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he NANDA International, Inc.
sion NANDA 2024-2026

To facilitate the development, refinement,
dissemination and use of standardized nursing
diagnostic terminology.

' Prior to the year 2002, “NANDA” was an acronym for the

: North American Nursing Diagnosis Association. However,
" that is no longer the name of the organization. The correct
N URS' NG name of the organization is NANDA International, Inc.

The countries of residence of our regular NANDA-I members, as of July, 2021.
Definitions and Classification

2024—2026 Andorré Colombia Hong K.ong Nigeria Sweden
Mt e Austr.alla Denmark  Republicof  Peru Switzerland
Austria Ecuador Ireland Philippines The Netherlands
# Thieme Bahrain Egypt  Italy Portugal United Kingdom
Belgium France  Japan Romania USA
Brazil Germany Kuwait Saudi Arabia

Canada Ghana Mexico Spain
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Diagnosis Development

S Many diaghoses were revised by international
submitaDiagnoss . collaborators of the Diagnhosis Development
- . Committee Task Force, in order to strengthen
their level of evidence. Diagnhostic indicators
were revised to decrease ambiguity and
improve clarity.




NURSING
JAGNOSE

DE‘fIF‘HtIDHE and Clasmflcatmn

2024-2026

Thirteenth Edition

MedOne

@Thieme

B The NANDA International Nursing
Diagnoses

D000 0B00G0666 6 6

Domain 1. Health promotion
Domain 2. Nutrition

Domain 3. Elimination and exchange
Domain 4. Activity [ rest

Domain 5. Perception [ cognition
Domain 6. Self-perception

Domain 7. Role relationship
Domain 8. Sexuality

Domain 9. Coping [ stress tolerance
Domain 10. Life principles

Domain 11. Safety | protection
Domain 12. Comfort

Domain 13. Growth | development
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Within the NANDA International classification, nursing diagnoses encompass problem-focusec
diagnoses and diaghoses of potential. These diagnoses can be delineated as follows:

Problem-focused diagnosis (Actual)
UK NN TULRD

. Risk diagnosis

3 Health promotion diagnosis

"
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NANDA International Nursing Diagnoses: Definitions and Classification 2024-2026



The NANDA International Classification: What’s New and Future Recommendations

S | =2 New Nursing Diagnoses 56 new diagnoses

. ‘ ? .
| 4 " !\( Revised Nursing Diaghoses 123 diagnoses had

— ﬂla content revised
By
NQ f .
NURSING Changes to Nursing Diagnosis Labels
Definitions and Classification 98 nurSing diagnOSiS WEre Changed

2024-2026

Thirteenth Edition

o Retired Nursing Diagnoses

MedOne e
& Thieme

40 diaghoses were slotted for removal



What's New in the NANDA-| 2024-2026 Edition

Changes were made to 98 nursing diagnosis labels to ensure that the diagnostic label
was consistent with current literature, and reflected a human response. Revision of the
NANDA-| axis terms led to a reduction in the number of judgment terms, many of which
were synonyms, and also led to changes in several labels.

New Previous

Risk for ineffective blood glucose Risk for unstable blood glucose level
pattern self-management

Inadequate nutritional intake Imbalanced nutrition: less than body
requirements

Risk for imbalanced blood Risk for unstable blood pressure
pressure



What's New in the NANDA-I 2024-2026 Edition
(continue)

New Previous
Risk for surgical wound infection Risk for surgical site infection
Decreased bathing abilities Bathing self-care deficit
Risk for impaired water-electrolyte balance Risk for electrolyte imbalance

Risk for physical injury Risk for injury



New

Inadequate nutritional intake

Readiness for enhanced nutritional intake
Ineffective chestfeeding

Disrupted exclusive chestfeeding
Readiness for enhanced chestfeeding
Inadequate human milk production

Risk for impaired water-electrolyte balance
Risk for impaired fluid volume balance
Inadequate fluid volume

Risk for inadequate fluid volume
Impaired gastrointestinal motility

Risk for impaired gastrointestinal motility

Impaired fecal continence

Previous

Imbalanced nutrition: less than body requirements
Readiness for enhanced nutrition

Ineffective breastfeeding

Interrupted breastfeeding

Readiness for enhanced breastfeeding
Insufficient breast milk production

Risk for electrolyte imbalance

Risk for imbalanced fluid volume

Deficient fluid volume

Risk for deficient fluid volume

Dysfunctional gastrointestinal motility

Risk for dysfunctional gastrointestinal motility

Impaired bowel continence
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New

Impaired immune response

Risk for surgical wound infection

Risk for physical injury

Impaired nipple-areolar complex integrity

Risk for impaired nipple-areolar complex integrity
Risk for accidental suffocation

Risk for excessive bleeding

Risk for impaired peripheral neurovascular function
Risk for suicidal self-injurious behavior
Non-suicidal self-injurious behavior

Risk for non-suicidal self-injurious behavior

Risk for accidental poisoning

Risk for occupational physical injury

Decreased neonatal body temperature

Risk for decreased neonatal body temperature
Decreased body temperature

Risk for decreased body temperature

Risk for decreased perioperative body temperature

Previous

Ineffective protection

Risk for surgical site infection

Risk for injury

Nipple-areolar complex injury

Risk for nipple-areolar complex injury
Risk for suffocation

Risk for bleeding

Risk for peripheral neurovascular dysfunction
Risk for suicidal behavior
Self-mutilation

Risk for self-mutilation

Risk for poisoning

Risk for occupational injury

MNeonatal hypothermia

Risk for neonatal hypothermia
Hypothermia

Risk for hypothermia

Risk for perioperative hypothermia



Table 6.4 Diagnoses removed from NANDA-I nursing diagnoses, 2024-2026

Domain

1

2

Class

2

1

Diagnosis label

Risk-prone health behavior
Obesity

Overweight

Risk for overweight

Risk for impaired liver function
Risk for metabolic syndrome
Urinary retention
Constipation

Risk for constipation
Perceived constipation
Diarrhea

Insomnia

Sleep deprivation

Code
00188 Retired Nursing Diaghoses

00232
00233

Impaired dentition

Risk for thermal injury

Risk for physical trauma

Risk for vascular trauma

Risk for self-directed violence

Risk for adverse reaction to iodinated contrast media
Impaired comfort

Readiness for enhanced comfort
00096
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T, Heather Herdman, Shigemi Kamitswiu, Camila Takdo Lopes
NANDA International Nursing Diagnoses: Definitions and Classification 2024-2026

The NANDA International Nursing Diagnoses A B A
MEENG The NANDA International Nursing Diagnoses
i
024-2026 NANDA International, Inc, Nursing Diagnoses: Definitions and Classification 2024-2026, 13" Edition.

Thirwree L Lifidiae

Edited by T. Heather Herdman, Shigemi Kamitsuru, and Camila Takao Lopes.
© 2024 NANDA International, Inc. Published 2024 by Thieme Medical Publishers, Inc.. New York.
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The activities of taking in, assimilating, and using nutrients for the purposes of tissue maintenance, tissue repair, and the
roduction of energy

oot s s NANDA International, Inc. Nursing Diagnoses: Definitions and Classification 2024-2026, 13™ Edition.
I AN Indennational Classileatbon Domain 1. Health prumﬂtiun Edited tﬁl' T. Heather HEI‘dmﬂn1 ShlgEmi Hﬂmitﬂuru, and Camila Takao Lo pes.

Vsl s Mo and bole e Beosmmendalons

© 2024 NANDA International, Inc. Published 2024 by Thieme Medical Publishers, Inc., New York.
Companion website: www.thieme.com/nanda-i.

B The NANDA Intermational Nursing The awareness of well-belng or normality of function and the strategies used to maintain contiol of and e
T s being or normality of function
e e NANDA International, Inc. Nursing Diagnoses: Definitions and Classification 2024-2026. 13™ Edition.
Liomain 2. Nutrition Edited by T. Heather Herdman, Shigemi Kamitsuru, and Camila Takdo Lopes. Quick access
© 2024 NANDA International, Inc. Published 2024 by Thieme Medical Publishers, Inc., New York. Class 1. Ingestion
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Class 1. Health awareness
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e Domain 1 » Class 1 = Diagnosis Code 00097 )
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The NANDA International Nursing Diagnoses > Domain 2. Nutril
Domain 2. Nutrition

The activities of taking in, assimilating, and using nutrients fort
production of energy

NANDA International, Inc. Nursing Diagnoses: Definitions and €
Edited by T. Heather Herdman, Shigemi Kamitsuru, and Camila
© 2024 NANDA International, Inc. Published 2024 by Thieme M
Companion website: www.thieme.com/nanda-i.

» Class 4. Meatabolism
% Class 5. Hydration

Class 1. Ingestion

Taking food or nutrients into the body
Inadequate nutritional intake
Domain2 » Class 1 * Diagnosis Code 00343

The activities of taking in, assimilating, and using nutrients for the pur-
poses of tissue maintenance, tissue repair, and the production of energy

Domain 2.
Nutrition

o=

: 277

419 79
00359 280
00360 282
00382 Risk for disrupted exclusive chestieeding 29
00479 Readiness for enhanced chestfeeding 292
00333 Inadequate human milk production 293
00271 Ineffective infant feeding dynamics 298
00270 Ineffective child eating dynamics 300

3

" The physical and chemical activities that convert foodstuffs

Lo

Code = Diagnosis

Page

This class does not currently contain any diagnoses

Domain 2 - Class 1 « Diagnosis Code 00343

Inadequate nutritional intake

vied 2023 « Level of Evidence 3.2

focus: Nownshument

Defining characteristics

Abdominal cramping
Abdominal pain

Altered metabolism with elevation
of resting energy expenditure
Capillary fragility

Constipation

Delayed wound healing
Diarrhea

Excessive hair loss

Food intake less than estimated
requirements

Food intake less than
recommended daily allowance
Hyperactive bowel sounds
Inadequate head drcumference
growth for age and gender

Related factors

Altered taste perception
Depressive symptoms

Difficulty establishing social
interaction

Difficulty independently
performing activities of daily living
Difficulty independently
performing instrumental activities
of daily living

Dry mouth

: Eating (MO006952), Energy Intake (MO003220), Nutritive Value (M0D015127)

Buge loweer limit —

Age uppaT e -

Clinical course: —
Sitwtug of the disgnosls. Problem-locused
Liuatcnal cordiraing; -

- Increased muscle catabolism

- Inflammation

= Lethargy

— Low Z-5core for individual
anthropometric measurament in
children < 30 g per day

- Muscle hypotonia

- Neonatal weight gain < 30g per
day

- Pale mucous membranes

- Unaddressed hypoglycemia

= Underweight for age and gender

- Unintended weight loss despite
adequate food intake

~ Food aversion

- Food Insecurity

-~ Impaired oral mucous membrane
integrity

= Impaired swallowing

= [Inaccurate information

- Inadequate appetite

- Inadequate caregiver knowledge
of feeding strategies

2. Nutrition



Domain 2 - Class 1 « Diagnosis Code 00343

Inadequate nutritional intake | 6 §9 15 DIWIT LULWNEIND / 1A TUFITDIRIT LUIWHIND AUAINUEARINITUDITIINEY

Approved 2023 - Level of Evidence 3.2
MeSH: Eating (MO006952), Energy Intake (MOOO

3220), Nutritive Value (M0015127)

Concept focut: Mourrshiment B lpwer lirmit: —

Centest / Demphom fodus: Kutrent intake Aoe imppat limd: —

Subgect of care: ndivichual Clenical oourys; —

bachgrrent: adeguate Sratun of the diagraonis: Probdem-locuad
Anatomical dte — Situaticnal cormbraing: —

of resting energy expenditure :
- Capillary fragility
- Constipation
= Delayed wound healing =
-  [Dhiarrhea -
- Excessive hair loss
- Food intake less than estimated -
requirements T
- Food intake less than =
recommended dally allowance -
-  Hyperactive bowel sounds
=TTE gad circumference

- Diffwculty establishing social -
interaction

- Diffculty independently -
performing activities of daily living -

= Diffhiculty independently -
performing instrumental activities -
of daily living

= Dry mouth

Increased muscle catabolism
Inflammation

Lethargy

Low Z-Score for individual
anthropometric measurement in
children < 30 q per day

Muscle hypotonia

Neonatal welght gain < 30 g per
day

Pale mucous membranes
Unaddressed hypoglycemia
Underweight for age and gende
Unintended weight loss des
adequate food intake

Food aversion
Food insecurity

Impaired oral mucous membrane

integrity
Impaired swallowing
Inaccurate information

Inadequate appetite
Inadequate caregiver knowledge
of feeding strategies

LAE2LHBIN

- Inadequate caregiver knowledge
of metabolic needs

- Inadequate caregiver knowledge
of strategies to manage appetite

- Inadequate cooking skills

- Inadequate food supply

- Inadequate interest in food

- Inadequate knowledge of nutrient
requirements

- Inadequate physical activity for

nutrient absorption

Inadequate social support

Inappropriate management of
food allergies

At risk population

- Cisgender women

- Economically disadvantaged
individuals

- Individuals experiencing
sociocultural dissonance

- Individuals with history of
unintentional weight loss within
the last three months

- Individuals with increased
nutritional requirements

Associated conditions

- Altered metabolism

- Body dysmorphic disorders
- Chronic diseases

- Digestive system diseases
- Immunosuppression

Inappropriate utensils

Interrupted chestfeeding

Satiety immediately upon
ingesting food

Unaddressed inadequate dentition
Unattractive food presentation
Unpleasant ambient environment
Unrealistic expectation of ability to
ingest food

Weakened muscles required for
swallowing

Weakening of muscles required for
mastication

Infants born to individuals who
were malnourished during
pregnancy

Infants chestfeeding from
mainourished individual

Institutionalized individuals
Older adults
Premature infants

Mental disorders
Neoplasms
Polypharmacy
Sensation disorders




Domain 11 « Class 2 « Diagnosis Code 00304

Risk for adult pressure injury

Approved 2020 - Revised 2023 - Level of Evidence 3.4
MeSH: Pressure Ulcer (MO005739)

Concept focus: Physical integrity
Context / symptom focus: Tissue trauma
Subject of care: Individual

Judgment: Impaired

Anatomical site: Integumentary system

Age lower limit: 19y
Age upper limit: —

Clinical course: —
Status of the diagnosis: Potential to deteriorate
Situational constraint: —

LR DIINN NITLARA K TRITIINLRA I/

JafinTunseinnlng \\\\\L
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Risk factors
External factors

Altered microclimate between skin
and supporting surface
Inadequate access to appropriate
equipment

Inadequate access to appropriate
health services

Inadequate availability of
equipment for individuals with
obesity

Inadequate caregiver knowledge
of pressure injury prevention
strategies

ternal factors

| Dry skin

Decreased physical activity

Hyperthermia

Impaired physical mobility
Inadequate adherence to
incontinence treatment regimen

Inadequate adherence to pressure
injury prevention plan

Inappropriate skin moisture level

Increased magnitude of
mechanical load

Pressure over bony prominence
Shearing forces

Surface friction

Sustained mechanical load

Use of linen with inadequate
moisture wicking property

Inadequate fluid volume

Inadequate knowledge of pressure
injury prevention strategies

Protein-energy malnutrition
Substance misuse
Tobacco use



Domain 1 = Class 2 « Diagnosis Code 00307

Readiness for enhanced exercise engagement

Approved 2020 - Level of Evidence 2.1
MeSH: Exercise (M0O023802)

Concept focus: Behavior

Context / symptom focus: Activity
Subject of care: Individual
Judgment: Prepared

Anatomical site: —

Defining characteristics

Desires to enhance autonomy for
activities of daily living

Desires to enhance competence to
interact with physical environment
Desires to enhance competence to
interact with social environment
Desires to enhance knowledge
about environmental conditions
for participation in physical activity
Desires to enhance knowledge
about group opportunities for
participation in physical activity
Desires to enhance knowledge
about physical settings for
participation in physical activity
Desires to enhance knowledge
about the need for physical
activity

Age lower lirmit: 10y

Age upper limit; —

Clinical course; —

Status of the diagnosis: Potential to improve
Situational constraint: —

- Desires to enhance physical
abilities

— Desires to enhance physical
appearance

— Desires to enhance physical
conditioning

— Desires to maintain motivation to
participate in a physical activity
plan

—~ Desires to maintain physical
abilities

- Desires to maintain physical
well-being through physical
activity

- Desires to meet others’
expectations about physical
activity plans

YAINUNSTDUNRDANAIDINE
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N LAYUTDIRIRUNITWEIUIR ANURAN The three-part format

NANDA International Nursing Diagnoses Definitions and Classification 2024-2026 (Thirteenth Edition),

The three-part format is commonly used by students when learning to diagnose
problem-focused and syndrome diagnoses, and includes:

[nursing diagnosis] relatedto ______ [etiology / related factors] as evidenced by
[cues / defining characteristics].

____ [Ma3f3danmenswenuna] vigawiasan ___ [denguasilymniandu] viuleann
[N 56 3/Fonuan 93Nl aurii uiindul. (8au as evidence by dinazaz131Uidanidudayash Uy )

BADEINI:
~ANUFIVITATUNITNIANUFEDIA STINLUDIAULDIRA I LNLILHDINN UV ULTI (LFKTa a0 Ty

§1013 01Ut %0911 16 1a9.)
- 105152715 TUWHIND AUAMUADINITVAITIINNY LALILHDINN NAUDIRITAIIUIN (LEH 1A ANNNT

AN UTugaIln)



N LAYUTDIRIRUNITWEIUIR ANURAN The three-part format

NANDA International Nursing Diagnoses Definitions and Classification 2024-2026 (Thirteenth Edition),

A risk diagnosis might be documented as:

risk for (diagnosis) relatedto ____ (risk factors).
______ (2239 ARYNIINITWEIUR] AeaLila9ann S [i’Jai’Jmﬁ'm]

BI9DEN:
- LWHIBIANTLAALNAINAVIU LABALHAIAIN NTLARD U THITIINLIARI
- W HIBIANITEAA LIDUDILNANIEIA LALILRAINN TeUUNTAVARUAITIINLNNK LA A RINNNIE

IO HITDINNT



N LAYUTDIRIRUNITWEIUIR ANURAN The three-part format

NANDA International Nursing Diagnoses Definitions and Classification 2024-2026 (Thirteenth Edition),

A health promotion diagnosis might be documented as:

readiness for_ [nursing diagnosis] as evidencedby ____ [cues
/ defining characteristics].

NIINITWENLIR] WU 1A N [ANH OUENUA A 9D AN]

| p— |
e
®

®]))
pwd )
D)

e

BR8N

~JAunsauNar 0anfndne Winldan anuanlawdayafisafius nunaantindsnig
-Readiness for enhanced healthy aging as evidenced by desire to enhance functional capacity,
desire to enhance healthy lifestyle, and desire to enhance social engagement.
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ANA, 2010
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High-quality documentation
S:

Accessible - guigatinsgiuisawdinldaule

Accurate, relevant, and consistent - gneia9
A5IUTELO U WRENDA ANDIRTINU

Auditable - ms2agau'le

Clear, concise, and complete - #aLa% NP
LRzATUNIU
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High-quality documentation is:

ANA, 2010

Legible/readable - a1#agl

Thoughtful- I HNNEAIBANNTAUADY NNANUAG
NTDUM U

Timely, contemporaneous, and sequential
- ui291i% waztspIdF UNaURIINTaANH VAN

KAV ILRENITOL

Reflective of the nursing process - ug6 IR AU S9n15 1%
NTEUIUNITWENLNR

Retrievable on a permanent basis in a nursing-specific manner -
HIUITALTENNAUNNG) 16
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What Is A Nursing Narrative Note?

1

A nursing narrative note is a type of nursing documentation used to provide clear,
detailed information about the patient. A narrative note is written in paragraph form
and tells a story, If you will, about the patient, the care he is receiving, response to

treatment, and any Interventions or education provided.

The Purpose Of Writing A Nursing Narrative Note

provide accurate information from nursing assessments including the care provided,
patient conditions, and other relevant information to help the clinical team provide high-

quality, efficient care.

https://www.nursingprocess.org/nursing-narrative-note-examples.htmi



What Elements Should Be Included In A
Nursing Narrative Note?

@ Date and Time https://www.nursingprocess.org/nursing-narrative-note-examples.html

The Patient’s Name:

PN Subjective Data: Subjective data refers to information the patient can provide to the nurse. This data
| includes symptoms the patient is experiencing, level of pain, thoughts, or concerns.

Objective Data: the patient's appearance, observable signs or symptoms, vital signs, and laboratory
results.

M Assessment: Depending on the reason patient’s problem/ situation

Interventions: All nursing interventions should be documented. For example, if you assist with turning
and repositioning, provide education, or administer medication, it should be documented.

Evaluation: All nursing interventions should be followed up by an evaluation



What Elements Should Not Be Included
In A Nursing Narrative Note?

. Symptoms Without Intervention:

‘ Speculations:

. Non-Descriptive or Non-Precise Terminology:

‘ Premature Charting: Nurses should never document care before care is complete

. Personal Information About the Patient’s Family or Loved Ones:

https://www.nursingprocess.org/nursing-narrative-note-examples.htmil




52agiNd URNAN1ITWaIU1a (Nurses' Notes) wuuuantantsais12 Narrative Record

Aedts s lasdne nejalnegady ang 72 1
LIS UNITS AW L LSINLIUIAAINNNY

Moderate Malnutrition

AnLS L3 W{UDHSENEAA dauwAENN tod
waasailile wielaund Tsiwdias dqa
\tincompleted bed bath %’ﬂﬁmnmﬁaﬂﬁam
1515 Ansinaala SanIndaNazansn wNNeld
WeHA1TSNEN IR s HINsRaasEam e TN
5% D/N/2 1000 ml IV drip rate 60 cc/hr. -1%
sulsEnIuaNrIsaau (soft diet) way A
Ensure (1:1) 200 ml x 3 fia
Tutaananfilinisgua (7-15 w.) Asuslssu

UszNIHAIRI5 6 12 016 ANUN 2 Hale Uaay

A3 U6

ar = = =
W 1hou U NN anuLYu
11 n.8.2566
7.00 - 8.30 U. | wAsITUS WUIE3EANAIA Fvtndounay ATIvEBUAY

W9l 9UDINaN4ILLED motor power......... BELAALDS

= .,
Lsile Complete bed bath wWagurYuaziIviEIIn

Andau 2N3%Y1 a19U9A RN
10.00 u. WNAYYIUIN JUUDUINNEY =.ceecvnrenne INas..... ek
........... 2N5Y1 a1AU29A RN
11.30-12.00 u. | SuUszmuamis W waznansiu ldasian Anuyld 200
cc. lisuasinmevasadandmuaunsne
= 20591 ANNU29A RN
14.00 u. Y IUTN BUNNAIINTEY =..............'=ti'wﬂ'i..%E@Eﬂm

iiiiiiiiiii




528218 URNNN1SWEIU1a (Nurses’ Notes) tuuuantantsaisn? Narrative Record

Date: Time: | Progress Notes:

02-01- 0830 Client awakened only 1 time during

08 the night
to urinate. No complaints of pain.
Dressings
intact. Ate 100% of breakfast.
Ambulated 1in |
hallway for 5 minutes without
assistance.

0930 Transported per w/c to PT-—---M.Brown,

RN

https://www.rn.org/courses/coursematerial-126.pdf




Uunnn1swaIu1a (Nurses' Notes)
LL‘LI‘LIGLfi"ﬁﬂ_IuWW Problem-orientated Record: POR)

) (2FUUN BIYENS ,2565).
-7 v Qs o (et - -
o Luuﬂmﬂqﬂﬂﬁﬂﬁﬂﬂﬁﬂ’]ﬁtﬂuﬁﬁﬂ BIMNUHBIAKADIIAIZUIRATIINETILUNEA

o JfayaguAINLRINIUUINNT F1aN15URILAEETUUSNS (HaTHaRUN1TWENUNA
N152VLHHAITNENUNA bH B AZTaURN)
e sintiufinlugUwuu SOAP format #3a SOAPIE format
o S = Subjective Data
o O = Objective Data
o A= Asessment tiufintloymnguaindileanns uay O Tusunasiaifadanieniswenuna
o P = Plan &§UlLNRN190LLA
> | = Intervention AT IRAISWENLNE

o E = Evaluation N15aaU#1a20985UUSN156aN1TNE1UNaN [B5U



APA Dictionary of Psychology

.
P ro b | em-orien t e d recor d PN 4 trusted reference in th field o
APA psychology, offering more than 25,000...

In the Medical field:

A form of patient-care record that has four components:

Dictionary

of I’s}-‘chnldg}'

(a) a database of standardized information on a patient’s history, physical examination,
mental status, and so forth,

(b) a list of the patient’s problems drawn from the database;

(c) a treatment plan for each problem; and

(d) progress notes as related to the problems and to the patient’s response to each
treatment. Also called problem-oriented medical records (POMR).

In the nursing field:

The problem-oriented record system (PORS) was proposed by the Department of Nursing at the
University of Virginia Medical Center in 1975 to develop a new set of forms stemmed from
dissatisfaction with the existing nursing record system, in which the nurse’s notes were often

disorganized and important information was difficult to find.
Mary Blount, Susan S. Green, Ann Hamory, Anna Belle Kinney and Cynthia &W. Sanborn (1978).




g8 UuNnN1sneuU1a (Nurses' Notes)
wuu ey’ Problem-orientated Record: POR)

Date: Time: | Progress Notes:
02-01- 1320 Problem#I: Temperature elevation.
08

S: Client states, “I feel very hot.
Complains

of headache (2 on pain scale of 0-
10).

O. T. 102 orally. Face flushed.
Client

covered with sheet only. Abdominal
incision

clean and no erythema or tenderness.
BP

118/72, P. 90, R. 20. 8Sl. Basilar
rales.

A. Deficient fluid volume (500ml/24
hours).

Ineffective breathing pattern.
(shallow) ———-

P: Acetaminophen 500mg for fever.
Provide

fluids to increase intake to 1500-
2000/24

hrs. Instruct in DB and C exercises
and
assist client every 2 hours. B.

Moore, RN

Problem-oriented (SOAP)

In some cases, an extended format is used
(SOAPIER) that includes:

. Intervention

. Evaluation

. Revision

https://www.rn.org/courses/coursematerial-126.pdf




agiNg URNNA1ISWEIU1a (Nurses' Notes)
LL‘LI‘LIelﬁﬁm“ﬁ’] Problem-orientated Medical Record: POMR)

U /1380

n1siJasulag

=
a8ty

11 N.8.2566
7.00-15.00 u.

S: “way liAaasnNua1uIs”
O: Moderate Malnutrition
A: Tn1zNLNYUIN1sNeTLLB U S
P: nszauliTuUseniuemnsdau uashuuu Ensure 200

r-?él’ b o e E:f =y o =y
cc. HaaznaNedIud a1sunIsnanntaann Useiiu

° v war
JSuruatnisuazunlasu
l: 8.00 W. uaz 12.00 u. IneAsEege Uauamnsdaulu
A v as ‘ ' v o 1
U9 warnan9u guuunauluau aualvaisun 5%
D/N/2 1000 ml IV drip rate 60 cc/hr.
s E", g -:!I s :5 [ g

E: SUUSENIUDIMISLA ¥ a1ane2iis auldasSsvansaila
1ASUEITUIATUMNLNUNITSNEY AadnLRs Intak Wuans
- - o ~
UIMNNaaaLaanm1 480 cc. ANUU 200 cc. output Lflu

Jaa1azuszans 450 cc.

11l
+

9N5%1 81AU24A RN




WHAT ELEMENTS SHOULD BE INCLUDED IN A NURSING SOAP NOTE?

https://www.nursingprocess.org/nursing-soap-note.html

1. Subjective Data (S): any information gathered directly from the patient. This element of the SOAP nursing note includes your
patient’s description of their health history and current symptoms. Subjective data also includes the patient’s family, social, and
medical history. The patient is the best source of information about their health. Therefore, gathering subjective data is essential
INn making an appropriate diagnosis and developing an effective care plan.

2. Objective Data (Q): any information relevant to the patient’s condition that can be measured or observed. Vital signs, diagnostic test
results, and the patient’s age are examples of objective data. Objective data is essential in preparing accurate SOAP nursing notes
because it reflects things patients may or may not know. For example, the patient may know that his head hurts, which is subjective,
but he may not realize that his blood pressure is elevated, which is objective until the nurse measures his blood pressure., which is
objective until the nurse measures his blood pressure.

3, Assessment Findings (A): The assessment part of nursing SOAP notes combines subjective and objective information, which is used
to form a diagnosis.

4. Plan of Care (P): The last step in preparing a SOAP nursing note is establishing and documenting a treatment plan designed to
address the diagnosis formed from the assessment. The part of the note that explains the plan may include orders for further testing,
patient education, referrals to specialists, or support services, such as home health or hospice.




3 UHNNN1INEU1a (Nurses’ Notes) wuuttawizieynn Focus Charting

Patient Focused Charting

Integration of care plan and nurse’s notes and making documentation
iIndividualized to the patient and reflective of nursing practice. A focus Is a

desc
pDrob

rIptive statement of what the patient Is experiencing as a patient

em

Sinha L, Driedger M, Dick J. "Patient focused charting". Can J Nurs Adm. 1988 Jun;1(2):20-2. PMID: 3154028



UHNNAIsWeu1a (Nurses’ Notes) uutitanizieynn Focus Charting

PROGRESS NOTE

A:Assessment lintervention E:Evaluation

Qs s a

&0 LBIANWHE, 2557

n15tduu Focus charting

- o
EoLuS WL | s | womas PROGRESS NOTE
H/S.HIFT A : Assessment 1 : Intervention E : Evaluation
07/0502022 Hyperthermia Data: Patient has temperature of ,2 6 58 : -
38.8 degrees C. n.A. 9.00 u. |unanaviu | A: flunanaviy stage 2 WIvuAuny B1ue
7:30am 7-15 u. stage 2 2x5x1 cm. {1 slough & iaguuafl discharge
Skin is hot to touch, patient visibly (ia) AunBastusiviasidmiag
sweating.
[: - Dressing unasu NSS flarhdaali
Action: Cool compress applied. - anwsfufmminsdunilunsan
Encouraged oral fluid intake. - Yabigihouauvuviuavay
- IRVNUIUATUAY
Response: _ ’ S n
8:15am temperature of 37.5 degrees 9.30 u. | Risk for fall |A: Fall risk = 5 thowmdadnasldvan
C I : - Widanadihouazg@lnatuandos
: ; - AANTVTWARAN WNEY
https://www.carepatron.com/blog/what-is-a-dar-note-plus-tips-for-writing-them — .
- fadanwal F uarihodafladvh
- aanindlauasuunihmsldfladasmsuaniuthomméa
- wiahhouargdinannanadiounn 1-2 M
E : thihhouazgfivinla




3 UHNNN1INEU1a (Nurses’ Notes) wuuttawizieynn Focus Charting

e Focus Charting aanuuuginsutunn e WintlonnALAAT LA S UUSNNS
Progress note ﬁLﬁuﬁaHaﬁ’]ﬁ’mﬁLﬁ@ .
fugilae fayafiiineu routine ay
wenunandlluianans flow sheet 514“]

o L UUTIRINADIHINLA [1A8AANTTH

ATMINUTIUTA LLAZNAaN1IBaUaKadUA

e
[ =)

NSULSNTS K50 NaaNaNLNAa

2% [UHANITRNNZN s
e LUINNSUUNALLYU 2 §21 . ﬁ“ﬁﬂsl“?,ﬂ“““ DAR
o @9UN 1 vilNUsEaRANARIAD > D= Data
Focus LLay o A= Action

o #2uN 2 1WRsaazidus Aa DAR

. ” > R = Response
(Data Action Response) 3a AlE

, (2FHUN BN ,2565).
(Assessment Intervention

Evaluation) (136 LNBEENWUS, 2557)



RN UHNANIINEIU1Ea (Nurses’ Notes) wuutitanzileynn Focus Charting

https://www.rn.org/courses/coursematerial-126.pdf

Date: Time: | Focus Progress Notes:
D2—-01~- 1320 Fever D: T. 102 orally. Face
08 flushed.
Frontal headache (2 on 0-
10
scale)-———————---------—-

A: Acetaminophen 500 mg
orally

Cool compress to forehead.

400 ml apple juice.
Recheck

- T. in 1 hour.,.-—-———- M.
Brown, RN

02-01- 1420 Fever R: T. 99.8 orally. Face
09 remalins

slightly flushed. No
headache.

M. Brown, RN
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Department

Division

Ward

Clinical Associate

weadt 1/1 nfal 3
: Nursing Service Department
| SuU-
R - - . - ) a1q
Devision Ward Head Nurse Sudin
;Tm.mm;rmiummunﬂhu -
| inEmiainm
Sufieriuvin
MURSES' NOTES
'?u'a ¥ s -
e | MTIMMEIA (Treatment) | Jaynuasdoyamiuayu (P/A) | fensmummumnauazuszdusa (VE)

Fo o 518 198

g 5 N 11 1 S,

Date/Shift

Time

Progress

A: Assessment |: Intervention E: Evaluation

11 AUBEU 2566

T-15W.

B.00 W.

Malnutrition

Az pale conjunctiva BMI=16.7ke/m”

I Uauawsaau WiaumEnsure 200 cc. Lo

AL AT

2 fguﬁ‘lﬁ 5% D/IN/2 V. Rate 60 cc/hr.

& r al o Y | al
E: SuUssvnun s lafsin avaZie sanaiisnyuuEnsure 1a

200 cc. IS ua s UIATURTNLNLNITS N AADALS

Intake ATt miavaanidand 480 cc. Ruua 200

ce. output dhiilaanizussuin 450 cc

Self-care

A: taeiwaonnedluld motor power erade 0-1/5

Deficit (ADL)

l: complete bed bath, mouth care WAUAEEIANSS

ANSIURTE SRAInIRaa

410207
e

LT U TTORL DR

LR UL
2118562 66051741

65

E: fwdigrauy suneazenn ldiindui ndwdin

FananuaLwLaRIUTETEUEIUSDE / s S oy
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NURSES’ NOTES
el ~ U IHANEMITWENLIA
A MIINEINENLID nazYoyamiiuayy nanIsumMInenIaazmMIdsztiuna
11 fiugeu 2558 Alnzindaus iaunauazun gouwde 3dndan Tuflld BP=120-130/70-
7-15 w. asshiadesnnmsgayderh 90 mmHg IWa5=60-64A33/117 vela
IEEMERIT 18-20 Afy/unit Sufnuasndoytesn
S: thewanansy/iu
9.30 Uu. Plasil 1 amp. IV for N/V O:Dry lip and buccal Mucosa
10.00 u. | 5%D/N/21000ml.80 cc/hr, | Na* = 128 m mol/L tiatldsuansilaiuaun Sanade

- Iinswasuslasnnglnuunnis: aswazaaul&laedeuy -

Aeaitissanndesmvisuazaauld

S : lisganfiuenis deduld

O: BMI17.9 Kg/m? pale, conjunctiva | wauwiaugeliiuse Motor power 0/5
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- lilddeyaiildannnisnsrasremennatiuayu 1wy
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| ARLEURS AALANNENINDNADRANADEELDEYN 4 Faluailelumiufiu

witlalag

TdsUImmMInaanLaanad EIULL‘E!‘LT'I%‘.FI%U 5% D/N/2 rate 80 cc/hr. ManaaaLHan
senuunum i Liislussneladuasiuay indeusifleswe

Tveunyan Inen paracetamol (500mg) 1 tab p.o. ileUan N 4-6 L.
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