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INVESTIGATION MEMORANDUM
Office of Inspector General, Licensing Division
Public Information

Minnesota Statutes, section 626.557, subdivision 1 states, “The legislature declares that the public policy of this state is to protect adults who, because of physical or mental disability or dependency on institutional services, are particularly vulnerable to maltreatment.”
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	[bookmark: report]Report Number: 20163201 20163201	
			                         
	Date Issued:  October 7, 2016

	Name and Address of Facility Investigated:  	

[bookmark: Facility][bookmark: Address]TapestryTapestry
135 East Colorado Street
Saint Paul, MN 55107135 East Colorado Street
Saint Paul, MN 55107

	Disposition:  Inconclusive 



[bookmark: Rule]License Number and Program Type:

830536-CDT (Chemical Dependency Treatment)

Investigator(s):

Lindsay Arth
Minnesota Department of Human Services
Office of Inspector General
Licensing Division
PO Box 64242
Saint Paul, Minnesota 55164-0242
651-431-6537

Suspected Maltreatment Reported:

[bookmark: SuspectedMaltreatment]It was reported that a vulnerable adult (VA) went to the emergency room due to a possible methadone overdose and passed away.  It was alleged that the facility failed to provide adequate care to the VA by not controlling the VA’s methadone access.

[bookmark: Date]Date of Incident(s):  June 4, 2016June 4, 2016

Nature of Alleged Maltreatment Pursuant to Minnesota Statutes, section 626.557, subdivision 9c,   paragraph (b), and Minnesota Statutes, section 626.5572, subdivision 15, and subdivision 17, paragraph (a):  

[bookmark: Nature]The failure or omission by a caregiver to supply a vulnerable adult with care or services, including but not limited to food, clothing, shelter, health care, or supervision which is reasonable and necessary to obtain or maintain the vulnerable adult's physical or mental health or safety, considering the physical and mental capacity or dysfunction of the vulnerable adult and which is not the result of an accident or therapeutic conduct.

Summary of Findings:
Pertinent information was obtained during a site visit conducted on June 20, 2016; from documentation at the facility, medical records, and documentation from the VA’s methadone clinic; and through interviews conducted with three facility staff persons (P1, P2, and P3), a facility licensed practical nurse (LPN1), a medical director (MD) from the VA’s methadone clinic, and a pharmacist (P)  Attempts were made via telephone to contact and interview a staff person (P4) but the attempts were unsuccessful.

The facility described itself as providing “effective treatment programs” for individuals with substance abuse disorders.  The facility had two wings, including two “household” areas accommodating 12 individuals each.  The “household” areas had a living space with a couch, chairs, and television.  There was a locked medication room (nursing department) and counselor’s office located at “opposite ends” of the building that were connected to a “central area” by corridors.  According to the Program Abuse Prevention Plan, staff persons were awake during the overnight hours and there was “always at least one” staff person during a shift who was certified in first aid and cardiopulmonary resuscitation (CPR).

The Residential Health Monitoring Plan stated that all medications were stored in a locked medication cabinet and “dispensed by qualified medical staff.”  The registered nurse was to be consulted for “direction” regarding any “complicating condition” including signs or symptoms of withdrawal.  The Storage and Disposal of Medications revised February 26, 2016, stated that “controlled substances” were kept in a “double locked separate compartment permanently affixed to the cabinet.”

According to the Tapestry Program Description, the facility provided transportation to clients on a daily basis to access “ancillary services.”  The Methadone Policy for Residential Programs revised on February 26, 2016, stated that when a client was enrolled in a methadone maintenance program (and received methadone doses to be self-administered outside of the methadone clinic), the staff person who brought the client to the clinic signed a form “verifying” that they received the correct number of methadone bottles.  If the clinic sent the methadone bottles in a “locked bag,” the staff person was to place the key to the bag on his/her person and at no time were staff persons to leave the bag “unattended.”  When staff persons returned to the facility, staff persons brought the bag containing the methadone “directly” to a nurse in the nursing department and gave the nurse the signed methadone transportation form.  The nurse counted the individual dose bottles of methadone and recorded them on a narcotic control log that included the client’s name, date, time, and number of methadone bottles and placed the bottles in the locked medication bag and “secure[d] the lock.”  The nurse placed the “locked” medication bag in the “locked narcotic area in the medication cart.”  (Note:  For the purpose of this report, the methadone doses that were sent with clients from the methadone clinic, to be self-administered outside of the methadone clinic, will be referred to as “take home” doses.”)

According to the VA’s Individual Treatment Plan, the VA was admitted to the facility on May 18, 2016, and was to “remain abstinent from all mood altering chemicals.”  According to the Tapestry Physician Orders, the VA had a history of using opiates and heroin.  On May 29, 2016, the VA stated that s/he had not used heroin since October (no year indicated) and had previously been on methadone.  The VA had an appointment to “try to get back on methadone next week.”  The Patient Medication Record, obtained from the VA’s methadone clinic, dated    October 2, 2015, to January 16, 2016, showed that the VA had a prior admission at the methadone clinic and that the VA received between 25 and 135 mgs of methadone during those admissions.  The VA enjoyed spending time with his/her family and other clients at the facility.  

On June 3, 2016, the VA began receiving methadone at a methadone clinic.  According to LPN1, on June 3, 2016, the VA went to a methadone clinic for his/her “first day of dosing.”  The VA was prescribed 20 mgs of methadone one time a day.  




Regarding the morning of June 4, 2016:

According to an untitled document, on June 4, 2016, at 7:50 a.m., P4 took clients (including the VA) “dosing” (at a methadone clinic) and returned to the facility at 10:45 a.m.  According to the Methadone Chain of Custody Record, on June 4, 2016, the VA received one take home dose of methadone that was to be self-administered on June 5, 2016, (because the methadone clinic was closed on Sundays).

An untitled document written by P4 stated that on June 4, 2016, P4 was “signing for [the VA’s] take out” methadone dose and the VA “took off running.”  P4 “called” the VA’s name but the VA was “nowhere to be found.”  P4 waited for the VA in the (facility) vehicle and at some point, the VA walked out of the methadone clinic holding a person’s hand and the VA told P4 that it was his/her significant other.  The VA stated that s/he was “excited” to see his/her significant other since it had “been a while.”  P4 told the VA that s/he was not “allowed to speak with any individual at the clinic” and the VA stated that s/he was “sorry” and that it was “only [his/her] second day dosing so [the VA] did not know.”  

Untitled progress notes obtained from the facility, dated June 4, 2016, provided the following information:

· On June 4, 2016, (around 12:35 p.m.), a facility licensed practical nurse (LPN2) documented that s/he was notified that the VA “seemed to be confused and sedated.”  LPN2 checked on the VA and the VA was
 “alert” but his/her speech was “slurred.”  The VA stated that s/he also felt “this way yesterday.”  LPN2 told the VA that s/he needed to go to the hospital to be “evaluated” and the VA “agreed.”  LPN2 asked a “peer” to remain with the VA while LPN2 went to get P2 and then P2 remained with the VA.  Shortly after, P2 told LPN2 that the VA was “sleeping and would not answer.”  LPN2 attempted to wake the VA but the VA was “unresponsive to verbal stimuli and sternal rub.”  LPN2 told P2 to call 9-1-1 and LPN2 “began breaths.”  Emergency medical services (EMS) arrived and administered Narcan (used to treat narcotic overdose in an emergency situation) to the VA and the VA “regained consciousness” and was able to sit and stand with assistance.  EMS transported the VA to the hospital and the VA was diagnosed with “methadone overdose.”  

· The VA returned to the facility (on June 4, 2016), and LPN1 noted that the facility’s “recommendations” were to “decrease methadone” and the VA’s methadone clinic was to be contacted in the morning.  

· P1 documented that s/he “believed that [the VA’s] [significant other] gave [the VA] some of [his/her] methadone takeout’s [sic] and overdosed.”   

According to medical records from Regions Hospital Emergency Center, on June 4, 2016, at 12:48 p.m., the VA had an “unresponsive episode” at the facility and EMS arrived.  The VA was “responsive” to 2 milligrams (mgs) Narcan and upon arrival to the hospital, the VA was “alert and oriented.”  The VA stated that s/he went to a methadone clinic on June 3, 2016, and “restarted” his/her methadone after being off of it for four months.  The VA stated that on June 3, 2016, s/he received a 20 mg dose of methadone and “felt great.”  The VA also stated that s/he had received 20 mgs of methadone on June 4, 2016.  The VA was diagnosed with “methadone overdose” and was discharged from the hospital “without incident.”  There were no lab reports from this incident and there was no record of methadone level in the VA’s system at this time.

The Regions Hospital Emergency Center medical records obtained from the facility indicated that the VA was to follow up with his/her primary care provider and decrease his/her methadone dose to 10 mgs as the “higher dose is 


likely too much for you at this time.”  9-1-1 was to be notified if the VA had a seizure, “passed out” or lost consciousness, had trouble breathing, was “very confused,” or could not stay awake.  Additionally, “immediate medical care” was to be sought if the VA had new symptoms or was “not acting normally.”  

Regarding the afternoon of June 4, 2016:

According to P3, s/he arrived to the facility around 2:45 p.m. and shortly after P3 arrived, Regions Hospital called and stated that the VA was ready to be “picked up.”  P3 arrived to the hospital at 3:33 p.m., and the VA came out of the hospital with “no assistance” and had his/her “file” with him/her.  P3 asked the VA how s/he was feeling and the VA stated that s/he was “so happy to be alive” and “excited to start [his/her] sober life.”  When the VA and P3 arrived to the facility, P3 brought the VA to the nursing station.

When the VA returned to the facility, LPN1 asked the VA how s/he was feeling and the VA stated that s/he was “fine” and did not want “any special treatment.”  LPN1 told the VA s/he could “relax” and that LPN1 would check on the VA “periodically throughout the evening.”  Around 7 p.m., LPN1 had “reports” that the VA was throwing up.  LPN1 checked on the VA and asked the VA to come to the nursing area.  The VA stated that s/he threw up but was feeling “a lot better.”  LPN1 asked the VA if s/he needed anything and the VA stated that s/he wanted Zofran for “nausea.”  At 9:30 p.m., LPN1 began administering the VA’s medications and the VA stated that s/he “did not really feel good” and that s/he was “really nauseous again.”  The VA took his/her medications and a medication for nausea and stated that s/he was “afraid to go to sleep.”  LPN1 told the VA that s/he would check on the VA in-between bed checks to “make sure [the VA] was okay.”  The VA stated “thank you” and that s/he wanted to go to bed.  

LPN1 and P3 each stated that between 11:00 and 11:15 p.m., another client told LPN1 and P3 that the VA was sleeping on the couch.  LPN1 told the other client that s/he would check on the VA and to let the VA sleep.  Around 11:20 p.m., another client stated that the VA was “falling off the couch” and LPN1 and P3 went to where the VA was and observed that the right side of the VA’s body was “falling” off of the couch.  LPN1 attempted to verbally interact with the VA but there was “no response.”  Additionally, LPN1 noticed that the VA was not breathing and did not have a pulse and LPN1 “deemed immediately” that 9-1-1 needed to be called.  Another staff person called 9-1-1 and when staff persons turned the VA over to begin CPR, the VA’s face was “blue.”  LPN1 began CPR and continued until EMS arrived.  When EMS arrived, the VA was transported to the hospital and put on life support until the VA passed away on June 7, 2016.

The Final Autopsy Protocol stated that the VA passed away on June 7, 2016, and the “final anatomic diagnosis” was anoxic brain injury due to methadone toxicity.   The VA’s lab work showed that the VA was “positive for methadone” and that his/her level was 0.12 milligram/liters.

The Client Observation and Head Count Log dated June 4, 2016, showed that staff persons checked on clients approximately every two hours throughout the day.  At 8 p.m., the VA was “present on property” and “cooperative.”  At 10 p.m., the VA was “present on property” and “sleeping.”  

On June 20, 2016, this investigator observed a bottle of methadone for the VA containing one 20 mg dose that was to be administered on June 5, 2016.  There was methadone in the bottle and the bottle was sealed.  The label on the bottle indicated that the methadone was dispensed on June 4, 2016, to the VA as a take home dose, and expired on June 4, 2017.  



Additional information:  

According to P1, a “major side effect” of methadone was “nodding off” and “over sedation” and staff persons were to contact the client’s methadone clinic if a client was having side effects.  When taking clients to dose at the methadone clinic, one staff person took the clients to the methadone clinic and monitored the clients the “entire time.”  Additionally, the clients “cannot speak to any other person” and were not supposed to leave the group.  If a client left the group, P1 “assum[ed] that the staff would not leave the rest of the clients” but would take the other clients to look for the client.  

According to P3, if a client was taken to a methadone clinic, clients were to “stick with the group.”  When a client received a take home dose of methadone, staff persons put the dose in a locked box and put the locked box in a bag that “staff maintains on their being.”  Clients did not have “access” to the methadone.  

P2 stated that s/he took clients to a methadone dosing clinic one time prior to the incident.  P2 took a bag with a zipper that had a “little container” for the take home methadone dose and when staff persons returned to the facility, they gave “everything to nursing.”  Additionally, clients did not have access to their take home methadone doses and it was “literally zipped up right away” and stays “right by you.”  P2 did not know how the VA accessed the methadone s/he overdosed on and stated that it would have been “impossible” to get at the dosing clinics because there were “strict rules.”  

The MD stated that clients typically received a starting dose of 15 to 30 mgs of methadone and that 20 mgs was an appropriate starting dose.  If someone was “used” to receiving methadone, it was “rare” that they would die from receiving 20 mgs “unless they mix [the methadone] with something else” or received additional methadone doses.  Additionally, the MD did not know if the VA’s significant other gave the VA some of his/her methadone doses.  

The P stated that a person could receive Narcan after an overdose but still pass away from the overdose because Narcan “works to reserve the opioid effect” but if the Narcan wore off and the opioid was still in the person’s system, the person could pass away or there could be another “issue” such as an allergic reaction.  According to the P, Narcan “does not make [the opioid] leave the system” and once the Narcan “loses its effectiveness” the opioid could get back on the “receptors.”  Additionally, if a person received Narcan earlier in day but “ingested more” opioids later in the day, a person could still pass away.  Narcan makes people feel “withdrawal symptoms” and could “make a patient more apt to ingest more [or] to try to get their high back.”

According to http://www.rxlist.com/narcan-drug/side-effects-interactions.htm, abrupt reversal of opioid depression may result in cardiac arrest which may result in death.  Additionally, “The patient who has satisfactorily responded to Narcan should be kept under continued surveillance and repeated doses of Narcan should be administered, as necessary, since the duration of action of some opioids may exceed that of Narcan.”

The facility’s policy titled Individuals Who Relapse in Treatment revised February 26, 2016, stated that individuals who relapsed during the treatment experience may be discharged or transferred to another facility for continuous behaviors that threatened their safety or the safety or others.  The facility’s policy titled Death Guidelines revised February 26, 2016, stated that if there was a death with a client who resided at the facility, staff persons were to notify law enforcement and supervisory staff persons.

Personnel files from the facility showed that LPN1, LPN2, P1, P2, P3, and P4 received training on the Reporting of Maltreatment of Vulnerable Adults prior to this incident.  LPN1, LPN2, P1, and P2 also received training on first aid and CPR and facility policies and procedures including the program abuse prevention plan.  LPN1, LPN2, P1, P3, and P4 were also trained on the employee handbook.  Additionally, LPN1 and LPN2 were trained on “death guidelines;” “withdrawal protocols;” checking a client’s pulse and respiration; and had “knowledge” of methadone administration, storage, count, and carry outs.  P2 and P3 were also trained on performing “accurate and thorough” security rounds and bed checks; supervision of clients; pulse and respirations; and withdrawal protocols including “notification.”

Conclusion:
[bookmark: Pertinent]
Information was consistent from facility policies and procedures and interviews with staff persons that if a client was enrolled in a methadone maintenance program and received methadone doses to be administered outside of the methadone clinic, the staff person who brought the client to the clinic brought the methadone “directly” to a nurse in the nursing department.  The nurse counted the bottles of methadone and recorded them on a narcotic control log that included the clients name, date, time, and number of methadone bottles and placed the bottles in the locked medication bag and “secure[d] the lock.”  The nurse placed the “locked” medication bag in the “locked narcotic area in the medication cart.”  

On June 4, 2016, P4 took clients, including the VA, “dosing” at a methadone clinic.  The VA received one dose of methadone at the clinic and also received a “take home” dose to be administered on June 5, 2016, because the methadone clinic was “closed” on Sundays.  While the VA was at the methadone clinic, s/he “ran away from the group” and was “missing for a few minutes.”  At some point, the VA came back to P4 with his/her significant other, who was also at the methadone clinic.  P4 took the VA and the other clients back to the facility.

According to medical records from Regions Hospital Emergency Center, on June 4, 2016, at 12:48 p.m., the VA had an “unresponsive episode.”  EMS was called and gave the VA 2 mgs Narcan and the VA was taken to the hospital and diagnosed with “methadone overdose.”  The VA was discharged from the hospital and returned to the facility.  At 11:29 p.m., staff persons found the VA “face down” on the couch and the VA was unresponsive to verbal prompts and no pulse or respirations were found.   9-1-1 was notified “immediately” and the VA was taken back to the hospital.  The Final Autopsy Protocol stated that the VA passed away on June 7, 2016, and the “final anatomic diagnosis” was anoxic brain injury due to methadone toxicity.  

LPN1 stated that following the incident, the VA’s take home dose of methadone was “still in the lock box” which was “locked” and the seal on the bottle was “intact.”  Additionally, this investigator observed a bottle of methadone for the VA containing one 20 mgs dose in a sealed bottle and the methadone was still in the bottle. The label on the bottle indicated that the methadone was dispensed on June 4, 2016, and was to be administered on June 5, 2016.  

Although P1 stated that s/he was “concerned that [the VA] took some of [his/her significant other’s] take home [methadone doses],” and the VA had brief contact with his/her significant other at the methadone clinic, there was no information given to indicate whether the VA obtained the methadone in this manner.  In addition, given that the VA’s take home dose of methadone was still in the bottle and intact, it was not determined how or where the VA obtained the methadone that the medical records indicated s/he overdosed from.  Although the VA’s death was tragic, given the aforementioned, that LPN1 was monitoring and providing care to the VA when s/he returned from the hospital the afternoon of June 4, 2016, and that facility policies and procedures were followed regarding the storage of methadone take home doses, there was not a preponderance of the evidence whether there was a failure to provide reasonable and necessary care to the VA.

It was not determined whether neglect occurred (the failure or omission by a caregiver to supply a vulnerable adult with care or services, including but not limited to food, clothing, shelter, health care, or supervision which is reasonable and necessary to obtain or maintain the vulnerable adult's physical or mental health or safety, considering the physical and mental capacity or dysfunction of the vulnerable adult and which is not the result of an accident or therapeutic conduct).
Action Taken by Facility:

The facility completed an internal review and determined that policies and procedures were adequate and followed. Following the incident, the facility was “submitting a variance request to allow Narcan to be included in the medical kit.”  Additionally, staff persons were trained on how to “properly” administer Narcan and on identifying symptoms of opiate intoxication and overdose.  

[bookmark: ActionTaken]Action Taken by Department of Human Services, Office of Inspector General:

No further action taken.
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