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Part I: Bowtie 

Heart Failure 
 

 
  

 

 

 

 
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? 

Hana Miyagi is a 57-year-old female admitted to the cardiac step-down unit from the emergency 

department (ED).   

She reports worsening shortness of breath (SOB) and swelling in her legs over the past 24 hours.   

Physical assessment:  She is awake, alert, and oriented X 4.     

Neck vein distention was noted with the head of the bed raised to 90 degrees.   

Normal S1, S2 heart sounds, regular rate, and rhythm.  Current ejection fraction (EF) is 50%. 

She can answer questions with “yes” or “no” but gets short of breath if she attempts longer replies.  

Scattered crackles are auscultated throughout the lung fields.  She is SOB at rest and sleeps upright in 

her recliner chair.   

Abdomen soft, non-distended, non-tender.   

She has pitting edema in her lower legs and ankles bilaterally.  She denies current weight gain, but 

does not weigh herself daily.    

Social history: Her activity includes tai chi but is otherwise inactive.   

She is a retired public-school teacher and lives alone.   

She does not smoke.  

She drinks Sake, a Japanese rice wine, occasionally (one glass/week).   

She consumes a traditional Japanese diet, which is high in sodium.   

Past medical history: Asthma, hypertension (HTN), heart failure (HF), and ST-elevation myocardial 

infarction (STEMI) 2 years ago.  Allergic to codeine and sulfa. 

 

 

 

The nurse in the emergency department (ED) is 

caring for a 57-year-old female client. 

 

Review the medical record, then answer the 

following questions: 
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PRESENT PROBLEM Findings Meaning/Interpretation 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
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: 98.6 F/37 C  

 

  

Pulse: 110  

 

  

Respiration: 32  

 

  

Blood Pressure: 150/94  

 

  

Oxygen Saturation: 90% room 

air 
   

Pain: denies  
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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 appearance:  Patient is sitting erect in bed and leaning forward over the bedside table 

Neurological: Alert and oriented to person, place, time, and situation (x4).  Appears anxious and 

restless.   

Respiratory: Coarse crackles scattered throughout lung fields ant/post, tachypnea noted, respirations 

otherwise unlabored and even. 

Cardiac: Sinus tachycardia noted on EKG.  Normal S1, S2 noted with S3 gallop.  Regular rate and 

rhythm.  Neck vein noted with the head of the bed raised to 90 degrees. 

Gastrointestinal: Abdomen round, soft, and nontender, bowel sounds audible per auscultation in all 

four quadrants.  Last bowl movement was yesterday.  

Genitourinary: Has not voided.  

Extremities: Radial pulses 3+ bilaterally.  Dorsalis pedis pulses 1+ bilaterally.  4+ pitting edema 

noted to bilateral lower extremities.   Lower extremities elevated on 2 pillows.  

Skin: Pale, cool, dry, and intact.  Skin lower extremities tight and shiny.   

 

 

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. Sodium: 132 mEq/L  

 

b. Potassium: 3.4 mEq/L  

 

c. Glucose: 105 mg/dL  

 

d. Calcium 8.8 mg/dL  

 

e. Creatinine: 1.5 mg/dL  

 

f. Magnesium 1.9 mEq/L  

 

g. Troponin: 0.08 ng/mL  

 

h. BNP: 1524 ng/L  

 

 

The nurse is reviewing the client’s assessment 

data to prepare the client’s plan of care. 

 
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  

Administer oxygen at 2 L/min via 

nasal cannula  

asthma exacerbation Urine output 

Request an order for albuterol 

nebulizer 

heart failure Daily weight 

Request an order for an oral diuretic  myocardial infarction Serum potassium level 

Obtain a urine specimen for 

urinalysis and culture and sensitivity 

pulmonary embolism  Breath sounds 

Insert a peripheral venous access 

device 

 Activity tolerance 
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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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