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Preface

Care planning is an essential part of healthcare, but is often misunderstood or regarded as a waste of time. Without a specific document delineating the plan of care, important issues are likely to be neglected. Care planning provides a "road map" of sorts, to guide all who are involved with a patient/resident's care. The care plan has long been associated with nursing, which is the sole domain of nurses. This view is damaging to all members of the interdisciplinary team, as it shortchanges the non-nursing contributors while overloading the nursing staff. To be effective and comprehensive, the care planning process must involve all disciplines that are involved in the care of this patient/resident. 
This paper is prepared for annual evaluation based on VCUHS Professional Advancement Program’s guideline. Patient admitted into Research & Rehabilitation unit at VCUHS between December 6, 2006 and January 8, 2007. Should you have any questions, please do not hesitate to contact me.



Chantira Chiaranai, PhD, RN
cchiaranai@mcvh-vcu.edu
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Nursing Care Plan
Personal Data
Client's Initials: TD			Client's age: 49		
Marital status: Single with no children
Race/ethnic origin: African American
Usual Occupation: Unemployed since 02/06		
Support systems: Father nearby, Mother in NY.
Living situation: Living alone	
History of Present Illness
Date of Rehab Admission: 12/06/2006
Date of Acute Admission: 11/12/2006
Patient's Stated Reason for Admission: “to use my Rt. arm and able to walk”
Admitting Diagnosis: Polytrauma
Description of Present Problem: 
Patient is a 49 years old AAF unrestrained driver who was T-boned on the driver side while crossing intersection on 11/12/06. Patient was found to have Extrication = 10 min. (+) LOC approximately > 30 min, (-) airbag and brought to MCV with GCS = 14 on admission. Patient does not recall any events of accident. Patient was found to have Pseudoaneurysm in LUE, CT brain found SAH, Rt. frontal SDH, Lt Occipital condyle Fx, hemorrhage at cervicomedullary junction, Lt L4, L5 transverse process fx, and Rt. distal radius and ulnar fx. Concern of pelvic bleeding, promted pelvic aortogram and embolization were done. Patient became hypotensive on 11/13/06 and received 2 units RBCs. Patient progressed into shock and was taken to OR for aortic graft repair for ascending dissection. Ortho consulted for Rt. Radius fx, Rt foot 2nd and 4th non displaced fx. NWB status to RUE, RLE, hard soled shoe for Rt. Foot. 
Patient was transferred to rehabilitation unit on 12/06/06 under Dr. McKinley care. Admission assessment was completed. Per report, patient is alert and oriented to person, place, and time, continent of a bowel and a bladder using a bedpan,  Rt. chest tube was removed (dressing dry and intact), staples to Lt. groin area OTA, clean, dry, and intact. Patient is on O2 NC for 2 LPM with O2 Sat 98-100%. Patient has a productive cough with clear thin secretion, rigid cast on her rt. arm; aspen collar on, order for do not manipulate LUE, stage II at sacral area. Double lumens PICC has been placed on LUE, Vital signs: T = 100.4 F, P = 95 BPM, R = 20 BPM, BP = 139/78 mmHg.
Past Medical History
General Health: “Not so good”
Childhood Illnesses: Unable to recall
Accidents / Injuries: Denies PTA.
Hospitalizations and Illnesses: HTN, Sickle cell trait, Hepatitis C, Osteoporosis
Surgical history: dental surgery, aortic graft repair
Family history: HTN, DM, CAD, Colon CA
Allergies and Reactions: 
· Cephalosporins (rash)
· Iodine (rash)
· Seafood (rash)
Obstetric History: N/A
Immunizations: Normal Childhood
Precautions: Contact (VRE +), Fall, Skin
Medications/Treatments/Impression plan: 
· Interdisciplinary inputs for rehabilitation
· S/P aortic resection repair & poorly controled BP (metoprolol, NTG, Norvasc)
· GI prophylaxis—nexium, bowel meds (docusate/senna,bisacodyl,sorbitol/zofran)
· DVT prophylaxis---levonox
· Rt. arm fx---rigid cast, NWB RUE
· Multiple RLE fx’s—NWB RLE, hard soled boots
· Lt L4, L5 transverse fx—Aspen collar for 6 weeks, f/u with neurosurgical on dates
· E Coli bacteremia, VRE + —Ciprofloxacin12-15 days, contact precautions
· Respiratory issues—suctioning, guifenesin, breathing treatments prn (albutorol, acetylecysteine)
· No blood draws or BPs on LUE
· Pain: Tylenol, oxycodone, heat therapy
· Sleep disturbance: ambien
· Skin breakdown: Skin care and skin precautions, nutritional support
Health Patterns (personal/social history)
Self Esteem, Self Concept
Education:  BA in Business
Financial status: Currently unemployed.
Self Care Behaviors: Dependent with ADLs with moderate assisted with 1-2 people
Cultural background: African American
Interpersonal Relationships/Resources
Role in family: Middle child with no defined role
How getting along w/ Family, friends, coworkers: Patient states that she gets along well with the family and colleagues.
Get support from: Father, mother, and step father
Coping
Stressors in life: Patient states that her health status and unemployed are mainly her stressors. 
Change in past year: Involving in serious accident and unemployed
Methods to relieve stress: Participate in the therapy and not being alone.
Activity/ Exercise
Daily profile, typical day:  Patient states that she wakes up at 5 am, has breakfast, participates in therapy per schedule, watches TV, and goes to bed at 12 am. 
Independent or needs w/ ADL’s: Patient requires assistance with ADLs (i.e., feeding, bathing, grooming, dressing, transferring, and toileting) with minimal-maximum level of assist (see FIM score: page 10)
Exercise pattern: Her exercise is per PT’s daily schedule
Sleep & Rest
Sleep patterns, daytime naps, sleep aids:  Patient states that having difficulty to sleep and sometimes requires sleeping medicine.
Nutrition/ Elimination
Hospital’s menu: Patient does not like hospital’s foods although she gets to choose the meals from the menu. She prefers beef over chicken. 
Bowel elimination: Patient is continent of a bowel. She usually defecates once every 1-2 days.
Bladder: Patient is continent of a bladder using a bed pan. 
Personal Habits
Caffeine: Patient consumes 3-4 caffeine drinks per day
Smoking:  Patient quit smoking 10 years ago. 
Alcohol (date last alcohol, amount of that episode, drinking problem): Denies
Street drugs (marijuana, cocaine, amphetamines, barbiturates, LSD, Heroin?): Denies
Environmental Hazards
Housing, Neighborhood: Patient lives alone in an apartment
Safety of area: Patient states that it is a safe place with an adequate heat, utilities
Access to transportation: Patient owns a car
Involvement w/ community: None stated
Intimate Partner Violence
How are things at home? Do you feel safe?: Patient states a feeling of safety at home
Ever emotionally or physically abused?: Patient denies any abuse
Occupational Health
Work w/ health hazards?:  Patient states that there are no hazards pertaining to her occupation
Any equipment at work designed to reduce your exposure, work programs to monitor exposure?: 
N/A
Any health problems related to your job?: None stated
What do you dislike about your job?: Patient enjoyed job and states that she has no dislikes
Perceived Health
How do you define health?:  Patient describes health as being physically fit
View of your health now?: “My health is not good”  She can’t do things for herself 
What do you expect will happen to your health in the future?: She expects to be as dependent as possible. 
What are your health goals?: Her goal is to be able to walk and get back to normal life.

Review of Systems
Date of examination: 12/8/06
Vital signs: T: 98.3		P: 88		R: 16		BP: 132/76		
Pain assessment:   6/10. Aching at RUE 
Height:	 189.34 cms		Weight: 70 kgs
General appearance and mental status: 
Level of consciousness: Alert
Orientation: Oriented to person, time, place, events (delayed recall)
Pupil: PERLA
Swallowing: Normal
Affect: Full
Mood: Calm and cooperative
Socialization: Social
Pulse: Regular, rate 88 BPM
Capillary refill: Brisk
Skin
Skin temp: Warm
Color: Normal
Turgor: No tenting, normal elastic
Skin integrity:  Stage II at sacral area            
Skin texture: Smooth
Lesions: staples to Lt groin OTA, clean, dry, and intact
Hair texture/distribution: Well distributed, no loss	     
Hands / Nails: No clubbing or cyanosis
HEENT: 
Scalp / Cranium:  No lesions or masses
Face (CN VII): Symmetrical movements
Other Selected cranial nerves (CN I, V, IX, X, XIII): Grossly intact 
Vision: No recent vision changes. Patient uses eyeglasses 
Pupils (CNII/III):  PERRLA
Visual Fields (CN II): Able to view all fields of direction
Cardinal Fields of Gaze (CN III, IV, VI): Peripheral vision grossly intact with EOM
External Structures: No lesions, masses, erythema, swelling or scaling. 
Internal Structures (Conjunctivae, Sclera, Iris, Corneas): No lesions or masses. Equal bilaterally. 
Test Hearing (CN VIII):
· Voice: Positive whisper test
· External Ear: No lesions or erythema. Symmetrical bilaterally.
Nose: Nares patent with pink mucosa             
Mouth: Pink and moist mucosa without lesions
Speech: Effective communication                    
Throat: Pink mucosa, tonsils +1	
Neck: 
Symmetry, lumps, pulsations:  No thyromegaly, lumps or JVD   
Lymph Nodes: No swelling or nodules
Mobility/strength (CN XI, ROM): Aspen collar on  
Jugular veins:  No distention                             
Carotid pulse (bruits): No Bruits
Trachea: Midline                                             
Jugular venous pulse: Steady 2+
Chest/Lungs
Thoracic cage configuration: Elliptical              
Symmetry of Chest/Skin: Symmetrical bilaterally
Symmetric Chest expansion: Symmetric expansion, No increased effort
Tactile fremitus/Lumps: Fremitus equal bilaterally, no lumps or masses
Breath Sounds: (+) Rhonchi bilateral lobes    
Sputum: Productive cough with clear sputum
Percussion: Resonance was dominant sound           
Extremities:
RUE in LAC; compression boots BLE
ROM: Good active and passive, RUE limited by cast
Peripheral pulses: present, 2+
Skin characteristics: Clammy and warm, even tone bilaterally
Heart: Normal heart sound
Abdomen: 
Contour/Symmetry/Pulsations: Flat, symmetrical bilaterally, no pulsations noted 
Skin: warm and clammy, even tone
Bowel Sounds: Normal active                                         
Vascular Sounds: No Bruits
Genitalia/Rectum: 
Appearance: Normal female 
Discharge/odor: None
Urine characteristics: dark amber urine
Stool characteristics: Normal formed stool 
Neuromusculoskeletal: 
Posture/symmetry:  Erect, no lordosis, kyphosis or scoliosis
Walk across room: Limited
Walk, heel to toe: Limited
Walk tiptoes, then heels: Limited
Cranial nerves: 2-12 grossly intact with the following exceptions:
· II, III, IV, VI: intact
· V: sensation grossly intact
· VII: muscles intact and symmetric
· VIII: audible finger rub
· IX, X: Grossly intact
· XI: SCM and traps symmetrical intact
· XII: Tongue middle


FIM scoring
Date of scoring: 12/22/06

	Performance area
	FIM score
	Comments

	Feeding
	5
	Set up required

	Grooming
	4
	Able to wash face, brush teeth w/ minimal assist. Assist w/ hair

	Bathing
	3
	Assist w/ lower body and back

	UE Dressing
	1
	Hospital clothes

	LE Dressing
	1
	Hospital clothes

	Toileting
	2
	Using bed pan, able to assist w/ hygiene

	Toilet transfers
	2
	Maximum assist stand pivot transfer

	Tub/Shower Transfers
	0
	Not perform

	Problem solving
	6
	Extra time required



Nursing Process
List of Nursing Diagnoses: 
· Fever related to infection
· Alteration in comfort: Pain
· Activity intolerance related to alterations in O2 transport 
· Impaired Physical Mobility related to neuromuscular impairment and limited of ROM
· Impaired skin integrity related to immobility
· Sleep pattern disturbance related to hospitalization and pain
· Anxiety related to change in health status and unemployed

Problem 1
Nursing Focus: Fever related to infection
Data: 
1. Patient  found to have E. Coli bacteremia 
2. VRE screen positive in urine
3. WBC increased 13.3-15.0
4. Temperature 100.4 F orally
Patient outcome: 
Short term: Within 1 week, the patient will maintain normal body temperature < 100 F
Long term: By discharge, the patient will
1. have a negative microbiology test
2. maintain a normal range of WBC 
3. have VRE screen negative
4. maintain normal body temperature < 100 F
Nursing interventions:
1. Assess temperature every 8 hours. 
2. Assess possible etiology of increased temperature. 
3. Encourage oral fluids
4. Administer antibiotics (Ciprofloxacin 500 mg every 12 hrs) per physician's order
5. Administer antipyretics (Tylenol 650 mg prn) per physician's order. 
6. Follow up laboratory results (CBC, U&C, microbilology) 
7. Strictly contact precaution
8. Remove excess clothing or blankets. 
9. Provide air condition/fan if appropriate. 
Evaluation of patient outcome:
Patient still had temperature between 99.8 -100.8 F (12/6/06-12/8/06). It’s suggested that course of Ciprofloxacin to be continued for 12-15 days. Once the etiology is solved, the temperature will be within normal range and the long term goal will be met.

Problem 2:
Nursing Focus: Alteration in comfort: Pain
Data:
1. Patient S/P involved in major accident with multiple fractures
2. Patient reports of pain at RUE with pain level of 6/10
3. Pain increases when coughing or moving 
4. Patient reports unable to rest when having pain
Patient outcomes:
Short term: Within 1 week, the patient will
1. verbalized knowledge and demonstrate individualized relaxation techniques that are effective for achieving comfort 
2. maintain pain level at 3/10 or less within 30 minutes of analgesic administration
Long term: By discharge, the patient will
1. verbalized knowledge and demonstrate individualized relaxation techniques that are effective for achieving comfort 
2.  demonstrate pain management effectively
Nursing interventions:
1. Assess patient’s pain on a scale of 1-10. This is done according to JCAHO regulations. Also, accurate pain assessment is essential for pain management (Kozier, Er, 2005). 
2. Assess impact of religion and culture on patient’s pain and responses. The patient’s reaction and behavior towards pain can be influenced by their culture (Kozier, Er, 2005).
3. Assess location, quality, characteristics, duration, frequency, and precipitating factors of pain. Accurate pain assessment is essential for pain management (Kozier, Er, 2005).
4. Administer analgenic (Oxycodone 10 mg every 6 hrs) per physician’s order.
5. Analgesic medicine may be provided prior to and after the therapy.
6. Reassess pain 30-45 minutes after intervention. Instruct patient to inform the nurse if pain relief is not effective.
7. Provide alternative care to relief pain including;
Change bed linen to provide comfort
 Provide care in an unhurried, supportive manner
 Help patient focus on other activities such as TV instead of pain. Visual distraction draws patient’s attention away from the pain and may lessen patient’s perception of the pain (Kozier, Er, 2005).
 Control environmental factors such as leaving off light and keeping a cool fan blowing to decrease discomfort from pain
 Reposition for better comfort. Suggested certain positions that may help reduce pain. According to Kozier and Erb (2005) this is a nonpharmacological method to reduce pain. 
8. Notify MD if pain does not relief for further intervention. 
Evaluation of patient outcome:
Patient was not ready to learn other techniques to reducing pain. She asked be left alone with the lights out and refused education on alternative techniques. She could receive oxycodone IR 10 mg every 4 hr in addition to oxycodone SR. Patient was anxiety related to change of health status. This could lead to the patient not being ready for education. Due to anxiety, an evaluation by a social worker to decide to the best approach for this client is recommended. After the dose of oxycodone the patient stated that her pain was 2-3/10. The administration of analgesics is effective. 
Problem 3
Nursing Focus: Activity intolerance related to alterations in O2 transport 
Data:
1. S/P re-intubation due to respiratory distress
2. Patient appears anoxic when having activities and requires O2 2LPM 
3. Patient has productive cough with clear thin secretion and requires suction occasionally
Patient outcomes:
Short term: Within 1 week, the patient will:
1. Identify factors that reduce activity tolerance.
2. Progress to higher level of mobility possible. 
3. Exhibit a decrease in anoxic signs of increased activity. (i.e., vital signs with normal range, O2Sat 95-100 %.)
Long term: By discharge, the patient will
1. tolerate activities without anoxic signs
2. not require supplemental O2
3. Progress to highest level of mobility as possible
Nursing interventions:
1. Team conference with other professionals (i.e, physician, PT, OT, nurse) to set goals and activities for patient.
2. Assess patient's PT schedule. Allow rest periods between all activities. 
3. Encourage patient and other professions to note daily progress. 
4. Evaluate patient's pain and the present treatment regimen. 
5. Check pulse rates resting and after activity to avoid danger of too great an increase. 
6. Assess skin color (hands, nails, circumoral) before and after activity. 
7. Relaxation training (work with pulmonary rehab.) 
8. Suction clear airway if needed, Teach cough/deep breathing exercise, Guafennesin 200mg PO every 4 hrs.
9. Encourage fluid intake, roughage. 
10. Administer breathing treatments if needed (albuterol, acetylecyteine PRN).
11. Progress the activity gradually. 
Evaluation of patient outcome:
	Patient experienced anoxic with O2 Sat 80s at the therapy and required supplemental O2 2LPM while she was in the therapy. Vital signs after the therapy were; Resting HR 85 BPM, Resting BP 153/82. This plan is suggested to be continued. 

Problem 4
Nursing Focus: Impaired Physical Mobility related to neuromuscular impairment and limited of ROM
Data: 49 yo AAF S/P pseudoanurysm repaired, appears to be very fatigue, complains of pain 6/10 RUE, LAC on RUE, staples to Lt. Groin OTA. She is unable to sit up and transfer herself without the support and assistant due to pain and limited in ROM of RUE, and LLE. 
Patient outcomes: 
Short term:  Within 1 week, patient will
1. Increase mobility level from maximum assist to sit pivot transfers with moderate assist
2. Perform ADLs independently with minimal to moderate assistant.
Long term:  By discharge patient will
1. Increase mobility level from sit pivot transfers with moderate assist to stand pivot transfer 
2. propel the wheel chair w/ LUE/BLEs ≥ 150 ft. 
3. Perform ADLs independently w/ the use of assistive device
Nursing interventions: 
1. Team conference with other professionals (i.e, physician, PT, OT, nurse) to set goals and activities for patient.
2. Assess patient's PT schedule. Encourage patient to participate in PT per schedule
3. Provide narcotic medicine prior to and after the therapy, if needed. 
4. Evaluate patient's pain and the present treatment regimen. 
5. Provide assistance as needed as well as encourage patient to perform ADLs independently
6. Encourage patient and other professions to note daily progress. 
7. Nurse provides assistance to patient to sit on the side of her bed or to ambulate. 
8. Provide assisting equipment while ambulating (i.e., wheel chair, walker)
9. Exercise Therapy, Ambulation:  promotion and assistance with walking to maintain or restore autonomic and voluntary body functions during treatment and recovery from illness or injury
10. Self care assistance:  assisting patient to perform activities of daily living.
11. Instructed patient how to position herself throughout the transfer from bed to bathroom
12. Provided assistance with walker to keep patient steady
13. Encourage independent ambulation within safe limits
14. Provide non-slip footwear when ambulating.
15. Rearrange furniture as appropriate to facilitate patient access
16. Keep the door open or assign someone (can be a family member) with patient
17. Offer toileting assistance every 2 hours or as needed
18. Review medications for sedating effects/interactions
19. Provide pain & nausea medications as needed per physician’s order including pain re-assessment
Evaluation of patient outcome:
	Patient was pleasant and participating in therapy. Patient was set up for eating, minimal assist for grooming, moderate-maximum assist for bathing, dependent for dressing, and maximum assist for transferring to a bed side commode and toileting. However, patient was able to sit and pivot to her bed side with moderate assist. Patients limited by pain, cast and NWB status on RUE and RLE. Patient is still in lots of pain and fatigue that is interfering with her ability to perform tasks on her own. She still requires extra time and supplemental O2. However, there was no report of fall/accident. 

Problem 5
Nursing Focus: Impaired skin integrity related to immobility
Data: Patient has stage II at her sacral area size of a quarter that is beefy red.  She limited by immobility of LLE that has staples suture to her Lt. groin (S/P pseudoaneurysm repaired)
Patient outcome:
Short term: Within 1 week, the patient will maintain or develop skin integrity 
Long term: By discharge, the patient will develop clean and intact skin

Nursing interventions:
1. Provide skin assessment every shift
2. Do wound care/dressing change as ordered with barrier cream twice daily and prn
3. Keep skin clean and dry:
3.1 Change incontinent pad ASAP after voiding or defecation
3.2 Expose skin to air if indicated
4. Provide pressure relief by turning and repositioning every 2 hrs.
5. Gently massage bony prominences and pressure points with lotion
6. Remind patient to do pressure relief while she is up in wheel chair every 30 minutes
7. Maintain adequate nutrition and hydration
8. Notify wound care team of new skin breakdown
Evaluation of patient outcome:
	Patient’s wound at sacral area remains stage II.  Continuation of current plan is recommended.

Problem 6
Nursing Focus: Sleep pattern disturbance related to hospitalization and pain
Data: Patient reports having pain that is the major factor of difficulty falling or remaining asleep, fatigue on awakening or during the day. 
Patient outcome:
Short term: Within 1 week, the patient will
	1. Demonstrate an optimal balance of rest and activity.
2. Have 6-8 hours of uninterrupted sleep at night.
3. Remain awake during the day.
Long term: By discharge, the patient will maintain a normal pattern of sleeping
Nursing interventions:
1. Explore with patient potential contributing factors.
2. Maintain bedtime routine per patient preference.
3. Provide sleeping pill (ambient 10 mg) as ordered by a physician
4. Provide comfort measures to induce sleep: back rub, herbal tea-warm milk , pillows for support, bedtime snack when appropriate. 
4. Pain medication if needed.
5. Void before retiring
6. Coordinate treatment/meds to limit interruptions during sleep period
7. Limit the amount and length of daytime sleeping
8. Increase daytime activity
Evaluation of patient outcome:
	Patient likes to go to bed at 10 pm, prefers quiet, darkness environment. However, pain is a major factor that causes sleep disturbance. However, she was able to sleep during the night approximately 4-5 hours/night. 




Problem 7
Nursing Focus: Anxiety/depression related to change in health status and employment 
Data: Patient is currently unemployed. She exhibited flat affect and little emotional distress and has consistently denied negative feelings. Patient reports her rehabilitation goals are “to be able to wash myself and to be as dependent as possible”

Patient outcome:
Short term: Within 1 week, the patient will demonstrate a decrease in anxiety/depression as evidenced by: 
1. A reduction in presenting physiological, emotional, and/or cognitive manifestations of anxiety. 
2. Verbalization of relief of anxiety/depression. 
Long term: By discharge, the patient will discuss/demonstrate effective coping mechanisms for dealing with anxiety/depression
Nursing interventions:
1. Assist patient to reduce present level of anxiety/depression by: 
· Provide reassurance and comfort. 
· Stay with patient
· Don't make demands or request any decisions. 
· Speak slowly and calmly. 
2. Give clear, concise explanations regarding impending procedures.
3. Focus on present situation. 
4. Identify and reinforce coping strategies patient has used in the past.
5. Discuss advantages and disadvantages of existing coping methods. 
6. Discuss alternate strategies for handling anxiety. (Eg.: exercise, relaxation techniques and exercises, stress management classes, directed conversation (by nurse), assertiveness training) 
7. Set limits on manipulation or irrational demands. 
8. Help establish short term goals that can be attained. 
9. Reinforce positive responses. 
10. Initiate health teaching and referrals as indicated: 
Evaluation of patient outcome:
	Patient expresses pleasure that she is feeling much better physically and that her functioning is improving. She reports having financial problem due to unemployed after the accident. Social worker is consulted for proper management.
Summary
Patient developed Acute Renal Failure (ARF) on 12/10/06 demonstrated by having urinary retention, mild epigastria pain and burning. Patient was visited by Nephrology for proper treatments. The patient’s ARF appeared to be related to medications Gentamycin (11/29/06-12/3/06) VS Ciprofloxacin. Straight cath prn,  I&Os monitor, low K diet, fluid restriction. Currently, ARF is resolving, VRE in urine shows negative.
Patient has shown progress. She is continent of a bowel and a bladder. She requires Straight cath prn. Her buttocks skin breakdown is healed. Currently, she is set up for feeding, minimal assist for grooming, minimal to moderate assist for UE dressing, maximum assist for LE dressing, transferring on/off bed side commode with maximum assist, and moderate to maximum assist for toileting. Patient requires minimal to moderate assist for bed mobility. She requires supplement O2 1 LPM. She is limited by NWB status on RUE. She increased in participation and has improvement with endurance, UE strength and ADLs. Patient continues to fatigue easily. She continues to require daily intensive skilled therapy to meet discharge goals.
Patient received assistance from social worker regarding financial situation. Emotionally, patient seems to have good coping skills. She reports that her plan is to go stay with her father and his wife upon discharge. She reports that they will provide her with any assistance that she needs. She expresses understanding that with her 01 financial code approval, she will have her prescription filled here at discharge. However, due to medical issues, her discharge has been postponed (12/29/06) until 1/8/07. Patient and family understand of the need to extend stay. Also, family needs to come in during the daytime for training. 
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