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Part I: Bowtie 

Post-Operative Care 
Suggested Answer Guidelines 

 

 
  

 

 

 

 
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? 

Peter Cole is a 54-year-old male with a history of asthma and abdominal pain with vomiting for two 

days. He had an open cholecystectomy today with an estimated blood loss (EBL) of 625 mL during 

surgery. 2500 mL of Lactated Ringers (LR) was administered during the procedure. Pain is currently 

controlled at 2/10 and increases with movement. Patient-controlled analgesia (PCA) with an IV bolus 

dose of 0.1 mg hydromorphone and a continuous hourly rate of 0.2 mg was initiated in the post-

anesthesia care unit (PACU). 

He maintained a patent airway, and his vital signs were stable while in the PACU. 4 liters per n/c to 

keep his O2 sat >90 percent. He is drowsy but responds verbally to questions, is oriented to person, 

place, and time, and his surgical dressing is dry and intact. He has a Jackson-Pratt drain in place. It is 

compressed and contains approximately 30 mL of sanguineous drainage. He has not voided since 

surgery. 

 

PRESENT PROBLEM Findings Meaning/Interpretation 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The nurse in the medical-surgical unit is caring for a 

54-year-old male/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? 

RESP: 

Breath sounds clear with equal aeration ant/post but diminished bilaterally, no wheezing, non-labored 

respiratory effort, occasional moist–nonproductive cough. 

CARDIAC: 

Pale-pink, warm and dry, no edema, heart sounds regular–S1 S2, pulses strong, 

equal with palpation at radial/pedal/post-tibial landmarks. 

NEURO: 

Drowsy but arousable to voice. Oriented to person, place, time, and situation (X4) 

GI: 

Abdomen firm/tender, bowel sounds absent and audible per auscultation in all four quadrants, c/o 

nausea. JP drain compressed with approx. 30 mL sanguineous drainage. 

GU: 

Has not voided. 

SKIN: 
Skin integrity intact, skin turgor elastic, no tenting, abdominal dressing dry and intact. 

 

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. WBC: 10.9  

 

 

b. Neutrophils: 60%  

 

 

c. Sodium: 136  

 

 

d. Potassium: 3.5  

 

 

e. Chloride: 101  

 

 

f. Glucose: 98  

 

 

g. BUN: 19  

 

 

h. Creatinine: 0.9  

 

 

 

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  

Encourage to cough and deep breathe Pain Pulse Oximetry 

Reposition every 2 hours Atelectasis Level of pain 

Increase oxygen flow rate to 5 L/min Oversedation Heart rate 

Educate about PCA use Hemorrhage Blood pressure 

Administer Naloxone to reverse 

sedation 

 Level of consciousness 
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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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