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Name, Address, and County of Licensee 
Investigated:
The Sanctuary at West St. Paul
1746 Oakdale Avenue
West St. Paul, MN 55118
Dakota County

Facility Type: Assisted Living Facility with 
Dementia Care (ALFDC)

Evaluator’s Name: 
Maerin Renee, RN, Special Investigator

Finding: Not Substantiated

Nature of Investigation:
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.

Initial Investigation Allegation(s):
The Alleged Perpetrator (AP) financially exploited the resident when she convinced the resident 
to sign the resident’s automobile over to her.

Investigative Findings and Conclusion:
The Minnesota Department of Health determined financial exploitation was not substantiated. 
The AP violated professional boundaries when she arranged a financial transaction with the 
resident. However, the AP paid what the resident and her family considered to be a fair price 
for the car. The resident did not incur a financial loss, and the incident did not meet the 
definition of financial exploitation.  

The investigator conducted interviews with facility staff members, including administrative staff,
nursing staff, and unlicensed staff. The investigator contacted family. The investigation included 
review of the resident records, the facility internal investigation, facility incident reports, 
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personnel files, and related facility policy and procedures. Also, the investigator observed 
resident interactions with staff. 

The resident resided in an assisted living facility. The resident’s diagnoses included high blood 
pressure, osteoarthritis, and diabetes. The resident’s services included assistance with meals. 
The resident’s assessment indicated the resident was independent with most activities.  

The facility’s internal investigation indicated the AP punched out of work during lunch, got into 
the resident’s old car, picked up the resident at the front of the facility, and drove to the 
Department of Motor Vehicles (DMV). The AP paid the resident $2800, and the car’s ownership 
was transferred to the AP. The resident said she did not consider herself a vulnerable adult. She 
said she wanted to sell her car, so she did. Family members agreed $2800 was a good price for 
the car. The resident said she was not a victim of financial exploitation. 

When interviewed, a supervisor said the resident was very independent.  The resident had 
received a new car, and one day a staff member reported she had seen the AP driving the 
resident from the facility in the resident’s old car. After the AP and resident returned, the AP 
said she and the resident went to the DMV to transfer ownership of the resident’s old car to the
AP. The AP paid the resident $2800, which family members, who worked in the car industry, 
said was a good price for the car. 

When interviewed, the AP said she needed a car and entered an agreement with the resident to
purchase her old one. They agreed on a price, and the resident transferred ownership of the car
to the AP.

When interviewed, a family member said the resident had consulted with family about the sale 
of her old car, and all agreed $2800 was a great price. The family member said the price was a 
much better deal for the resident than the AP. 

When interviewed, the resident said she received a new car so wanted to sell her old one. The 
resident sold her car to the AP, not having been aware that there were rules against such 
transactions between residents and staff members. 

In conclusion, the Minnesota Department of Health determined financial exploitation was not 
substantiated. 

“Not Substantiated” means: 
An investigatory conclusion indicating the preponderance of evidence shows that an act 
meeting the definition of maltreatment did not occur.

Financial exploitation: Minnesota Statutes, section 626.5572, subdivision 9
"Financial exploitation" means: 
(b) In the absence of legal authority a person:
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(1) willfully uses, withholds, or disposes of funds or property of a vulnerable adult;
(2) obtains for the actor or another the performance of services by a third person for the 
wrongful profit or advantage of the actor or another to the detriment of the vulnerable adult;
(3) acquires possession or control of, or an interest in, funds or property of a vulnerable adult 
through the use of undue influence, harassment, duress, deception, or fraud; or
(4) forces, compels, coerces, or entices a vulnerable adult against the vulnerable adult's will to 
perform services for the profit or advantage of another.

Vulnerable Adult interviewed: Yes.
Family/Responsible Party interviewed: Yes.
Alleged Perpetrator interviewed: Yes. the 

Action taken by facility: 
The facility provided refresher training to staff regarding appropriate boundaries.  The AP’s 
employment was terminated. 

Action taken by the Minnesota Department of Health: 
No further action taken at this time.

cc:
   The Office of Ombudsman for Long Term Care
   The Office of Ombudsman for Mental Health and Developmental Disabilities
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