Outcome Based Documentation Charting:
DAR Nursing Note
Focus:
· identify one primary problem or priority that reflects nursing diagnostic statement/priority that day
· The nurse identifies a ‘focus based on client concerns or behaviors determined during the assessment. This could include a concern (decreased urinary output) a change in client’s condition or behavior (disorientation to time, place and/or person), pain (use WILDA but write data as a narrative sentence) or a significant event in the client’s treatment, (return from surgery).
· Write a DAR note when a patient’s condition has changed, either positively or negatively. When you complete your clinical day identify the most important focus and the data that supports it.  Provide a clear picture of patient’s story and what are important concerns for the patient.
D:  Data: (Assessment)  Objective and subjective  assessment data that supports the stated focus or describes the client status at the time of significant event or intervention.  

A:  Action: (Implementation)  What you did. Insights and interventions.

R:  Response: (Evaluation)  Patient’s response to action.  What happened?  Was the outcome achieved?
Student Example:

87 yr old female who was admitted to transitional care for rehab following fall and resultant humeral head fracture of left arm. This is the note that was written during day of clinical:

D: Constant ache in left arm. Winces and grasps when arm moved. Pain 8/10. Oxycodone 5 mg given at 0615 and has had no stated change in level of pain.

A: Discussed pain scale and alternative methods to relieve pain-breathing exercises, massage to right side and low back. Tylenol 1000 mg given by primary nurse at 0800.

R: Continues to c/o pain at 8/10 with no relief with current meds. Report given to primary nurse. Suggested need to increase prn of Oxycodone. 
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