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Date Concluded: February 6, 2020

Name, Address, and County of Housing with
Services location:
RollingwoodHome
2203 RollingGreen Lane
North Mankato, MN 56003
Nicollet County
Facility Type: Intermediate Care Facility (ICF)

Investigator Name:
LisaCoil,RN,Special Investigator

Finding: Not Substantiated
Nature of Visit:
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 alleged perpetrator (AP)verbally abused a client when the APthreatened to knock the
client out.
It is alleged: The AP physically abused a client when the AP grabbed the client’s wrist and backed him
into the stove.
Investigative Findings and Conclusion:
Verbal abuse was not substantiated. Even though the AP verbally reacted to client #1 pulling her hair,
the AP’s action did not meet the definition of abuse. The facilityhad no other reports of the APverbally
threatening client #1 or any other clients, and no staff witnessed other incidents of verbally threatening
behavior from the AP.
Physical abuse was not substantiated. The AP responded to client #2 slapping her by holding his wrist
and talking to calm him down. Even though the APphysicallyheld client #2 by the wrists, the AP’s action
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did not meet the definition of abuse. The facility had no other reports of the AP physically abusing
client #2 or any other clients, and no staff witnessed other incidents of physical abuse from the AP.
The investigation included interviews with facilitystaff members, including administrative staff, nursing
staff, and unlicensed staff. The clients’ families were also interviewed. The client’s facilityrecords were
reviewed along with the facilities policies and procedures. Training records indicated the AP received
training on abuse and neglect and had no disciplinary action regarding job performance or interactions
with clients.
Client #1’s diagnoses included Autism spectrum disorder, severe cognitive/developmental disability,
seizure disorder, chronic static encephalopathy, obsessive compulsive disorder, attention deficit
hyperactivity disorder, depression, and anxiety. Client #1’s behavioral support plan indicated she
utilized an iPad for communication and needed one to one staff supervision during awake hours. The
support plan further indicated client #1 needed to be monitored for verbal and physical aggression,
selfinjuries, and property destruction.
One day during a van ride, client #1 pulled the AP’s hair. The APreacted with a verbal threat of knocking
the client #1 out.
During an interview, another staff member report he/ she did not witness this incident or any other
incidents involvingthe AP.
Attempts to interview witnesses and the AP regarding the incident with client #1 were unsuccessful.
Client #2’s diagnoses included Autism, attention deficit hyperactivity disorder, anxiety, Tourette’s
syndrome, and depression. Client #2’s service and support plan indicated client #2 may display verbal
and physical aggression and was susceptible to abuse related to a lack of understanding to situation.
One day during an interaction with the AP, client #2 slapped the AP, and the AP grabbed client #2’s
hands and backed him into the stove. The AP stood holding client #2’s hands and talking to him for a
short time. Client #2 then went to his room. A short time later, the AP went to client #2’s room to
discuss the incident, and they both apologized to each other for their actions.
During an interview, an unlicensed staff member who had witnessed client #2 slap the AP stated the
AP grab client #2’s hands, walked him to the counter area, and held his hands while talking to calm
client #2 down.
Attempts to interview the AP regarding the incident with client #2 were unsuccessful.
In conclusion, verbal and physical abuse by the AP were not substantiated as the AP’s conduct did not
meet the definition of abuse. Both incidents were isolated with no evidence of harm to either client.
“Not Substantiated” means:
An investigatory conclusion indicating the preponderance of evidence shows that an act meeting the
definition of maltreatment did not occur.
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Action taken by facility:
The facilityprovided education to all staff on maltreatment of vulnerable adult and minors. The facility
suspended the AP and conducted an internal investigation of both incidents. The AP no longer works
at the facility.
Action taken by the Minnesota Department of Health:
No further action taken.
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