Anxiety Nursing Care Plan

Patient information
Name: Leon Simpson Gender: Male
Date of birth: March 15, 1985 Date of assessment:September 23, 2024

Medical history:

History of mild hypertension; no significant psychiatric history. Patient reports occasional
insomnia. No known allergies.

Assessment

Subjective Objective

-Patient reports feeling increasingly anxious over the past - Restless movements noted during interview.
month, with episodes of heart palpitations, excessive worrying Slight tremor in hands

about work, and difficulty concentrating. States, “I feel like my
mind is racing all the time.” - Blood pressure: 145/85 mmHg.

-Patient rated anxiety level as 7/10. - Pulse: 95 bpm.
-Reports waking up in the middle of the night due to anxiety.  _ Nq Significant findings in physical examination.

Diagnosis

Generalized Anxiety Disorder (GAD)

Goals and outcomes

-Patient will verbalize a decrease in feelings of anxiety within 48 hours.
-Patient will demonstrate at least two relaxation techniques by the next visit.
-Patient’s blood pressure and heart rate will return to baseline within one week.
-Patient will report improved sleep patterns within two weeks.

Interventions

Assess anxiety level using a standard anxiety scale every 4 hours.

Teach the patient deep breathing exercises and progressive muscle relaxation.
Encourage the patient to maintain a diary of thoughts and situations that trigger anxiety.
Administer prescribed anti-anxiety medication (e.g., lorazepam 0.5 mg) as needed.
Encourage a structured sleep routine and limit screen time before bed.



Rationale

-Good sleep hygiene can improve restfulness and decrease nighttime anxiety.

-Regular assessment helps track the severity of anxiety and the effectiveness of interventions.
-ldentifying triggers can help the patient gain insight into anxiety patterns and work towards
controlling responses.

-Medication can help reduce acute anxiety episodes and stabilize the patient’s condition.

Evaluation

-After 48 hours, patient reported a decrease in anxiety levels from 7/10 to 4/10.

-Patient successfully demonstrated deep breathing exercises and stated they felt "a little calmer”
afterward.

-Blood pressure has decreased to 135/80 mmHg, and pulse is 85 bpm.

-Sleep patterns remain disturbed but patient reports fewer instances of waking up during the
night.

Additional notes

-Follow-up appointment scheduled for one week to reassess anxiety levels and sleep quality.
-Patient has been referred to a counselor for long-term management of anxiety.

Nurse’s information
Name: Jane Smith, RN
License ID: RN12345678

Signature: Jane Smith, RN
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