretty upset by it, and it affected her
more than she thought it would as she was a pretty tough person. The family member stated
resident #1 was reliable in reporting information accurately. She confirmed resident #1 spoke
with a psychiatrist after the incident.
At the time of the onsite visit, resident #1 had passed away due to health issues.
The AP failed to respond to the subpoena for an interview.
In conclusion, abuse was substantiated. The AP was responsible for the maltreatment.
Abuse: Minnesota Statutes section 626.5572, subdivision 2
"Abuse" means:
(c) Any sexual contact or penetration as defined in section 609.341, between a facility staff
person or a person providing services in the facility and a resident, patient, or client of that
facility.
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Vulnerable Adult interviewed: Yes, resident #2. No, resident #1 had died.
Family/Responsible Party interviewed: Yes, resident #1. Resident #2 was her own person.
Alleged Perpetrator interviewed: No. The AP did not respond to subpoena for an interview.
Action taken by facility:
The facility suspended the AP during an investigation, and the AP no longer works for the
facility. The facility updated the residents’ physicians and had residents were evaluated by
psychologists.
Action taken by the Minnesota Department of Health:
The facility was issued a correction order regarding the vulnerable adult’s right to be free from
maltreatment. To view a copy of the Statement of Deficiencies and/or correction orders, please
visit: https://www.health.state.mn.us/facilities/regulation/directory/provcompselect.html, or
call 651‐201‐4890 to be provided a copy via mail or email. If you are viewing this report on the
MDH website, please see the attached Statement of Deficiencies.
The responsible party will be notified of their right to appeal the maltreatment finding. If the
maltreatment is substantiated against an identified employee, this report will be submitted to
the nurse aide registry for possible inclusion of the finding on the abuse registry and/or to the
Minnesota Department of Human Services for possible disqualification in accordance with the
provisions of the background study requirements under Minnesota 245C.
cc:
Health Regulation Division – Licensing and Certification
The Office of Ombudsman for Long‐Term Care
Hennepin County Attorney
Saint Louis Park City Attorney
Saint Louis Park Police Department
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*****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
reinspection with any item of multipart 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 noncompliance with these
orders provided that a written request is made to
the Department within 15 days of receipt of a
notice of assessment for noncompliance.
INITIAL COMMENTS:
The Minnesota Department of Health
investigated an allegation of maltreatment,
complaint #H5148212M, in accordance with the
Minnesota Reporting of Maltreatment of
Vulnerable Adults Act, Minn. Stat. 626.557.
The following correction order is issued/orders
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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are issued for #H5148212M, tag identification
1850.
The facility has agreed to participate in the
electronic receipt of State licensure orders
consistent with the Minnesota Department of
Health Informational Bulletin 1401, 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
electronically. Although no plan of correction is
necessary for State Statutes/Rules, please enter
the word "corrected" in the box available for text.
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.
21850 MN St. Statute 144.651 Subd. 14 Patients &

10/28/19

21850

Residents of HC Fac.Bill of Rights
Subd. 14. Freedom from maltreatment.
Residents shall be free from maltreatment as
defined in the Vulnerable Adults Protection Act.
"Maltreatment" means conduct described in
section 626.5572, subdivision 15, or the
intentional and nontherapeutic infliction of
physical pain or injury, or any persistent course
of conduct intended to produce mental or
emotional distress. Every resident shall also be
free from nontherapeutic chemical and physical
restraints, except in fully documented
emergencies, or as authorized in writing after
examination by a resident's physician for a
specified and limited period of time, and only
when necessary to protect the resident from
selfinjury or injury to others.
Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:
Based on interview and document review, the
licensee failed to maintain freedom from
maltreatment when 2 of 2 residents (R1, R2)
reviewed were sexually abused by a staff
member.

All residents have the potential to be
affected by this practice.
R 1 is deceased and no longer in the
facility.
R 2, R 3, and R 4 were all interviewed
during a facility wide interview with
residents and staff regarding this incident.
R2, R3, and R4 all identified they had
allegations of unwanted inappropriate
touch or conversation by the Alleged
Perpetrator. The facility then followed up
immediately for further support and
continued the support ongoing with R2,
R3, and R4 as part of the investigation.
R2 was visited by the psychologist on
2/28/19 regarding the allegations and she
informed the psychologist that she felt
safe in the facility and when asked what
more the facility could do, she gave a
response unrelated to the incident. R1
was also interviewed by her Social
Services Designee on 2/18/19 and didn’t
report any concerns. Monitoring was in
place for staff to document any adverse
reactions to this event and were instructed
to contact the MD if necessary. Progress
notes from the time of the alleged incident
until current show that the R2 does not
show signs of distress. R2 has seen the
psychologist weekly since the alleged
incident and continues to see psychology.
R2 regularly interacts with the social
services designee and nurse manager for
her unit as evidenced by the progress
notes in her chart. These notes were in
the resident’s medical record at the time

Findings Include:
R1's brief interview for mental status (BIMS)
dated February 7, 2019, indicated R1 was
cognitively intact with a score of 15 out of 15.
R1's MDS (minimum data set) assessment dated
February 9, 2019, indicated R1 exhibited no
behaviors and made herself understood.
R2's assessment dated January 10, 2019,
indicated R2 exhibited no behaviors and her
BIMS score was 15 out of 15, which indicated R2
was cognitively intact.
Review of the facility investigation report dated
February 15, 2019, indicated R1 reported she
went forward onto the elevator with her back
towards the door facing laundry worker (LW)F.
R1 stated they were the only two people on the
elevator. R1 stated LWF referenced the way
other staff treated her earlier in the day and
stated he did not want staff talking to her like that.
R1 stated LWF then put both hands on each
side of her face, dragged one hand down over
her breast, rested it there for a moment, and
kissed her. LWF then asked if that was okay. R1
stated she responded it was not okay. LWF then
dragged his hand further down her body towards
her groin, and R1 pushed his hand away. R1
stated LWF said,"I love me some [her name]."
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R1 then reported the incident to nurse aide
(NA)E. The facility investigation report further
indicated social service worker (SS)C saw R1
talking with NAE in tears near the elevator and
inquired about what happened. R1 reported what
happened with LWF, and SSC relayed the
information to registered nurse (RN)B. After
receiving the report from R1, the licensee
suspended LWF pending investigation and
began to interview other residents and staff.

of survey. R2’s care plan was updated to
include this incident.
R3 was in fact followed up by the facility
and psychology provider. In progress
note dated 2/22/19, the Director of Social
Services met and assessed this R3.
Progress note stated “Met with resident in
common area. Resident involved/ affected
by recent allegations regarding staff on
2/15/19. Was also in hospital for majority
of this week and only returned to facility
yesterday evening. W checkedin with
resident regarding recent hospital stay
and her depressive symptoms following
recent allegations. Resident smiled and
actively engaged W in casual
conversation. W stated that he would like
to complete PHQ9 to assess resident’s
depressive symptoms. Resident stated, "I
am not depressed" and answered 0 to
each question. Scoring 0/27 indicating
minimal depressive symptoms. Resident
reiterated her story from last week and
stated that she has felt supported by staff.
W engaged resident in conversation and
stated that W's door is always open if
resident would like to talk. W spoke with
resident regarding recent hospital stay
and offered further validation and actively
listened. Resident confirmed her
understanding that she can reach out to
W with any further concerns. SS will
continue to follow and assist resident with
emotional/ social support as appropriate.
Will assess resident for ongoing
depressive symptoms as appropriate.”
R3 was also seen by psychology weekly
after the alleged incident and currently
maintains this support in addition to facility

R2 reported for the first time a few weeks prior,
LWF cornered her at the end of the hallway and
grabbed her breast. R2 stated she slapped his
hand away and said don't ever do that again.
R3 reported a few weeks ago LWF invited her
into the laundry room to look for an article of
clothing. LWF closed the door with only the two
of them in the room and asked if he could kiss
her. R3 stated she told him no, and he did not try
but touched her shoulder. R3 stated it felt
inappropriate.
R4 reported LWF repetitively asked her if she
had a boyfriend. R4 stated she told him no, but
he kept asking her and made her feel
uncomfortable.
NAD reported LWF previously told her he came
here to get a wife and would seek her out to talk
with her. NAD reported she informed her
supervisor at the time who spoke with LWF and
the behavior stopped.
SSC also stated she had uncomfortable
interactions with LWF and stated he was a
"creep." SSC stated he would try and talk with
her, tell her she was beautiful, and made a
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"mmm" sound towards her.

support. These notes were in the resident
medical record at the time of survey. R3’s
care plan was updated by the facility on
2/22/19 regarding this incident. This care
plan entry was available and in the
medical record during the time of the
survey.
R4 was seen by psychology providers on
2/18/19 for emotional support. Per
interview with psychology regarding this
allegation, “she denies any concerns
about this staff contact. She has no
concerns about how staff responded to
this incident and states she is fine”. This
note is currently in the resident’s medical
record and was present in the record
during the time of survey. R4’s care plan
was updated to include this incident.
The Alleged Perpetrator was hired by the
contracted housekeeping company did
have a DHS Background Check
completed on May 10, 2018 prior to
working at the facility and the DHS
background check showed he was
cleared to work for this facility. The
Alleged Perpetrator was removed from
the facility on 2/15/19 and is terminated
from employment.
The entire investigation was sent to the
assigned police investigator at the St.
Louis Park Police Department on 2/22/19
by the facility. The investigator informed
the facility that he and the MDH would be
out to investigate this incident and
conduct further interviews with the
resident at the facility. The facility did not
hear any feedback from the police
department until March 2019 in which an
investigator informed the facility that the

During a state survey visit on March 28, 2019,
SSC stated R999 heard R2 tell LWF to stop and
came out of her room to see both R2 and LWF
standing there.
During an interview on August 28, 2019 at 3:21
p.m., RNB stated R1's story never changed from
what she reported to her and to law enforcement
(second interview was recorded). RNB stated
both R1 and R2 were seen by psychology
because they were bothered by what happened.
RNB stated R2 had a history of sexual assault
and the incident brought back memories.
R1 and R2's notes indicated both were evaluated
by psychology following their reports of unwanted
sexual contact.
The facility's Abuse Prevention/Vulnerable Adult
Plan Policy dated December 2018, indicated
background checks are completed on all
employees and any suspected abuse is reported
to the Office of Health Facility Complaints within
2 hours and investigated.
TIME PERIOD OF CORRECTION: Seven (7)
days
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police department was planning on
closing the investigation and not further
pursue any charges.
Facility reports to the state agency per
state and federal regulation. All future
allegations and incidents will be reported
to the state agency per the state and
federal regulation.
The Abuse Policy and Procedure was
reviewed and remains current. Staff were
reeducated regarding the Abuse Policy
and timely reporting.
The reports made to the state agency to
ensure timely reporting will be audited
weekly for 4 weeks, monthly for 2 months,
and then the QAPI will determine the
future audit schedule.
QAPI committee will review results and
provide redirection or change when
necessary and dictate continuation or
completion of this monitoring process.
The Administrator or designee will be
responsible for compliance.
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