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Part I: Bowtie 

Acute Coronary Syndrome 
 

 
  

 

 

 

 
1. Highlight each finding from the present problem noticed as most important, then write out each highlighted 

statement in the table below. What is the meaning of each finding? 

Ellen Jones is a 50-year-old woman who presents after having four days of progressive weakness and 

fatigue. She denies chest pain but admits to shortness of breath (SOB) that increases with activity and 

exertion. She also has epigastric pain, burning, and fullness with nausea that has been intermittent for 

20-30 minutes over the last four days. She reports that her epigastric pain and fullness have gotten 

worse and now radiating into her neck. She reports taking over-the-counter antacids with no relief. 

Her husband called 9-1-1, and she was transported to the hospital by emergency medical services 

(EMS).  
 

PRESENT PROBLEM Findings Meaning/Interpretation 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The nurse in the emergency department is caring for 

a 50-year-old female client. 

 

Review the medical record, then answer the 

following questions: 
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2. What vital sign data do you notice that is concerning and requires follow-up by the nurse?  

Vital Signs: Concerning Not Concerning Meaning/Interpretation 

Temperature:    

 

Pulse:    

 

Respiration:    

 

Blood Pressure:    

 

Oxygen Saturation:    

 

 
3. Highlight each finding from the nursing assessment noticed as most important, then write out each highlighted 

statement in the table below. What is the meaning of each finding? 

GENERAL SURVEY: Sitting upright in bed leaning forward, appears anxious and uncomfortable 

NEUROLOGICAL:  Alert & oriented to person, place, time, and situation (x4) 

RESPIRATORY: Respirations labored, shallow. Using accessory muscles, Coarse crackles present in 

bases bilaterally anterior/posterior. 

CARDIAC: Pale, diaphoretic, 1+ pitting edema bilaterally in lower extremities. Heart sounds regular 

S1,S2 with occasional irregular beats, Pulses strong, equal on palpation at radial/pedal/post-tibial 

landmarks. 

ABDOMEN: Abdomen round, soft, and non-tender. Bowel sounds active in all 4 quadrants. 

GU: Voiding without difficulty.  No pain or burning on urination 

 
INTEGUMENTARY:  Skin warm, diaphoretic, and intact.  Skin turgor elastic, no tenting present. 

 

NURSE ASSESSMENT Findings Meaning/Interpretation 
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4. What diagnostic data do you notice that requires follow-up by the nurse? Select all that apply. 

Diagnostic Data Meaning/Interpretation 

a. 12 Lead EKG with ST-segment 

elevation 

 

b. WBC 11.0  

 

c. Potassium 4.0  

 

d. Magnesium 1.6  

 

e. Creatinine 1.4  

 

f. BNP 1160  

 

g. Magnesium 1.6  

 

h. Troponin 1.9  

 

i. CXR:  Scattered bilateral 

opacities consistent with 

atelectasis or pulmonary edema 

 

j. Echocardiogram:  Global left 

ventricle hypokinesis with 

ejection fraction of 25% 

 

 

 

 

 

 
5. Complete the diagram by selecting from the choices below to specify what condition the client is most likely 

experiencing, 2 priority actions the nurse should take to address that condition, and 2 priority parameters the 

nurse should monitor to assess the client’s progress. 

Priority Actions to Take  Most Likely Condition  Priority Parameters to Monitor  

   

  
 

Choices  
Actions to Take  Potential Conditions  Parameters to Monitor  

Request order for antiemetic Stable angina Cardiac rhythm 

Insert a peripheral venous access 

device 

gastroesophageal reflux 

disease (GERD) 

Respiratory rate 

Administer oxygen at 2 liters nasal 

cannula 

Myocardial infarction  Pain level 

Request order for aspirin PO Cholecystitis Temperature 

Repeat 12 lead EKG  Blood pressure 

 

 

The nurse is reviewing the client’s assessment 

data to prepare the client’s plan of care. 
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Nurse Reflection 
6. 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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