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be able to share nursing data across sites to make nursing visible, improve pa-
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translated into more than 20 languages, and included in electronic health
records. Our work will never be done, but their first step made all that has come
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Preface

Over the last several years we have seen many changes impacting nursing
practice across the globe. The availability of health care professionals and the
cost of care remain major concerns as well the increasing demands for care
that persist following the COVID-19 pandemic. Increasing technology and
specialization have contributed to the complexity of patient care that cannot
be completely explained by disease conditions. Now we are seeing a surge in
activity related to artificial intelligence as electronic health records become
more widely available. These shifts are prompting nurses more than ever to
consider developing and using standardized language in clinical care, educa-
tion and research. Indeed, we are compelled to critically examine how well
nursing assessments, interventions and care outcomes can be linked and
documented to improve the quality and safety of nursing care. We must also
examine how these large data sets can be used to clarify nursing’s unique role
and impact in health care. Standardizing language will increase nursing’s visi-
bility and improve communication within the health care team.

In this 2024–2026 version, the Thirteenth Edition, the classification pro-
vides 277 diagnoses, with the addition of 56 new diagnoses. Each nursing
diagnosis has been the product of one or more of our many NANDA Interna-
tional (NANDA-I) volunteers and has a defined level of evidence base. Each
new diagnosis has been reviewed by our Diagnosis Development Committee
(DDC) members assigned as primary reviewers, and by blinded content
experts, and refined based on those reviews – with the acceptance of the origi-
nal submitter(s) – prior to publication. Additionally, the NANDA-I axes and
axial terms have been revised. It is our hope that publication of these diagno-
ses will facilitate further validation studies in different parts of the world, to
achieve a higher level of evidence. I want to strongly encourage all students
and researchers to submit their nursing diagnosis-related research results to
NANDA-I, to improve the evidence base of the classification.

The NANDA-I classification is currently translated into more than 20 lan-
guages. During this cycle, we continued to incorporate standardized terms
from the United States National Library of Medicine, the Medical Subject
Headings (MeSH), to facilitate translation and to provide standardized defini-
tions for our diagnostic indicators. This mapping supports consistent under-
standing of those diagnostic indicators while also supporting translators in
their work.
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We continue to encourage the ongoing revision and refinement of
existing diagnoses to reflect the most recent evidence and observations
from practice. Literature support for all diagnoses is provided through our
online companion site, to maintain a smaller book size: www.thieme.com/
nanda-i. We also always welcome submissions for new nursing diagnoses.
Please visit our website at https://nanda.org/connect-engage/committees-
task-forces/diagnosis-development for guidance in submitting your pro-
posals and commentary. We also encourage you to share your ongoing and
completed research on nursing knowledge and nursing diagnosis develop-
ment through our online research registry, available at https://nanda.org/
research-registry. This also provides a forum for those who are interested
in collaborative efforts related to their area of interest.

Our organization now marks the sixth year in our strategic partnership
with our academic partner, Boston College (BC) and the Connell School of
Nursing. Under the direction of Dr. Dorothy Jones, the Marjory Gordon Pro-
gram for Knowledge Development and Clinical Reasoning has welcomed schol-
ars from Brazil, Italy, Nigeria and Spain. These scholars have enhanced our
global collaboration in creating an evidence base to support the use of stand-
ardized language in all countries. Our last conference at BC in 2023 marked
our 50th Anniversary as an Association. We look forward to additional con-
ferences, educational opportunities, postdoctoral scholarships, and future
opportunities that this partnership with BC will bring. I wish to extend my
sincere gratitude to Dr. Jones, Dean Katherine Gregory, and Associate Dean
Christopher Grillo for their collaboration, collegiality, and dedication to mak-
ing this partnership a reality.

I want to acknowledge the work of all NANDA-I volunteers, committee
members, chairpersons, and members of the Board of Directors for their time,
commitment, devotion, and ongoing support. I would also like to thank the
various content experts who, although not members of NANDA Interna-
tional, contributed countless hours to reviewing and revising diagnoses in
their area of expertise. The NANDA-I staff, led by our Chief Executive Officer,
Dr. T. Heather Herdman, is to be commended for its efforts and support.

My special thanks to the members of the DDC and the Expert Clinical
Advisory Panel for their outstanding and timely efforts to review and edit the
terminology represented within this book, and especially for the leadership of
our DDC Chair, Dr. Camila Takáo Lopes. Representatives from Asia, Europe,
Latin America and North America, serve on this important/remarkable com-
mittee and provide the essential fuel for NANDA-I’s primary mission. The
group offers a wealth of expertise and opportunities to engage in knowledge
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development. I am deeply impressed and pleased by the astonishing, compre-
hensive work of these volunteers during this cycle, and I am confident that
you will be, as well.

It is my honor and privilege to serve as President of this dedicated associa-
tion of international nurses, and I look forward to where the future will con-
tinue to take our work.

Laura Rossi, PhD, RN, FNI
President, NANDA International, Inc.
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1 Nursing Diagnosis Basics

T. Heather Herdman, Susan Gallagher-Lepak, Camila Takáo Lopes

1.1 A Brief Introduction to Diagnosing
We begin this discussion by exploring the concept of diagnosing, which encom-
passes the process of determining a patient’s diagnosis. It’s crucial for nurses to
comprehend the skill of not merely assessing and documenting findings, but
also engaging in a coherent process of assessment leading to an accurate diag-
nosis. It is insufficient to complete an assessment and swiftly transition to an
electronic health record screen or paper record to haphazardly “select” a diag-
nosis, devoid of any logical connection to the completed assessment.

This chapter will offer a brief exploration of the nursing discipline and the
nursing process before delving into the subject of nursing diagnosis. It will
emphasize the significance of distinguishing between the act of diagnosing and
the subsequent act of documenting, highlighting the need for a logical linkage
between assessment and diagnosis in nursing practice.

Diagnosis, a fundamental responsibility of professional nurses, unfolds
during the nurse’s interactions with the patient and their family. This process
encompasses an in-depth assessment, extensively detailed in a separate chap-
ter, where nurses conduct physical examinations and conduct a health history
to uncover potential health concerns. They gather comprehensive data
encompassing the patient’s medical and family history, along with current
signs and symptoms.

Data collection involves scrutinizing patient records, including laboratory
and diagnostic test results, medications, and progress notes from various dis-
ciplines. Additionally, crucial data is gleaned through dialogue with the pa-
tient, family, or significant others. By meticulously analyzing data acquired
through these multifaceted methods, nurses bergin recognizing patterns, iden-
tifying anomalies, and ideally uncovering the patient’s strengths relevant to
their healthcare journey.

Leveraging disciplinary expertise, the nurses employ critical thinking to
transform raw data into informed inferences. They embark on formulating
hypotheses about potential nursing diagnoses possibly present in the patient,
demonstrating a strategic and analytical approach to clinical decision-making.

What is meant by an inference? An inference refers to a conclusion or
deduction drawn from evidence and logical reasoning, extending beyond
explicit or directly presented data or statements. Essentially, it represents a

1 The NANDA International Classification: Assessment and Diagnosis
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reasoned interpretation or explanation that goes beyond the surface of the
provided raw data. Inferences are crafted by combining existing data –

consisting of facts and observations – with prior knowledge derived from
nursing theory and disciplinary expertise, along with clinical experience.

This process allows for the formulation of a fresh understanding or inter-
pretation that surpasses the initial data set. Inferences often entail making
well-informed conjectures or predictions based on available evidence. The
ability to derive accurate inferences stands as a pivotal facet of critical think-
ing, problem-solving, and the diagnostic process in nursing practice.

Drawing upon the analysis of inferences, nurses proceed to diagnose the
patient responses inferred from the data. They may engage in collaboration
with patients, families, colleagues, and professionals from other disciplines to
validate their inferences. This collaborative process aims to confirm or chal-
lenge their diagnostic hypotheses, facilitating a comprehensive understanding
of the human responses evident in the patient.

However, without a grasp of the underlying concepts and theories within
the nursing discipline, accurately deriving inferences from raw data becomes a
challenging task. Understanding these foundational principles and theories is
crucial for nurses to make accurate inferences and derive meaningful insights
from the data obtained during patient assessments.

For example, James, a new nurse in the neonatal intensive care unit
(NICU), gathers the following data from the patient record and during care
and feeding of Baby Samuel:

Samuel is a 27-week old neonate born 11 days ago. He has moderate respira-
tory distress syndrome, and is on 2 L of oxygen via nasal cannula. Today, he
exhibits yawning, finger splaying and hiccoughs throughout his morning feed
by orogastric feeding tube, and has 3 episodes in which his oxygen saturation
level drops below 85%. His weight has been increasing between 5–10 g/day,
and he is in the 28th percentile for weight.

As a novice nurse in the NICU, James might not immediately identify signs
such as yawning, finger splaying, hiccoughing, and desaturation as stress
responses in neonates. Recognizing these requires a deep understanding of
neurodevelopmental organization in this patient population. He may perceive
weight gain as positive without realizing that it falls below norms for this age
group, indicating that Baby Samuel expends more calories than he consumes.

However, equipped with knowledge about neonatal growth and neurode-
velopment, James would discern these stress responses and growth concerns.

1.1 A Brief Introduction to Diagnosing
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These indicators suggest that the infant struggles to tolerate feeding and lacks
adequate calorie intake for normal growth. Accurate inferences arising from
this insight might prompt James to consider diagnoses related to neurodeve-
lopmental behavior, stress response, and nutrition, among others, prompting
further data collection.

Arriving at a diagnosis in this context necessitates holistic data collection,
informed interpretation (inferences), application of clinical expertise, and
comprehensive disciplinary knowledge, underscoring the complexity of neo-
natal care in the NICU environment.

The process of diagnosing stands distinct from the act of documenting the
diagnosis. Diagnosing involves a cognitive process, while documenting serves
as a mechanism for nurses to convey clinical reasoning and judgment (diag-
nosis) in a standardized manner, facilitating seamless communication across
the interdisciplinary healthcare team.

Standardized terms play a pivotal role in ensuring that all members of the
care team comprehensively understand the nursing concerns for each patient,
along with the treatment plan, which can be uniformly documented. Utilizing
standardized and coded terms also bolsters research endeavors by enabling
the study of patient responses that possess identical definitions and diagnostic
indicators across various sites, care settings, and even countries.

The adoption of standardized terminology to delineate clinical judgments
and interventions maintains consistency across multiple healthcare disci-
plines, including nursing, medicine, physical therapy, psychology, and others.
This unified approach ensures effective communication and fosters a common
understanding of patient care across diverse healthcare settings.

1.2 Nursing as a Discipline
Nursing practice revolves around evaluating, diagnosing, and addressing
actual or potential individual, family, or community responses to health issues
or life processes. These clinical judgments, known as nursing diagnoses, form
the foundation for selecting nursing interventions aimed at achieving out-
comes for which nurses have accountability. While most people are familiar
with medical diagnoses – the identification of diseases, illnesses, or injuries
explaining an individual’s signs and symptoms (Hansbauer, 2021)– many are
unaware that nurses also establish diagnoses. Interestingly, in contemporary
practice, some nurses may assert their disuse of nursing diagnoses, opting
instead to strictly adhere to physician directives or follow established proto-
cols, perceiving this as a form of professional autonomy. However, this trend
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might stem from misconceptions surrounding the teaching of the nursing
process and nursing diagnosis over time, as well as the lack of standardized
systems within healthcare organizations to support the implementation of
nursing diagnosis.

Despite this, many countries mandate that nurses utilize the nursing proc-
ess, which encompasses the identification of nursing diagnoses as a funda-
mental framework for delivering nursing care. Research demonstrates that
nursing diagnoses, when appropriately employed, possess greater predictabil-
ity than medical diagnoses alone in critical aspects such as length of stay and
hospital readmissions (Zeffiro et al., 2020; D’Agostino et al., 2019; Sanson
et al., 2019; D’Agostino et al., 2017; Sanson et al., 2017).

Emphasizing that patients are the focal point of nursing practice extends
beyond addressing their diseases or injuries. It encapsulates nurses’ attention
on how individuals, families, and communities respond to life processes or
health issues and their proactive efforts to enhance their health and prevent
such problems. Nurses play a pivotal role in patient safety, offering education,
imparting skills to improve health, and lending an empathetic ear to under-
stand patients’ unique experiences. They stand at the forefront of advocating
for patient well-being and fostering holistic care.

1.3 The Nursing Process
The nursing process serves as a foundational topic in nearly every nursing
program, often introduced as one of the initial courses in the curriculum. This
structured approach hinges upon clinical reasoning, which, in turn, draws
heavily upon understanding crucial concepts within the nursing discipline.
However, when embarking on your nursing education, you might lack famili-
arity with these concepts crucial for your future practice. It’s challenging to
effectively employ clinical reasoning in practical scenarios without first hand
exposure to real patient situations and a solid grasp of core content funda-
mental to nursing practice. Developing proficiency in this skill requires time,
consistent practice, and hands-on experience gained over time in clinical set-
tings. It is through this iterative process that aspiring nurses evolve and refine
their clinical reasoning abilities, gradually gaining competence in applying
nursing concepts to real-world patient care situations.

The nursing process offers a comprehensive framework for organizing the
multifaceted elements of the cognitive process nurses engage in while assess-
ing and determining appropriate patient care. It’s important to note that this
process isn’t strictly linear; rather, it involves a dynamic interplay, with
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continuous reevaluation as new information surfaces, prompting a reassess-
ment of potential patterns exhibited by the patient, family, or community.

Integral to the nursing process is the application of nursing knowledge,
encompassing nursing theory, nursing science, and underlying nursing concepts
(Herdman, 2013). This structured approach involves a series of interconnected
steps: assessment, diagnosis, planning desired outcomes and interventions,
implementation, and evaluation. These steps aren’t confined to a linear progres-
sion but instead require flexibility, iterative thinking, and adaptability to evolv-
ing patient data and responses, ensuring a patient-centered and comprehensive
approach to care. This foundational understanding serves as a lens through
which nurses discern intricate connections within patient data, enabling them
to recognize meaningful patterns and determine accurate clinical diagnoses. It is
this application and integration of theoretical knowledge and practical applica-
tion that allows nurses to form sound clinical judgments and deliver compre-
hensive care tailored to each patient’s unique needs.

The various components of the nursing process unfold in a somewhat
simultaneous manner within the nurse’s cognitive framework. Notably, the
rectangles in the nursing process diagram (▶ Fig. 1.1) illustrate a closer

Theoretical framework

Assessing

Diagnosing

Planning

Implementing

Evaluating

Fig. 1.1 The nursing process. (Source: From Bachion, M.M. (2009). Instrumentos
básicos do cuidar: observação, interação e mensuração. [Basic instruments for
delivering care: observation, interaction and measurement]. I Simpósio Brasiliense
de Sistematização da Assistência de Enfermagem, 2009. Brasília, Brazil. (Portu-
guese). Reproduced with the author’s permission.)
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