
help writing nursing diagnosis
Help writing nursing diagnosis is an essential skill for nursing students and
professionals alike. Writing accurate and effective nursing diagnoses is crucial for
providing quality patient care and developing comprehensive care plans. A nursing
diagnosis is a clinical judgment about an individual, family, or community's response to
actual or potential health problems. This article will guide you through the process of
writing nursing diagnoses, provide examples, and highlight common mistakes to avoid.

Understanding Nursing Diagnoses

Before diving into the writing process, it’s essential to understand what a nursing
diagnosis entails. The North American Nursing Diagnosis Association (NANDA) defines
nursing diagnoses as a clinical judgment concerning a human response to health
conditions or life processes. Nursing diagnoses can be classified into three categories:

Actual Nursing Diagnoses: These reflect current health problems.

Risk Nursing Diagnoses: These indicate potential health issues that a patient may
face.

Health Promotion Diagnoses: These focus on a patient's readiness to enhance
their health behaviors.

The Nursing Diagnosis Format

When writing a nursing diagnosis, it’s important to follow a structured format. The general
structure can be broken down into three parts:

1. Problem Statement

This part identifies the patient’s health issue or response. It should be concise and based
on evidence gathered during the assessment phase. For example:

- Ineffective Airway Clearance

2. Related Factors

These are the contributing factors that lead to the nursing diagnosis. They help provide



context and can include physiological, psychological, or environmental influences. For
example:

- Related to increased mucus production as evidenced by bronchial secretions.

3. Defining Characteristics

These are the signs and symptoms that support the nursing diagnosis. They are typically
derived from the patient's assessment data. For example:

- As evidenced by wheezing, coughing, and decreased oxygen saturation levels.

Putting it all together, a complete nursing diagnosis would look like this:

Ineffective Airway Clearance related to increased mucus production as evidenced by
wheezing, coughing, and decreased oxygen saturation levels.

The Process of Writing a Nursing Diagnosis

Writing a nursing diagnosis involves several steps. Below is a structured approach to help
simplify the process:

1. Patient Assessment

The first step in writing a nursing diagnosis is to conduct a thorough assessment of the
patient. This includes:

- Reviewing the patient's medical history
- Conducting physical examinations
- Observing the patient's behavior
- Gathering information from lab results and diagnostic tests
- Listening to the patient’s concerns and symptoms

2. Data Interpretation

Once you have gathered data, the next step is to interpret the information. Look for
patterns, trends, and significant findings that could indicate health issues.

3. Identify Nursing Diagnoses

Based on the interpreted data, identify potential nursing diagnoses. Use the NANDA-I list



to find appropriate diagnoses that fit the patient's needs.

4. Write the Nursing Diagnosis

Now that you have identified potential nursing diagnoses, write them using the structured
format mentioned earlier. Remember to ensure clarity and accuracy.

5. Validate the Diagnosis

It’s essential to validate your nursing diagnosis with the patient (if possible) and, if
necessary, with other healthcare professionals. This collaboration ensures that the
diagnosis is accurate and reflects the patient’s condition.

Examples of Nursing Diagnoses

Here are some examples of nursing diagnoses categorized by type:

Actual Nursing Diagnoses

- Chronic Pain related to osteoarthritis as evidenced by patient report of pain level 8/10.
- Impaired Skin Integrity related to immobility as evidenced by stage 2 pressure ulcer on
the sacrum.

Risk Nursing Diagnoses

- Risk for Infection related to open wound as evidenced by the surgical incision.
- Risk for Falls related to muscle weakness and unsteady gait.

Health Promotion Nursing Diagnoses

- Readiness for Enhanced Nutrition related to expressed desire for healthier eating habits.
- Readiness for Enhanced Knowledge regarding diabetes management as evidenced by the
patient’s request for information.

Common Mistakes to Avoid

Writing nursing diagnoses can be challenging, and there are common pitfalls to avoid:



Vague Language: Use specific medical terms and avoid ambiguous phrases.

Overlooking Assessment Data: Ensure that all relevant data is considered before
writing a diagnosis.

Ignoring the Patient's Perspective: Always involve the patient in the diagnosis
process to ensure accuracy.

Failing to Validate Diagnoses: Always validate with colleagues or through
evidence-based practices.

Conclusion

Writing nursing diagnoses is a foundational skill for nursing practice, essential for
developing effective patient care plans. By following a structured approach and avoiding
common mistakes, nurses can create accurate and meaningful nursing diagnoses that lead
to better patient outcomes. Remember to continually refine your skills through practice,
education, and collaboration with peers. With time and experience, writing nursing
diagnoses will become a streamlined part of your nursing process, ultimately enhancing
the care you provide to your patients.

Frequently Asked Questions

What is a nursing diagnosis?
A nursing diagnosis is a clinical judgment about individual, family, or community
responses to actual or potential health problems or life processes. It provides the basis for
the selection of nursing interventions to achieve outcomes for which the nurse is
accountable.

How do you identify nursing diagnoses?
To identify nursing diagnoses, assess the patient's health status through physical
examinations, interviews, and medical history reviews. Use standardized nursing diagnosis
frameworks such as NANDA-I to guide the process.

What are the components of a nursing diagnosis?
A nursing diagnosis typically consists of three parts: the problem statement (diagnosis),
the etiology (related factors), and the defining characteristics (signs and symptoms). For
example, 'Impaired skin integrity related to immobility as evidenced by pressure ulcers.'



What resources can help in writing nursing diagnoses?
Resources such as NANDA-I nursing diagnosis books, nursing care plans textbooks, and
online databases provide standardized nursing diagnoses and guidance on writing them
effectively.

How can I improve my skills in writing nursing
diagnoses?
To improve your skills in writing nursing diagnoses, practice regularly, seek feedback
from experienced nurses, attend workshops, and engage in case studies that require
nursing diagnosis formulation.

What is the difference between nursing diagnoses and
medical diagnoses?
Nursing diagnoses focus on the patient's response to health problems and emphasize
nursing interventions, while medical diagnoses identify diseases and medical conditions
requiring physician intervention.

Can nursing diagnoses change over time?
Yes, nursing diagnoses can change as the patient's health status evolves. Continuous
assessment and re-evaluation are essential to ensure the nursing diagnosis remains
relevant and accurate.

What role does patient input play in writing nursing
diagnoses?
Patient input is crucial in writing nursing diagnoses as it helps nurses understand the
patient's perspective, preferences, and experiences, leading to more personalized and
effective care plans.
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