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Nanda Nursing Diagnosis For Kidney
Failure

Understanding NANDA Nursing Diagnosis for Kidney
Failure: A Comprehensive Guide for Care Planning

Kidney failure, also known as end-stage renal disease (ESRD), represents a serious and
life-altering condition that  affects  millions of  people worldwide.  When the kidneys lose
their  ability  to  filter  waste  products,  maintain  fluid  balance,  and  regulate  electrolytes,
the  entire  body  suffers.  For  nurses,  managing  these  complex  patients  requires  more
than just clinical skills—it demands a structured, evidence-based approach to care. This
is  precisely  where  a  NANDA  nursing  diagnosis  for  kidney  failure  becomes  an
indispensable tool. By using standardized nursing diagnoses, healthcare professionals
can  identify  patient  problems  accurately,  prioritize  interventions,  and  improve
outcomes. In this article, we will explore the most relevant NANDA nursing diagnoses for
kidney  failure,  examine  their  defining  characteristics,  and  discuss  how  to  implement
them  in  real-world  clinical  settings.

What Is a NANDA Nursing Diagnosis?

Before diving into specific diagnoses, it is essential to understand what a NANDA nursing
diagnosis  actually  is.  NANDA  International,  formerly  the  North  American  Nursing
Diagnosis Association, developed a standardized classification system that allows nurses
to identify and label patient problems in a consistent, evidence-based manner. Unlike
medical diagnoses, which focus on disease processes, nursing diagnoses address the
patient's response to those processes. For example, while a physician might diagnose
chronic kidney disease, a nurse would use a NANDA nursing diagnosis such as "Excess
Fluid Volume" or "Risk for Electrolyte Imbalance."

These diagnoses form the foundation of the nursing care plan. They guide assessment,
intervention, and evaluation, ensuring that care is holistic and patient-centered. When
applied  to  kidney failure,  NANDA diagnoses  help  nurses  address  the  physiological,
psychological, and social challenges that patients face throughout their illness.

Why Kidney Failure Requires Specialized Nursing
Diagnoses

Kidney  failure  is  not  a  single  event  but  a  progressive  condition  with  far-reaching
consequences.  As  renal  function  declines,  patients  experience  a  cascade  of
complications:  fluid  overload,  electrolyte  disturbances,  anemia,  bone  disease,
cardiovascular strain, and cognitive changes. Each of these complications presents a



unique set of nursing challenges. Without a clear diagnostic framework, it is easy to
miss subtle changes or prioritize the wrong interventions. A well-chosen NANDA nursing
diagnosis for kidney failure keeps the care plan focused, measurable, and adaptable as
the patient's condition evolves.

Moreover,  kidney  failure  often  requires  complex  treatments  such  as  hemodialysis,
peritoneal dialysis, or kidney transplantation. Each treatment modality introduces new
risks and care needs. For instance, a patient undergoing hemodialysis may face vascular
access complications, while a peritoneal dialysis patient might be at higher risk for
infection. The appropriate NANDA diagnoses capture these nuances and help nurses
tailor their care accordingly.

Common NANDA Nursing Diagnoses for Kidney
Failure

The following are some of  the most  frequently  used NANDA nursing diagnoses for
patients  with  kidney  failure.  Each  diagnosis  is  accompanied  by  its  defining
characteristics,  related  factors,  and  suggestions  for  nursing  interventions.

Excess Fluid Volume

One of the hallmark problems in kidney failure is the inability to excrete adequate
amounts  of  fluid.  This  leads  to  fluid  retention,  which  can  manifest  as  edema,
hypertension, pulmonary congestion, and weight gain. The NANDA nursing diagnosis
"Excess  Fluid  Volume"  is  defined  as  increased  isotonic  fluid  retention.  It  is  one  of  the
most common and critical diagnoses in this patient population.

Defining characteristics: The nurse may observe peripheral edema, pitting edema in
dependent areas, jugular vein distension, crackles in the lungs, dyspnea, orthopnea,
rapid  weight  gain,  and  decreased  urine  output.  Patients  often  report  shortness  of
breath, especially when lying flat, and a feeling of fullness or tightness in the body.

Related factors: The primary cause is compromised renal function, but contributing
factors may include excessive fluid intake, noncompliance with fluid restrictions, and the
use of medications that promote fluid retention.

Nursing interventions: Accurate daily weights are essential—an increase of 1 to 2
kilograms  in  24  hours  suggests  significant  fluid  retention.  Strict  intake  and  output
monitoring,  along  with  daily  assessment  for  edema  and  lung  sounds,  should  be
standard.  Nurses  also  play  a  key  role  in  educating  patients  about  fluid  restrictions,
typically  1  to  1.5  liters  per  day depending on residual  renal  function  and dialysis
adequacy.  Diuretics  may  be  prescribed,  but  their  effectiveness  diminishes  as  kidney
function  declines.

Risk for Electrolyte Imbalance

Electrolyte disturbances are nearly universal  in kidney failure.  The most dangerous
imbalances include hyperkalemia,  hyperphosphatemia,  hypocalcemia,  and metabolic
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acidosis. The NANDA nursing diagnosis "Risk for Electrolyte Imbalance" captures the
patient's susceptibility to these life-threatening complications.

Risk factors:  Decreased glomerular filtration rate,  use of  potassium-sparing diuretics,
metabolic acidosis,  and dietary noncompliance are significant contributors.  Patients on
hemodialysis  are  particularly  vulnerable  between  sessions  when  waste  products
accumulate.

Nursing assessments: Laboratory monitoring is crucial. Serum potassium, phosphate,
calcium, and bicarbonate levels should be checked regularly, especially before and after
dialysis.  Electrocardiogram  changes  such  as  peaked  T  waves  in  hyperkalemia  or
prolonged QT intervals in hypocalcemia may be early warning signs. Nurses should also
assess for muscle weakness, cardiac irregularities, and neurological changes.

Interventions: Dietary education is a cornerstone of care. Patients need to understand
which  foods  are  high  in  potassium,  phosphorus,  and  sodium.  For  hyperkalemia,
emergency interventions may include administration of calcium gluconate, insulin and
glucose, or potassium-binding resins. In chronic management, phosphate binders taken
with meals help control serum phosphate levels.

Impaired Urinary Elimination

Kidney failure often results in a drastic reduction in urine output, a condition known as
oliguria  or  anuria.  The NANDA diagnosis  "Impaired Urinary Elimination"  refers  to  a
disturbance  in  urine  excretion.  In  the  context  of  kidney  failure,  this  diagnosis
acknowledges both the physical changes and the patient's emotional response to losing
a basic bodily function.

Defining  characteristics:  Patients  may  report  decreased  urine  frequency,  scanty
amounts of  urine,  or  complete absence of  urine output.  Some patients  experience
nocturia in earlier stages, only to progress to oliguria later. Discolored urine or the
presence of sediment may also be noted.

Related  factors:  The  root  cause  is  the  progressive  loss  of  nephron  function.
Additionally, obstruction from kidney stones or tumors may contribute in some cases.

Nursing care: Accurate measurement of urine output is essential, and a catheter may
be necessary for precise monitoring in critically ill patients. Nurses should also provide
emotional support, as the loss of urinary function can be distressing. Education about
the purpose of dialysis as a replacement for kidney function can help patients adjust to
their new reality.

Fatigue

Fatigue is one of the most common and debilitating symptoms of kidney failure. The
NANDA nursing diagnosis  "Fatigue" is  defined as an overwhelming,  sustained sense of
exhaustion and decreased capacity for physical and mental work. This is not simply
tiredness that resolves with rest; it is a profound, persistent lack of energy that affects
every aspect of daily life.



Defining  characteristics:  Patients  may  report  constant  tiredness,  lack  of  energy,
inability  to  maintain  usual  routines,  weakness,  and  difficulty  concentrating.  They  may
need to nap frequently and still feel unrefreshed. Emotional irritability and decreased
libido are also common.

Related  factors:  Anemia  due  to  decreased  erythropoietin  production  is  a  major
contributor. Other factors include accumulation of metabolic waste products, poor sleep
quality, depression, malnutrition, and the energy demands of dialysis itself.

Nursing interventions: Addressing anemia with erythropoiesis-stimulating agents and
iron  supplementation  is  often  the  first  step.  Nurses  should  also  assess  sleep  patterns
and recommend sleep hygiene strategies.  Energy conservation techniques,  such as
prioritizing activities and pacing oneself, can be helpful. Encouraging gentle exercise,
such as walking or  stretching,  may paradoxically  improve energy levels over time.
Emotional support and screening for depression are also important.

Risk for Infection

Patients with kidney failure are at increased risk for infection due to multiple factors:
altered  immune  function,  frequent  hospitalizations,  invasive  procedures,  and  the
presence of vascular access devices. The NANDA diagnosis "Risk for Infection" captures
this vulnerability.

Risk factors:  For  patients  on hemodialysis,  the arteriovenous fistula,  graft,  or  central
venous catheter is a common entry point for bacteria. Peritoneal dialysis patients face
the risk of  peritonitis.  Additionally,  uremia itself  impairs neutrophil  and lymphocyte
function, making the entire body more susceptible.

Nursing assessments: Daily inspection of access sites for redness, swelling, warmth,
or drainage is  essential.  Vital  signs should be monitored for  fever or  hypothermia.
Laboratory indicators such as an elevated white blood cell count or positive cultures
confirm infection. Patients should be educated about signs of infection and when to seek
medical attention.

Interventions: Strict adherence to sterile technique during catheter care and dialysis
initiation is nonnegotiable. Hand hygiene, proper wound care, and timely administration
of prophylactic antibiotics when indicated are critical. For peritoneal dialysis patients,
education about proper exchange technique cannot be overemphasized.

Impaired Tissue Integrity

Patients with kidney failure often develop skin problems due to edema, uremic toxins,
and poor circulation. Pruritus, or severe itching, is particularly distressing. The NANDA
diagnosis  "Impaired  Tissue  Integrity"  addresses  damage to  mucous  membranes  or
integumentary tissues.

Defining  characteristics:  The  nurse  may  note  dry,  flaky  skin,  excoriations  from
scratching, rashes, bruising, or delayed wound healing. Patients report intense itching,
often worse at night or after dialysis. Skin may appear pallid or hyperpigmented in some
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areas.

Related factors: Uremic toxins that accumulate in the blood are deposited in the skin,
causing  irritation.  Dry  skin  results  from decreased  sweat  gland  function  and  fluid  loss
during dialysis. Additionally, calcium-phosphate imbalances can lead to pruritus.

Nursing  interventions:  Emollients  and  moisturizers  help  combat  dryness.  Cool
compresses and antihistamines may relieve itching. Nurses should educate patients to
avoid hot water, harsh soaps, and excessive scratching. Keeping nails trimmed and
wearing  soft  fabrics  can  reduce  skin  trauma.  In  severe  cases,  topical  steroids  or
ultraviolet therapy may be considered.

Ineffective Therapeutic Regimen Management

Kidney failure requires a complex and demanding self-care regimen: dietary restrictions,
fluid limits,  multiple medications,  and regular dialysis sessions.  Many patients struggle
to  adhere  consistently.  The  NANDA  diagnosis  "Ineffective  Therapeutic  Regimen
Management"  describes  a  pattern  of  difficulty  integrating  treatment  into  daily  life.

Defining  characteristics:  Patients  may  miss  dialysis  appointments,  fail  to  follow
dietary guidelines, skip medications, or show poor knowledge about their condition.
They may express frustration, hopelessness, or a sense of being overwhelmed.

Related factors:  Cognitive decline from uremia, depression, lack of social support,
financial constraints, and inadequate health literacy all contribute. The sheer complexity
of the regimen can be daunting.

Nursing  interventions:  A  nonjudgmental,  patient-centered  approach  is  essential.
Nurses  should  assess  barriers  to  adherence  and work  collaboratively  to  find  solutions.
Simplifying medication schedules, providing written instructions, and involving family
members  can  be  effective.  Motivational  interviewing  helps  patients  explore  their  own
reasons for change. Referral to a dietitian, social worker, or counseling services may be
appropriate.

Developing a Comprehensive Care Plan

Using multiple NANDA nursing diagnoses for kidney failure allows the nurse to create a
holistic care plan that addresses the patient's medical, emotional, and social needs. For
example, a patient with stage 5 chronic kidney disease starting hemodialysis might
have the following diagnoses:

Excess Fluid Volume related to decreased renal function
Risk for Electrolyte Imbalance related to impaired excretion
Fatigue related to anemia and uremia
Risk for Infection related to vascular access device
Ineffective Therapeutic Regimen Management related to new diagnosis and
complex self-care demands



Each  diagnosis  is  accompanied  by  specific  goals  and  interventions.  Goals  should  be
measurable and realistic. For instance, a goal for Excess Fluid Volume might be: "Patient
will  maintain fluid weight gain of less than 1 kilogram between dialysis sessions within
one  week."  The  nurse  then  implements  interventions  such  as  daily  weights,  fluid
education,  and collaboration with the dietitian.  Evaluation occurs continuously,  with
adjustments as needed.

The Role of Patient Education

Patient education is a thread that runs through every NANDA nursing diagnosis for
kidney failure. Without a solid understanding of their condition and treatment, patients
cannot participate effectively


