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A nursing care plan outlines the nursing care to be provided to an individual/family/community. It is a set of actions the nurse will implement to resolve/support nursing diagnoses identified by nursing assessment. The creation of the plan is an intermediate stage of the nursing process. It guides in the ongoing provision of nursing care and assists in the evaluation of that care.
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The care plan is a means of communicating and organizing the actions of a constantly changing nursing staff. As the patient’s needs are attended to, the updated plan is passed on to the nursing staff at shift change and during nursing rounds.
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In terms of observable client responses — is what the nurse hopes to achieve by implementing nursing orders. It is a desired outcome or change in the client’s condition. The terms goal and outcome are often used interchangeably, but in some nursing literature, a goal is thought of as a more general statement while the outcome is more specific. For example, a goal might be that a patient’s nutritional status will improve overall, while the outcome would be that the patient will gain five pounds by a certain date.
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The instructions for the specific activities that will perform to help the patient achieve the health care goal. How detailed the order is depends on the health personnel who will carry out the order. Nursing orders will all contain.
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An action verb like “monitor,” “instruct,” “palpate,” or something equally descriptive. A content area that is the where and the of the order, for example, placing a “spiral bandage on the left leg from ankle to just below the knee” A time element will define how long or how often the nursing action will occur
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The nursing diagnosis is the nurse’s clinical judgment about the client’s response to actual or potential health conditions or needs. The diagnosis reflects not only that the patient is in pain, but that the pain has caused other problems such as anxiety, poor nutrition, and conflict within the family, or has the potential to cause complications—for example, respiratory infection is a potential hazard to an immobilized patient. The diagnosis is the basis for the nurse’s care plan.
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[bookmark: _Toc431993956]Maintain homeostasis.
Simply put, a nursing diagnosis is a statement made by a Registered Nurse (RN) that addresses the focus of nursing care to be provided to a patient. The diagnosis reflects an issue or state of health to direct care planning that falls within the nurse’s Scope of Practice. The “patient” usually refers to an individual person but may also be used in regards to a family (family-based diagnosis) or a community (community-based diagnosis).
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Based on the assessment and diagnosis, the nurse sets measurable and achievable short- and long-range goals for this patient that might include moving from bed to chair at least three times per day; maintaining adequate nutrition by eating smaller, more frequent meals; resolving conflict through counseling, or managing pain through adequate medication. Assessment data, diagnosis, and goals are written in the patient’s care plan so that nurses as well as other health professionals caring for the patient have access to it.
[image: ]
[bookmark: _Toc431993961]Implementation

Nursing care is implemented according to the care plan, so continuity of care for the patient during hospitalization and in preparation for discharge needs to be assured. Care is documented in the patient’s record.
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Both the patient’s status and the effectiveness of the nursing care must be continuously evaluated, and the care plan modified as needed.
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Nursing care plan

* Care plans are the framework for organizing
activities.

* Nursing care plans are part of the nursing process and
assist the nurse in developing measurable goals and
outcomes for patient care.

* The nursing care plan includes

— the nurse’s assessment of the patient,

— anurse diagnosis,

— specific nursing actions to help the patient achieve
outcomes and goals, and

— reassessment of the patient to determine if the patient is
achieving those goals.
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- the nurse complcte th implementing phase
by recording he inerventions and clent
Fesponse n he muring proces otes.

- The nurse may record routine or recurring
ctivtiessuch as mouth care in the lient
record at the end of shift, while some
actions recorded in special worksheets
according (o ageney policy.

* Immediate recording helps safeguard the.
dient to prevent double actions.
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© Setiing priorities

The Nursing Process —
Planning

o Establishing expected
outcomes (goals/objectives)

« Selecting nursing
interventions

Evaluating

Writing a nursing care plan

Implementing




