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Nursing Care Plans: Diagnoses, Interventions, and the Complete Care 
Process

In the dynamic world of healthcare, nurses are the linchpins that connect assessment, diagnosis, intervention, and 

evaluation into a seamless continuum of patient care. A well-structured nursing care planis more than a list of

tasks; it is a living document that guides the delivery of evidence �based, individualized care. This article delves into

the essential components of nursing care plans, focusing on the pivotal roles of diagnoses, interventions, and the

critical “and” that ties everything together—evaluation, documentation, and collaboration. Whether you’re a

seasoned nurse, a nursing student, or a healthcare administrator, understanding these elements will help you craft

care plans that improve outcomes, enhance patient satisfaction, and promote professional growth.

Understanding the Purpose of Nursing Care Plans

At its core, a nursing care plan serves three primary functions:

1.  Assessment and Prioritization: It begins with a comprehensive assessment that identifies patient needs, 

risks, and strengths.

2.  Goal Setting and Planning: Based on the assessment, nurses establish realistic, measurable goals and 

outline the interventions required to achieve them.

3.  Evaluation and Adjustment: The plan is continuously evaluated, and adjustments are made to reflect 

changes in the patient’s condition and response to care.

By integrating diagnoses, interventions, and evaluationinto a single framework, nurses can maintain clarity,

accountability, and a patient �centered approach throughout the care cycle.

The Role of Diagnoses in Nursing Care

Diagnoses form the foundation of a nursing care plan. They are not medical diagnoses made by physicians; rather, 

they are Nursing Diagnoses—clinical judgments that identify actual or potential health problems, based on patient

data and nursing knowledge.

Key Features of Nursing Diagnoses

•  Evidence �Based: Diagnoses rely on objective data (vital signs, lab results) and subjective information (patient’s 

feelings, perceptions).

•  Patient �Centered: They reflect the patient’s experience of illness, such as pain, anxiety, or impaired mobility.

•  Actionable: Diagnoses are formulated in a way that allows the nurse to develop specific interventions.

•  Dynamic: They can evolve as the patient’s condition changes.

Common nursing diagnoses include Risk for Infection, Impaired Gas Exchange, Impaired Skin Integrity, and 

Impaired Mobility. Each diagnosis provides a lens through which the nurse can assess, plan, and evaluate care.

Interventions: Translating Diagnoses into Action

Interventions are the tangible actions that nurses take to address the identified diagnoses. They are categorized 



into preventive, curative, and palliative measures, depending on the patient’s needs.

Types of Nursing Interventions

•  Preventive Interventions: Hand hygiene, infection control protocols, and patient education to avert 

complications.

•  Curative Interventions: Medication administration, wound care, and physiotherapy to treat existing problems.

•  Palliative Interventions: Pain management, emotional support, and comfort measures for patients with chronic 

or terminal conditions.

Effective interventions require a clear understanding of the underlying diagnosis. For example, if the diagnosis is 

Impaired Skin Integrity, interventions may include turning schedules, moisture barrier creams, and

pressure �relieving devices.

The “And” of Care: Evaluation, Documentation, and Collaboration

While diagnoses and interventions are the heart of a nursing care plan, the “and”—evaluation, documentation, and

collaboration—ensures that care remains patient �focused and adaptable. These elements close the loop, turning a

static plan into a dynamic, responsive tool.

Evaluation: Measuring Outcomes

Evaluation involves assessing whether the interventions achieved the desired outcomes. Nurses use SMART

criteria—Specific, Measurable, Achievable, Relevant, and Time �bound—to set and measure goals. For instance, a

goal might be “Reduce pain score from 8/10 to 3/10 within 48 hours.”

Documentation: Maintaining a Clear Record

Accurate documentation is essential for continuity of care, legal protection, and quality improvement. Nurses should 

record assessment findings, diagnoses, interventions, and evaluation outcomes in a structured format, such as the 

SOAP (Subjective, Objective, Assessment, Plan) or SBAR(Situation, Background, Assessment, Recommendation)

frameworks.

Collaboration: Working as a Team

Effective care plans are the product of interdisciplinary collaboration. Nurses coordinate with physicians,

pharmacists, physical therapists, dietitians, and social workers to align goals and interventions. Regular team

meetings, handoff protocols, and shared electronic health records (EHRs) facilitate seamless communication.

Step �by �Step Guide to Developing a Comprehensive Nursing Care Plan

1.  Assessment: Gather comprehensive data—vital signs, labs, patient history, psychosocial factors, and 

environmental conditions.

2.  Diagnosis: Formulate nursing diagnoses using standardized language (e.g., NANDA �International). Prioritize 

based on severity and potential complications.

3.  Goal Setting: Define clear, patient �centered goals using SMART criteria.

4.  Intervention Planning: Identify evidence �based interventions that target the diagnosis and support the goals.

5.  Implementation: Execute the interventions, ensuring proper timing, dosage, and technique.

6.  Evaluation: Assess the effectiveness of interventions. Adjust the plan as needed.

7.  Documentation: Record all steps in the patient’s chart, ensuring accuracy and completeness.

8.  Communication: Share updates with the interdisciplinary team and the patient/family.

9.  Reassessment: Continuously reassess the patient’s condition to detect changes or new diagnoses.

10.  Plan Revision: Update the care plan to reflect new goals, interventions, or outcomes.



Common Nursing Diagnoses and Tailored Interventions

Below are several frequently encountered nursing diagnoses, along with example interventions and evaluation

strategies.

1. Risk for Infection

•  Interventions: Strict hand hygiene, aseptic technique during wound care, early mobilization, and patient 

education on infection prevention.

•  Evaluation: Monitor for signs of infection (fever, redness, discharge). Use cultures and lab values to confirm.

2. Impaired Gas Exchange

•  Interventions: Positioning (e.g., semi �upright), incentive spirometry, nebulizer therapy, and oxygen 

supplementation.

•  Evaluation: Check oxygen saturation, respiratory rate, and arterial blood gases.

3. Ineffective Coping

•  Interventions: Provide emotional support, counseling referrals, stress �relief techniques (deep breathing, guided 

imagery), and involve family in care.

•  Evaluation: Assess coping strategies through patient self �report and behavioral observation.

4. Impaired Mobility

•  Interventions: Physical therapy sessions, assistive devices, safe transfer training, and bed �to �chair transfer 

protocols.

•  Evaluation: Measure range of motion, gait speed, and independence in activities of daily living (ADLs).

Case Study: Applying Nursing Care Plan Principles in Practice

Consider a 68 �year �old male admitted with pneumonia and subsequent delirium. The nurse’s process might unfold

as follows:

1.  Assessment: Vital signs reveal tachypnea; labs show elevated white blood cell count; the patient exhibits 

confusion and agitation.

2.  Diagnosis: The nurse identifies Risk for Infection, Impaired Gas Exchange, and Ineffective Coping.

3.  Goals: 

Reduce fever to 37°C within 24 hours.

4.  Maintain oxygen saturation >92% on room air.

5.  Improve coping strategies to reduce agitation scores below 3/10.

•  Administer prescribed antibiotics and monitor for side effects.

•  Position the patient in a semi �upright stance and provide incentive spirometry every 2 hours.

•  Offer a calm environment, involve family members, and provide reassurance.

Tips for Effective Nursing Care Planning

•  Use Standardized Language: Employ NANDA �International or other standardized taxonomy to ensure clarity 

and consistency.

•  Involve the Patient: Engage patients in goal setting and decision making to increase adherence and 

satisfaction.

•  Leverage Technology: Utilize electronic health records, clinical decision support tools, and mobile apps to 



streamline documentation and data retrieval.
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