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F 490 Continued From page 37 F 490
The Immedicacy was removed on 12/13/10, 
however the facility remains out of compliance at 
a severity level 2.

The facilitly took the following actions to removed 
the Immediate Jeopardy.

Immedicate Correction Actions:

The Administrator, license #044-005188 expires 
11/30/11 with services in the metal health field at 
Wincrest Nursing Center for the past htirteen 
years have already instituted policy and 
procedure to abate and to prevent recurrence of 
F323, F250,F407. An interim direcotr of Social 
Services have been already in position to 
assume tne respective duties, consulted by 
Social Worker Consultatioon Group, Inc.  All 
precautroy and preventative procedures are 
already in place to prohibit and prevent smoking 
in the facility and to prevent horading, concealled 
weapon, sharp object or contraband in the 
resident 's room or person. See attached plan of 
abatement and preventative measures to be 
taken which was discussed and approved in the 
QA meeting on 12/13/10 at 9:30 AM for above 
violations.

F9999 FINAL OBSERVATIONS F9999

LICENSURE VIOLATIONS

300.610a)
300.1210a)
300.1210b)6)     
300.1220b)2)3)                                                       
300.3240a)
300.4050a)
300.4050b)
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Section 300.610 Resident Care Policies 

a) The facility shall have written policies and 
procedures, governing all services provided by 
the facility which shall be formulated by a 
Resident Care Policy Committee consisting of at 
least the administrator, the advisory physician or 
the medical advisory committee and 
representatives of nursing and other services in 
the facility. These policies shall be in compliance 
with the Act and all rules promulgated 
thereunder. These written policies shall be 
followed in operating the facility and shall be 
reviewed at least annually by this committee, as 
evidenced by written, signed and dated minutes 
of such a meeting. 

Section 300.1210 General Requirements for 
Nursing and Personal Care 

a) The facility must provide the necessary care 
and services to attain or maintain the highest 
practicable physical, mental, and psychological 
well-being of the resident, in accordance with 
each resident's comprehensive assessment and 
plan of care. Adequate and properly supervised 
nursing care and personal care shall be provided 
to each resident to meet the total nursing and 
personal care needs of the resident. 

b) General nursing care shall include at a 
minimum the following and shall be practiced on 
a 24-hour, seven day a week basis: 
6) All necessary precautions shall be taken to 
assure that the residents' environment remains 
as free of accident hazards as possible. All 
nursing personnel shall evaluate residents to see 
that each resident receives adequate supervision 
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F9999 Continued From page 39 F9999
and assistance to prevent accidents. 

Section 300.1220 Supervision of Nursing 
Services 

b) The DON shall supervise and oversee the 
nursing services of the facility, including: 
2) Overseeing the comprehensive assessment of 
the residents' needs, which include medically 
defined conditions and medical functional status, 
sensory and physical impairments, nutritional 
status and requirements, psychosocial status, 
discharge potential, dental condition, activities 
potential, rehabilitation potential, cognitive status, 
and drug therapy. 
3) Developing an up-to-date resident care plan 
for each resident based on the resident's 
comprehensive assessment, individual needs 
and goals to be accomplished, physician's 
orders, and personal care and nursing needs. 
Personnel, representing other services such as 
nursing, activities, dietary, and such other 
modalities as are ordered by the physician, shall 
be involved in the preparation of the resident care 
plan. The plan shall be in writing and shall be 
reviewed and modified in keeping with the care 
needed as indicated by the resident's condition. 
The plan shall be reviewed at least every three 
months. 

Section 300.3240 Abuse and Neglect 

a) An owner, licensee, administrator, employee 
or agent of a facility shall not abuse or neglect a 
resident.  (Section 2-107 of the Act) 

Section 300.4050  Psychiatric Rehabilitation 
Services for Facilities Subject to Subpart S 
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F9999 Continued From page 40 F9999
a) The facility shall develop and implement a 
psychiatric rehabilitation program.  A facility may 
contract with an outside entity to provide all or 
part of the psychiatric rehabilitation program as 
long as individual residents' needs are met and 
subsection (c)(4) is met.  The program shall be 
designed to allow a wide array of group and 
individual therapeutic activities, including, but not 
limited to, the following: 
1) Skills training programs addressing a 
comprehensive range of skill areas, including the 
major domains of self-maintenance, social 
functioning, community living, occupational 
preparedness, symptom management, and 
substance abuse management.  Skills training 
programs should: 
A) Include available published, validated modules 
with highly structured curricula for teaching 
targeted skills (e.g., trainer's manuals and 
videotapes that demonstrate the skills to be 
learned); 
B) Proceed within a training-to-mastery 
framework that addresses discrete sets of skill 
competencies, introduces targeted skills in a 
graded fashion, and regulates the difficulty of 
exercises to create a momentum of success; 
C) Include focused instructions and modeling, 
frequent repetition of new material, auditory and 
visual representation, role playing and practice, 
and immediate positive feedback for attention 
and participation; and 
D) Be adjusted in content, form and duration to 
match residents' profiles in terms of stress 
tolerance, learning impairments, and motivational 
characteristics.  Environmental conditions shall 
be arranged to help compensate for deficits in 
resident concentration, attention, and memory 
(e.g., reduction of distracting stimuli and 
extensive use of supportive reminder cues), as 
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F9999 Continued From page 41 F9999
needed. 
2) Incentive programs, such as motivational 
interviewing, behavioral contracting, shaping or 
individual positive reinforcement, and token 
economy. 
3) Strategies for skill generalization, such as 
homework, in vivo training, resource 
management skills, problem-solving skills, and 
self-management skills (self-monitoring, 
self-evaluation and self-reinforcement). 
4) Aggression prevention and management, 
including resident screening (history of 
aggressive and assaultive behavior, precipitating 
factors, signals of escalating risk, and effective 
de-escalation strategies); identification and 
modification of environment risk factors (e.g., 
physical plant and resident mix); provision of 
skills training, behavioral, and appropriate 
psychopharmacological interventions based on 
individualized resident assessment; and policies 
and procedure for rapid response to behavioral 
emergencies. 
5) Substance dependence and abuse 
management services, including toxicological 
screens, psychopharmacology, alcohol and drug 
education, group interventions, recovery 
programs (e.g., Alcoholics Anonymous (AA), 
Narcotics Anonymous (NA), Mentally Ill 
Substance Abusers (MISA)), and harm reduction. 
 
b) The facility's psychiatric rehabilitation program 
shall be integrated with other services provided to 
residents by the facility to develop a cohesive 
approach to each resident's overall needs and 
consistent plan of care. 

These Regulations were not met as evidenced by 
the following:
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F9999 Continued From page 42 F9999
Based on observation, record review, staff 
interview, the facility failed to ensure that 
residents received appropriate supervision to 
prevent:

A) The potential risk of fire related incidents due 
to inappropriate smoking and/or possession of 
smoking material: R10, R14, and R17.  Facility 
also failed to ensure residents identified with 
smoking behaviors were reassessed for 
appropriate smoking levels. (R10, R14, R17), and 
resident floors were monitored for smoking by 
staff as required by facility smoking policy.

B) The potential risk of  injuries from residents 
identified with high risk behavior problems from 
obtaining and concealing weapons in the 
resident's belongings or in resident rooms. (R5, 
R6).

In addition, the facility failed to provide on-going 
structural psychosocial programing for 7 of 51 
sampled residents (R1, R5, R6, R7, R10, R12, 
R17) identified with a mental illness by not:

A)providing psychosocial groups or programing 
that addressed specific behaviors or needs to 
return to the community.

B) providing a program for residents with 
substance abuse or history of substance abuse 
and a mental illness.

C) providing interventions or programs that 
correlated with the day program's goal for each 
residents to help the resident reach a common 
goal.

D) addressing residents not attending 
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F9999 Continued From page 43 F9999
psychosocial programing on a routine basis.

These failures had the potential to impact all 69 
residents of the facility.  

Findings include:

1) On 12/8/10 at 10:20 AM, surveyor entered 
Room 208 and noted a strong cigarette odor with 
some haziness in the room. R18 was sitting on 1 
of 3 beds in the room. R18 was asked if anyone 
was smoking in the room. R18 responded "my 
roommate R10."  Room 208 was very cluttered 
with clothes on the floor and bags stored in the 
closet. Surveyor informed E6 (Psychiatric Rehab 
Service Coordinator) of observation immediately.
E6 and E8 (CNA) came to room to check out the 
cigarette odor.  Surveyor asked E6 if the facility 
does rounds on residents in rooms for smoking, 
E6 responded "the CNA's on the unit are 
supposed to do hourly checks."  

Surveyor requested to review the hourly check 
form, E6 went to drawer and pulled out a form 
with room numbers and hours to be checked off 
hourly.  The form had no check marks or 
documentation the 2nd floor residents were being 
monitored for smoking.  Surveyor asked E8 if she 
had done hourly rounds since 8:00 AM, E8 said 
"yes but did not fill out yet."

Surveyors made rounds on the 1st floor and 3rd 
floor on 12/8/10 at 10:50 to ensure there were no 
other residents smoking in undesignated areas.  
On the 1st floor, at 11:00 AM, surveyor requested 
to review the hourly check form.  E7 (CNA) 
responded "I haven't filled it out yet." E7 
presented an unchecked form for the 1st unit.  
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F9999 Continued From page 44 F9999
Surveyor went to the 3rd floor and did a room 
check and 10:50 AM noted a lingering odor of 
cigarette smoke in Room 304 (R17's room, 
facility identified smoker).  The room was 
extremely cold, window was open and the fan 
was on blowing in the room on high.  R17 was in 
bed with covers overhead. Surveyor questioned 
R17 if he was smoking. R17 refused to answer or 
come out from under the cover. (E5) was 
interviewed regarding room check monitoring, 
and handed surveyor at 10:50am a room check 
that was already checked for 11:00 am. E5 
stated," I did not check that E9 (CNA) did that. E9 
was asked why was the 11:00am room rounds 
form checked beforehand, and E9 responded, 
"Oh I made a mistake." 

At 11:15 AM on 12/8/10 surveyor requested a list 
of residents on smoking level 2 group from 
security guard (E10). E10 did not have a list at 
his desk but did retrieve a list from DON (E2).  
R10, R16, R17 were not identified on the Level 2 
list.

R10 was admitted to facility in February 2010 
with diagnosis including Paranoid Schizophrenia. 
R10's September 2010 Minimum Data Set 
assessed R10 minimally cognitive impairment. 
R10 is independent in activities of daily living.

R10's last smoking assessment dated 3/20/10 
assessed R10 as a level 1 smoker 
"independently able to handle smoking 
materials." Nurses' notes dated 9/28/10 
documents R10 does not follow the smoking 
policy and attempts to smoke in his room and 
bathroom, but staff continue to monitor R10 from 
smoking in his room.
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R10's care plan dated 9/6/10 denotes R10 is 
currently on level 1 smoking.  He is reported to 
smoke in washroom with a peer. Cigarette butt is 
found in the toilet. The care plan had not been 
updated after the smoking incident of 9/26/10.

On 12/9/10 at 2:30 PM, surveyor observed R10 
standing in the 1st floor hallway outside E1's 
office.  R10 approached surveyor "are you the 
one that said I was smoking in my room? You 
weren't in my room when I was there. I left out at 
ten in the morning."  Surveyor asked R10 if he 
ever smoked in his room.  R10 responded no.  
When surveyor informed R10 his non-compliant 
smoking history was in medical chart, R10 
walked away from surveyor.

Social service notes denote R10 consistent 
inappropriate behavior:
4/20/10-R10 goes out to the community and 
panhandles, also sells cigarettes and pop to 
peers. 

R10 was not placed in any program for smoking 
or panhandling.  

2) R17's diagnosis includes Paranoid 
Schizophrenia; Acute Psychosis; 
Schizo-Affective.  

R17 was observed on 12/ 8/10 at 10:50am in bed 
with covers over head.  R17 refused the request 
to remove covers from over head or to respond to 
questions regarding the smell of smoke in room.  
R17 on 12/8/10 at 4:00pm struck surveyor on 
right arm shouting, "I want to talk to you," and 
scurried to a corner and began babbling to self."

During interview with E6 (PRSC) on 12/08/10 the 
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smoking assessment was requested.  E6 did not 
give surveyor an assessment. E6 returned to 
surveyor on 12/13/10 and stated, "I will assess 
R17 now."  

E6 faxed to the Regional Office on 12/15/10 a 
smoking assessment dated 12/13/10, which in 
part depicts the following:

Moderate problem- -Potential for causing injury to 
self or others from smoking in unauthorized areas
or careless use of smoking materials. 

Moderate problem-- Potential for safely following 
the facility safe smoking policy.  

Recommendations and outcome:

May not be capable of handling/carrying any 
smoking materials and requires supervision when 
smoking score is (7-18)

Total Score is 8 and places R17 in Level 2.

In addition, E17 comments in part depict:

The following client is unable to comply with the 
facility smoking rules.  

E6's (PRSC) assessment dated 12/13/10 in part 
denotes that R17: "has a substance abuse and 
antisocial personality, as well as very delusional 
with paranoid behavior noted at times." 

R17 has not been placed in a program by facility 
staff to address the above deficits in behavior.

3) A facility incident reports dated 9/10/10 
denoted an incident involving R14. Report 
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includes documentation that R14 threw a lit 
cigarette butt on dirty clothes and accidently 
started small fire in his room.  No one was 
present in the room. The fire was extinguished by 
security, 911 alarm pulled, local fire/police 
notified.  The incident denotes all residents led to 
place safely outside of the facility. To be 
hospitalized for psychiatric evaluation.  R14 
diagnosis includes Schizophrenia. 

Nurses notes dated 7/6/10 denotes R14 needs 
reminder about smoking policy and designated 
area for smoking.  The last smoking assessment 
in R14's record dated 8/15/05 assessed R14 as a 
level 2 smoker due to his noncompliance with the 
facility's smoking policy.  R14 attends the facility's 
smoking group 2 times per week.

R14's care plan denotes "R14 is on level 2 
smoking. He is noncompliant with facility smoking 
policy.  He smokes in undesignated areas,  He 
needs reminders of policy of smoking.  Goals 
included for R14: R14 will not observed smoking 
in room and will smoke in patio with minimal cues 
3-5 times per week.  Interventions include: 
encourage and supervise to smoke only in 
authorized areas.  Verbally discourage taking 
cigarettes from ash trays. Check for smoking 
materials by asking resident to empty pockets. 
Explain rules and regulations regarding smoking 
in the nursing home.
Remind resident that staff will be observing and 
monitoring smoking related behavior.  Remind 
resident that non-compliance will be documented 
in the medical record.  Set time limits and ensure 
cigarettes at certain times each day. Participate 
in smoking group 2 times weekly. 

R14 was sent out to hospital after smoking 
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incident and did not return. 

-Facility smoking policy states it is the policy of 
this facility to provide supervision with regard to 
smoking and use of smoking materials.  Smoking 
is only to occur in designated areas established 
by the management and the interdisciplinary 
team.

Upon admission, each resident who expresses 
the desire to smoke will be evaluated to 
determine the individual's ability to comply with 
smoking policy.  Individuals assessed as 
non-compliant, typically exercising poor judgment 
with regard to smoking safety will be place on the 
Level 2 roster.

Smoking is only allowed in the front patio at 
designated times. 

Staff responsibilities include:

A) The interdisciplinary team will thoroughly 
evaluate residents for the level 1 and level 2 
programs.
B) The resident will be clearly informed of the 
policy by staff member.
C) A staff member will ask the residents to sign 
the policy, following explanation of rules and 
privileges.  This statement will constitute between 
the resident and facility concerning safe use of all 
smoking materials. 
D) Psychosocial staff will make room checks on a 
1:1 basis, as necessary.
E) Reassessment will occur on a quarterly basis, 
sooner if required.
F) All staff members are responsible for 
monitoring, supervising and enforcing the 
smoking policy and documenting residents '  
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infractions.
G) Special approaches and interventions 
corresponding to the smoking program will be 
entered in the residents' care plan.
H) Social service will maintain a list of level 2 
smokers, with clear identification of smokers with 
problem behavior.

Level 1- Independent Use of Smoking Material
Residents are assessed and designated as 
"independent "  through the interdisciplinary 
evaluation and care planning process. Level 1 
privilege permits the resident to carry his/her own 
smoking material.  This include cigarettes, pipes, 
cigars.
Non-compliance will result in the termination of 
Level 1 privileges

Level 2-Supervised Use of Smoking Material 
All residents and guests must adhere to the 
facility regulations governing smoking and safe 
handling of all smoking materials.  Residents at 
level 2 require monitoring and supervision.  
Level 2 Rules
1. Residents are not allowed to hold and or carry 
any smoking material.
2. Cigarettes will be distributed by designated 
staff at pre-established time.
3. Each resident will adhere to this policy.
4. Non-compliance will result in forfeiture of 
smoking privileges and persons with repeated 
infractions will be considered for discharge from 
the facility. 

4) Review of record documents that R6 has 
diagnoses that include Depression and Bipolar 
Disorder. R6 has a history of aggressive 
behaviors towards others before and after being 
admitted to the facility.
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MDS (Minimum Data Set) assessment dated 
09/13/10 documents under Behavioral symptoms 
coded as 3/1 meaning R6 being resistive to care 
occurred daily. 

R6's care plan under problem showed that R6 
had exhibited aggressive behavior towards peer 
by pulling a knife to threaten to hurt him after 
becoming upset/not getting his ways.

Nurse's notes dated 12/29/09 document that R6 
was agitated and upset with another resident, 
pulled a knife of about 1 foot long and threatened 
to stab another resident with it. The knife was 
confiscated and physician was notified and R6 
was sent to hospital.

R6's Care Plan under Approaches/Intervention 
reflects:
-Inform resident that staff will search for any 
weapons that resident is keeping on self or in 
room
-After this incident, as part of taking him back to 
the facility, the facility required R6 to sign a 
contract. Review with R6's contract imposed by 
the facility indicated that violating rules will result 
on eviction within 30 days notice.
-Encourage resident to follow treatment plan to 
refrain from exhibiting any forms of aggression on 
others
-Provide 1:1 intervention to express reasons for 
being upset/aggressive with others
-Observe and monitor for any S/S of 
agitation/aggression towards others
-Refer to MD for evaluation as needed.

During initial tour of the facility on 12/06/10 at 
10:30 AM with E6, a knife that was sharp and 
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pointed was observed in R6's window sill. When 
interviewed on 12/08/10 at 1:45 PM, R6 stated 
that he found the knife outside a month ago.         

R6 was asked what programs he goes to. R6 
stated that he attends substance abuse in the 
facility on Mondays from 8:30 AM to 9:00 AM. 
Every Wednesday and Friday from 9:30 AM to 
10:30 AM he goes to VA (Veteran Administration) 
and work there by escorting the hospital patients. 
R6 added that he attends bingo and card games. 
Facility does not have a structure program for 
R6's aggressive behavior and medication refusal.

When interviewed on 12/08/10 at 1:25 PM, E6 
stated that nearby college students give the 
residents knives, gloves, socks and shoes when 
the residents walk in the street. Review of R6's 
contract found it was dated 01/29/08. E6 added 
there's no current/updated contract for R6.

Review of clinical record reflects that R6 is very 
aggressive with co-peers, intimidating them.  R6 
goes out to the community and comes back 
intoxicated as charted on 9/15/10, "when 
intoxicated, can become very abusive and 
threatening to staff and peers."  Psychosocial 
notes indicate R6 continues to have substance 
abuse issues, battery and harmful behavior.  Per 
interview, was also asked if he had any feeling 
about killing himself or hurting himself.  R6 stated 
"sometimes I feel that way."

Nurses notes dated 08/31/10, 09/29/10, 10/20/10 
document that R6 has been refusing his 
medication.

Care Plan Approaches/Interventions reflect:
- Encourage for medication compliance. Prompt 
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and remind to take PM (afternoon) medications 
daily.
- Note and observe for adverse medication 
reactions.
- Report to MD (physician)
- Observe for S/S of depression, change in 
appetite, weight loss, increased insomnia, 
feelings of worthlessness
- Report S/S noted to nursing/MD
-Monitor S/S of agitation and non medication 
compliance.

R6 goes into the community and hoards items 
into his room.  R6 indicated that he has had the 
knife for more than a month and staff has not 
intervened on this contraband.  The facility has 
not had a plan on how to monitor R6's aggressive 
behavior and prevent abuse of others. The 
resident is allowed to come back from the facility 
intoxicated and become abusive and harmful to 
others without any consequences.  The facility 
has not followed its plan on preventing R6 from 
harming others by following his care plan in 
searching for weapons and medication refusal.  
R6 is allowed to have weapon in his room in full 
view of staff and peers without any intervention. 

5) Review of record documents that R5 has 
diagnoses that include Schizoaffective Disorder, 
Diabetes Mellitus, Hypertension and Substance 
Abuse. 

Review of incident report dated 10/26/10 showed 
that R5 had physical altercation with male friend. 
(R15).

Nurses notes dated 10/26/10 at 11:30 PM 
document that resident agitated, went to her male 
friend's room and attacked him with a knife with 
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the male friend sustaining minor laceration on the 
face above left eyebrow. Physician was notified 
and R5 was sent to hospital for psyche 
evaluation.

R5 told surveyors in interview on 12/8/10 at 2:00 
PM, R15 had come to R5's room around 9:30- 
10:00 PM, swinging a knife, after they had a 
verbal altercation.  R5 stated "I kicked R15 in his 
private parts and R15 tumbled out the door. I hit 
his hand, R15 dropped the knife."           

R5 was interviewed on 12/08/10 at 12 noon and 
stated that she attends substance abuse program
on Mondays from 8:30 AM to 9:00 AM. Tuesdays 
and Thursdays from 8:00 AM to 12:00 PM she 
goes to human enhancer, other days reads bible, 
sleeps, plays bingo, horseshoes or takes a walk.  

During observations made during the survey on 
12/06/10 and 12/08/10, R5 was observed on 
numerous random occasions not engaged in any 
activities and/or programs in the facility. R5 was 
observed in bed sleeping. R5 was asked on 
12/06/10, if she attended any activity that 
morning or if he plans on attending any activity 
that afternoon.  R5 responded that she has no 
plans.  On 12/08/10 at 10:00 AM, R5 was 
observed in bed and was asked if she plans on 
attending any activity that day.  R5 responded 
that she have no plans to attend any activity 
today.  

6) Record review showed that R12 has 
diagnoses that include Schizophrenia, Paranoia, 
Depression and Poly substance abuse.

When interviewed on 12/06/10 R12 stated that 
she goes to program on Tuesdays and 
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Thursdays from 8:00 AM to 2:00 PM.  Mondays, 
Wednesdays and Fridays she goes to home to 
visit her son. R12 was asked what she does if not 
visiting son. R12 stated go downstairs watch 
movies and crafts. R12 was asked if she was 
planning to attend any activity and what she was 
going to do that day. R12 responded she was not 
planning to attend any activity and that she is 
waiting for a friend to walk in the park.

Records show that on 8/28/10, R12 had an 
altercation with another peer and attempted to 
choke another resident.  Review of care plan 
regarding problem showed the facility had no 
planned intervention on how to monitor resident 
and how to safeguard other residents from her 
aggressive behaviors.  R12 is documented with 
behaviors such as going out in the street 
panhandling, selling and abusing drugs.  There 
are no programmed interventions planned on 
how to prevent these problems.

7) Record review showed that R7 has diagnoses 
that include Schizophrenia, Psychosis and Mild 
Retardation. 

When interviewed on 12/07/10 at 11:00 AM  R7 
stated that he attends program on Mondays and 
Wednesdays from 8:30 AM to 1:30 PM then other 
days watch television and play cards.  R7 was 
asked if  he plans on attending any activity that 
day.  R7 responded that he has no plans to 
attend any activity today.   

R7's record reflects uncooperative behaviors, 
aggressive behavior with history of violence as 
documented on 9/28/10, and noncompliant with 
program.  R7 was transferred to hospital and 
placed on assault precaution.  R7 had an 
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altercation with roommate leading to 
hospitalization. 

Review of psychosocial notes reflect charting 
only up to 7/20/10 and no documented 
psychosocial intervention for all the behavior 
problems such as R7's aggressions, non 
compliance and uncooperative behaviors.  There 
are no planned programs for the behaviors being 
exhibited and there are no preventive measures 
planned to prevent harm to others.

8)  R1's diagnois incudes Bipolar Schizophrenia 
and Substance Abuse. R1 is scheduled to attend 
an outside group (psychological counseling) for 
substance abuse and money management 2 
times a week and attend inhouse womens group 
1 x a week.

Review of R1's care plan denotes R1's behavior 
for not abiding by curfew, going out late at night 
picking up men in inappropriate clothing, and 
tries to speak to strangers in car and was 
reported to solicit for sex in community.  She 
needs set limits. Care plan further denotes R1 
has history of substance drug abuse/cocaine 
abuse.  R1 was last hospitalized for soliciting sex 
for money and for drug use. R1's lab was positive 
for cocaine use on 4/13/10.

Documentation in psychosocial note dated 
9/20/10 denoted R1 is difficult to get up in the 
morning due to excessive late night keeping. Will 
not attend her substance abuse program and day 
program despite reminders to wake up, however 
when awake will go out in community on and off. 
Knows when trust fund time to get money and will 
spend it immediately on her choice.
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