Nursing Care Plan Grading Rubric
Each student will be required to complete a total of 3 satisfactory care plans associated with the simulations planned throughout the semester.  Care plans shall be submitted via hard copy or through Canvas by the date designated by the faculty. Following is a description of what to include in your care plans.  Utilize all information that is provided to you from the simulations.

1. Assessment: Your assessment should include both Subjective and Objective information. Be sure to include normal and abnormal findings. If identifying a piece of equipment that a patient has – such as a Foley catheter you will need to identify amount, color, and sediment of the urine, size and date of insertion of the catheter, etc. If the client has an NG tube – you would need to state size of tube, which nares, drainage, color, amount, verification of placement, etc.  If your patient has an IV in place, you must document the gauge of the needle, the site of insertion, the date of insertion, and the condition of the site (e.g., CDI, leakage at site, site infiltrated).  You may begin to document some of the assessment data onto the careplan worksheet prior to entering the simulation center, using your case scenario provided. 



Subjective: What the patient tells you. The statement should be in “quotes.” If the 
patient is unable to communicate, you can use a statement from a family member/friend 
or nonverbal communication.



Objective: This is pertinent information you assess or research on the computer or in 
the chart about the patient. You will not have to repeat the vital signs since you have already 
written 
them on the top of the care plan.


2.  Diagnosis: This is based on your Assessment. Each student is to identify one nursing 
diagnosis per care plan. The diagnosis should be the highest priority for the patient. Use your 
reference book for identifying your nursing diagnoses.  Make sure your nursing diagnosis 
statement is complete,  include R/T (related to) and S/T (secondary to) and AEB (as evidenced 
by). 


3.  Desired Goal: Your goal (also known as outcome) is what you want to accomplish with your 
patient related to your Nursing Diagnosis. Each Nursing Diagnosis will have one short term goal.
This goal must be measurable and timely (e.g., patient will be able to ambulate 10 feet by the 
end of this shift; patient will be able to identify 5 symptoms of infection prior to 
discharge).


4.  Interventions: This is what you, as the student nurse and the nurse, to have happen so the 
patient may accomplish their goal. Five interventions are required for each goal.  Please, 
include rationales with 
your interventions.  Rationales can be found in your textbook and 
reference guide.


5.  Evaluation: You are evaluating whether the goal has been met. Do not evaluate your 
interventions; you are evaluating your goals/outcomes. If the Goal is measurable, you will be 
able to state whether the goal was met, not met, or partially met. If the goal was not met, be 
prepared to alter/add an intervention.


Remember, as a nurse you will be assessing, planning, implementing, and evaluating your 
patient’s condition and progress.


6.  Medication List: With the care plan, include a list of all the medications your patient is 
receiving.  Follow the monograph used in class to write out your drug cards. Please complete 
your medication cards prior to entering the simulation center.

7.  Laboratory: Review the patient’s laboratory results, record those results, and indicate if they 
are normal or abnormal. State the reason they are abnormal for this particular patient. Under 

this section, also include relevant diagnostic tests such as CT scans, X-rays, and the results from 
those tests. Please document your patient’s lab/diagnostic studies on the care plan worksheet, 
along with the normal values and the possible reason for any abnormal findings.  Use your 
diagnostics book to find this information.

8.  Pathophysiology Summary: You are required to complete a pathophysiology summary of 
one of your patient’s health issues (acute or chronic) with each completed care plan. This 
includes a brief summary of the surgical procedure or the medical condition AND the nursing 
care for this type of patient.  Cite your reference(s) using APA format. The summary should be 
approximately 1-2 pages in length. The summary should be written in your own words. DO 
NOT cut and paste from your reference(s). It is important to understand what is happening 
to the body related to this disease process. Please complete this prior to entering the simulation 
center and providing patient care. Use your medical-surgical textbook to find this information.

9.  Patient Teaching: Describe the teaching you did with this patient and the patient’s response 
to the teaching.

Grading Rubric

1. Assessment (Pass/Not Pass)

2. Diagnosis (Pass/Not Pass)

3. Goal (Pass/Not Pass)

4. Intervention (Pass/Not Pass)

5. Evaluation (Pass/Not Pass)

6. Medications (Pass/Not Pass)

7. Laboratory (Pass/Not Pass)

8. Pathophysiology (Pass/Not Pass)

9. Teaching (Pass/Not Pass)

*All components must be met (Pass) according to the nursing care plan grading rubric to successfully receive a passing score.  

