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Part II: Trend 

Heart Failure 
 

 
  

 

 
 

1. For each finding, identify the direction of the trend by placing an "x" in the appropriate column if the patient's 

condition has improved, not changed, or worsened. Each row must have 1 response option selected. 

Assessment Findings Improved Not 

Changed 

Worsened Meaning/Interpretation 

Temperature: 98.6 F/37.0 C  

 

   

Pulse: 90 irregular  

 

   

Respiration: 22  

 

   

Blood Pressure: 112/50  

 

   

Oxygen Saturation: 94% 4 liters nasal 

cannula 

    

12 lead EKG: atrial fibrillation  

 

   

Crackles scattered throughout both 

lung fields 

    

300 mL of clear, yellow urine  

 

   

Serum potassium 3.9 mEq/L  

 

   

 
2. Is the overall status of the client: 

Current Status Rationale/Why? 

a. Improved 

b. No change 

c. Declined 

 

 

 
 

The nurse in the emergency department (ED) is 

caring for a 57-year-old female client. 

The nurse has implemented all medical orders and the nursing plan of 

care. 

 

Four hours later, the following assessment data is collected. 

 Review the medical record to determine the trend or direction of 

current clinical data. 
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3.  Based on the interpretation of current findings, what actions should the nurse take? Select all that apply. 

Nursing Interventions: Rationale/Why?  

a. Increase oxygen flow rate per nasal 

cannula 

 

b. Continue oxygen flow rate at 4 

liters/minute 

 

c. Place on continuous cardiac 

monitoring 

 

d. Contact provider to update on urine 

output 

 

e. Prepare client for cardioversion  

 

f. Contact the provider to update on 

cardiac rhythm change 

 

g. Insert a urinary catheter   

 

 

Nurse Reflection 
4. To strengthen your clinical judgment skills, reflect on your knowledge and the decisions made caring for this 

patient by answering the reflection questions below. 

Reflection Question Nurse Reflection 

What did you learn? 

 

 

 

 

 

 

What content/concepts do you 

need to understand to make better 

judgments?  

 

 

How will you apply what was 

learned to improve patient care? 
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