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41st ASPAN National Conference Highlights
Our OPANA President
Amy Berardinelli was
awarded the 2022
ASPAN Outstanding
Achievement Award
(First OPANA Recipient)
and was inducted as a
2022 Fellow of the
American Society of
PeriAnesthesia Nursing
(FASPAN).

(Left) Rose Durning (DAPANA)
was awarded The Pat Hansen
ASPAN National Conference
Scholarship Award for highest
application score.
(Right) Debby Niehaus
(CAPANA) was awarded
ASPAN's 2022 Legacy for Life
Member and recognized for
attending all of the ASPAN
National Conferences.

THE OFFICIAL NEWSLETTER OF
THE OHIO PERIANESTHIA NURSES ASSOCIATION
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ASPAN Ambassador 2021-2022 & ASPAN
Successful Practice Poster: Toni Zito and Amy
Berardinelli
Multi Session Teaching Faculty from Ohio:
Toni Zito, Amy Berardinelli, Kelly Sadlik, Kate
Horner, Lisa Joestlein, and Angela Sotka.

OPANA Group Picture

Bonita & Debby volunteering
OPANA VP Kim & President Amy with Region 3 Leadership
The 2022 Ina Pipkin ASPAN Past President's Distinguished Service Award was given to
OPANA member, Jackie Ross. The Award is given to recognize an ASPAN member for distinguished contributions that have had a significant impact on fulfilling the core purpose of ASPAN. She
is a member who has served on ASPAN Committees, SWTs, contributed to nursing research, and
was a past editor of Breathline. Jackie is awarded a beautiful crystal engraved bowl, $500, included
on a Commemorative Plaque at the ASPAN National office, and recognized in Breathline and
ASPAN's National Web Site. Congratulations Jackie.
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ABPANC awarded a 2022 Shining Star
to OPANA recognizing excellence in
Certification numbers in Ohio and for
Certification Coaches.

OPANA President Amy & VP Kim Place
attending ASPAN’s Representative Assembly

COPANA members sightseeing & attending the ASPAN Treasure Hunt
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President’s Message
High Reliability Organizations (HRO) – How PeriAnesthesia Nurses’ Efforts can Improve Quality, Safety, and Culture?
On an annual basis, in the United States alone, approximately 250,000 patients die due to healthcare errors, making it the fourth-leading cause
of death in America. COVID-19 deaths surpassed healthcare errors totaling 350,000 deaths as number three (CDC.gov). Healthcare organizations operate under high-risk, dynamic, turbulent, and potentially hazardous conditions; however, we fail to be error-free or even nearly errorfree. High reliability organizations (HRO) are institutions or industries “that operate under hazardous conditions while maintaining safety levels that are better than in healthcare” (Chassin and Loeb, 2013). Nuclear energy, aviation, and NASA are all HRO. What drives a HRO is their
attention to five key principles: Deference to expertise, Preoccupation with failure, Sensitivity to operations, Reluctance to simplify, and Commitment to resilience. Through evidence-based practices, healthcare organizations have an opportunity to strengthen their quality improvement and
safety processes, policies, and education.
How PeriAnesthesia Nurses’ Efforts can Improve Quality, Safety, and Culture? PeriAnesthesia nurses provide patient care handoff report several times in
the course of a shift. Every day, the transfer of critical information in an interdisciplinary format, not just nurse-to-nurse, is one of our key responsibilities.
The recognition and identification of important clinical and social signs provide an ideal course for patient safety.
Deference to expertise: Healthcare leaders referring to those who do the work every day – The EXPERTS. Decisions made from the top-down without
input from those doing the work almost always leads to failure. Nursing leaders engaging and celebrating the clinical nurses’ expertise, innovation, and
creativity in the specialty of PeriAnesthesia nursing is a must!
Preoccupation with failure: Any small error can become a catastrophic error at any moment. A post-anesthesia order for an opioid that was entered
incorrectly may be an anesthesia order set error across an entire healthcare organization. Small mistakes are warning signs!
Sensitivity to operations: Near-misses are the key to an error-free environment. Every time a near-miss is identified, it should be discussed, investigated,
and applauded. The lessons learned that are shared with the staff will lead to increased awareness. A small near-mistake can become a life-threatening
error at any moment!
Reluctance to simplify: Once these small errors are recognized as true warning signs, the organization can move toward investigating and reviewing their
organization as a whole. Where there is one error, there may be more to follow. Do NOT make assumptions!
Commitment to resilience: When we value how easily a failure may occur, we are more likely to prepare appropriately. An airway can be compromised
at any time after extubating, hence our emergency equipment at every bed bay!
We all know that the COVID-19 pandemic has reshaped every aspect of healthcare. As nurses, we face shortages for years to come. Now is our opportunity to be heard. Now is our opportunity to share our innovative ideas and to raise awareness. How simple would it be to drive safety through teamwork using a simple script? Hello, my name is Amy, and I am a Registered Nurse and a member of your care team today. Our focus as a team is to provide
you with high-quality care”. Imagine each discipline sharing that same message. Imagine the patient outcomes and satisfaction. Imagine the caregiver’s
engagement! Now is the time to transition from a “pants on fire” environment to an “I am prepared to respond and react,” proactive environment.
As PeriAnesthesia nurses, we should be extremely proud of the cultural shift demonstrated by three nursing societies: ASPAN, AORN, and AANA.
AANA, AORN, ASPAN Position Statement on Workplace Civility POSITION STATEMENT: American Association of Nurse Anesthesiology (AANA), the Association of Perioperative Registered Nurses (AORN), and the American Society of PeriAnesthesia Nurses (ASPAN) support the development of collaborative,
comprehensive facility policies that address the identification, mitigation, evaluation, and reporting of uncivil behavior; intervention and accountability for
uncivil behavior; and maintaining professionalism in the PeriAnesthesia and perioperative environment. https://www.aspan.org/Portals/88/Clinical%
20Practice/Position%20Statements/AANA_AORN_ASPAN_Position_Statement_Civility.pdf?ver=gprCJtGYBZfSLLhs7rJZtw%3d%3d This position statement
is an example of a HRO process, in which our actions can be utilized effectively in every patient encounter driving nursing practice and positive clinical
quality outcomes in a culture of safety. When a healthcare organization completely commits to the integration of the five HRO principles, the result will
an engaged nursing staff and health care team comprehending how their actions contribute to value, organizational quality, and safety. Once this shift is
made, the healthcare team focuses on proactive adverse event management, and everyone has a voice!
Thank you for your commitment to excellence! Respectfully,
Amy Berardinelli, DNP, RN, NE-BC, CPAN, FASPAN - OPANA President 2021-2023
Arnetz, Bengt B et al. “Enhancing healthcare efficiency to achieve the Quadruple Aim: an exploratory study.” BMC research notes vol. 13,1 362. 31 Jul. 2020, doi:10.1186/s13104-020-05199-8
Chassin, M.R. (2012). Health care and high reliability: a cautionary tale. 2012 5th International HRO conference. Chicago, IL.
Chassin, M.R. & Loeb, J.M. (2013). High-reliability health care: Getting there from here. The Joint Commission.Retrieved from http://www.jointcommission.org.
James, J. T. (2014). A new, evidence-based estimate of patient harms associated with hospital care. Journal of Patient Safety, 9(3), 122-128.
Martha Grabowski, Karlene H. Roberts, Reliability seeking virtual organizations: Challenges for high reliability organizations and resilience engineering, Safety Science, Volume 117,
2019,Pages 512-522, ISSN 0925-7535, https://doi.org/10.1016/j.ssci.2016.02.016.
Marx, David. "Patient safety and the just culture." Obstetrics and Gynecology Clinics 46.2 (2019): 239-245.
Miller K, Riley W, Davis S. Identifying key nursing and team behaviours to achieve high reliability. J Nurs Manag. 2009 Mar;17(2):247-55. doi: 10.1111/j.1365-2834.2009.00978.x. PMID:
19416429.
Oster, C. A., & Deakins, S. (2018). Practical application of high-reliability principles in healthcare to optimize quality and safety outcomes. JONA: The Journal of Nursing Administration, 48(1),
50-55.
Riley W. High reliability and implications for nursing leaders. J Nurs Manag. 2009 Mar;17(2):238-46. doi: 10.1111/j.1365-2834.2009.00971.x. PMID: 19416428
Shabot, M. M. (2015). New tools for high reliability healthcare. BMJ Quality and Safety, 24(7), 423-424. Weick K, & Sutcliffe K. (2007). Managing the unexpected: Resilient performance in an
age of uncertainty. San Francisco, CA: Jossey Bass.
Veazie S, Peterson K, Bourne D. Evidence Brief: Implementation of High Reliability Organization Principles. Washington (DC): Department of Veterans Affairs (US); 2019 May. Available from:
https://www.ncbi.nlm.nih.gov/books/NBK542883/
Wei EK, Long T, Katz MH. Nine Lessons Learned From the COVID-19 Pandemic for Improving Hospital Care and Health Care Delivery. JAMA Intern Med. 2021;181(9):1161–1163. doi:10.1001/
jamainternmed.2021.4237
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OPANA Spring Conference
COPANA hosted the OPANA Spring Conference “2022 Exploring PeriAnesthesia Nursing”
on Saturday May 14, 2022. The conference was held at the Wasserstrom Auditorium at The
OSU James Cancer Hospital and Solove Research Institute. It was a day filled with relevant information related to our PeriAnesthesia nursing practice, as well as networking with our colleagues that we have not seen in a couple of years. Although COVID has provided us with the
opportunity to attend conferences virtually wherever we may choose, there is nothing like networking with our colleagues in person.
The day started with a presentation by Heather J Melick JD, BSN, RN, CPHRM from the
Ohio Board of Nursing about documenting, delegating, and escalating. It was a reminder that
documentation reflects the professionalism of the nurse. Also, as nurses, first and foremost, we
must do the right thing for our patients.
Danielle Winch CRNA presented some new and innovative treatments for Parkinson,
stroke, and spinal injury patients. Since I practice at a smaller community hospital, I am always
fascinated by the research and procedures that occur at the larger academic medical centers.
Abbott presented Cardiac Rhythm Management 101. This included a history of implanted
cardiac devices and the indications and functions of the different type of devices. Also, Abbott
brought a new innovative dual-chamber leadless device for us to examine.
Dylan Rees DNP, CRNA gave an update on new trends in anesthesia medications. This
presentation included information regarding Precedex, ketamine, and magnesium. Lidocaine is
another anesthetic agent that nurses must be alert to the symptoms of LAST (Local Anesthetic
Systemic Toxicity). Whether you are a seasoned PeriAnesthesia nurse or a nurse that is new to
PeriAnesthesia practice, anesthesia and its’ effects play a vital role in our patients’ surgical experience and their outcomes.
Last, but not least, Dr. Keramjit S. Khanduja gave an informative presentation regarding
the prevention and screening for colorectal cancer. Unfortunately, due to the diet of those of
us living in America, colorectal cancer is being found in some of our younger patients. Dr.
Khanduja referred to an article in Newsweek “Food in America” that people might find interesting.
Seeking opportunities, whether it is virtually or in person, to obtain knowledge regarding
PeriAnesthesia nursing practice is important for the patients that are in our care. I find it revitalizing to my practice when I can learn from various presenters and network with my colleagues.
When we collaborate with each other, we can gain more insight about our own PeriAnesthesia
practice and the care that we provide.
By Monica Eutsey BSN, RN CAPA
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OPANA Recruiter of the Year Award is
based on ASPAN/OPANA membership recruiting for the preceding year. The 2022
Award was presented at the OPANA Spring
Seminar. There was a tie and both members were honored with a certificate, pin,
and cash reward. Both members recruited
2 new members. Deb Wilson presented
Alabelle Zghoul (pictured on right) and Patricia Jean Sattler (not in attendance) with
their awards.

COPANA Members hosted the OPANA Spring Seminar

OPANA Vice President Kim, President Amy,
& Immediate Past President Beth

OPANA Spring Seminar Group Photo
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Commonly encountered respiratory issues in the Post-Anesthesia Care Unit
By Dr. Evan Stanger
Respiratory complications in the Post-Anesthesia Care Unit (PACU) are an important area of concern because they account
for a main cause of morbidity and mortality in the post-operative period. Respiratory issues are the most common major
problem in the immediate post-op period, with several prospective observational studies reporting an incidence of between 0.8% and 6.9%. They are also the second most common problem requiring intervention and treatment following
nausea and vomiting. Upon patient arrival to the PACU, respiratory status is immediately monitored by assessing airway
patency, respiratory rate, and peripheral oxygen saturation. Derangements in any of these monitoring parameters leads to
a wide differential diagnosis of potential causes, with etiologies more conveniently categorized into upper airway obstructions, lower airway and intrinsic pulmonary complications, and anesthesia related issues. The aim of this write-up is to
identify and define commonly encountered respiratory issues in the PACU setting and how best to treat and manage them.
(Oxygen desaturation on pulse oximetry and the need for supplemental oxygen should be assumed in all cases.)
Upper Airway Obstruction
Laryngospasm- Involuntary and prolonged exaggeration of the glottic closure reflex that occurs in a patient who is not
awake enough to counteract laryngeal reflexes in response to noxious vocal cord stimuli (endotracheal tube removal, secretions, blood, etc.).
Signs/Symptoms: Choking, inability to speak, sternal and neck muscle retraction, stridor may or may not
be present depending on severity.
Treatment: Suction/remove noxious stimuli from oropharynx, utilize positive pressure bag-mask ventilation while applying jaw thrust maneuver. If unsuccessful, an anesthesia provider may provide a small dose
of succinylcholine to relax the vocal cords. In severe cases, an induction agent with succinylcholine followed by intubation may be required.
Airway edema- Swelling of the airway that may lead to respiratory distress and airway compromise.
Signs/Symptoms: Risk factors include airway or major neck surgery, positioning, large volume resuscitation, traumatic intubation, medication induced angioedema, or anaphylaxis. Swelling of the face or alternative body parts may or may not be present.
Treatment: Depends on suspected cause. Angioedema is treated with IV antihistamines such as diphenhydramine and famotidine, as well as corticosteroids such as methylprednisolone. Anaphylaxis treatment is
the same with the addition of epinephrine. Diuretics may be administered if fluid overload is suspected.
Mild to moderate symptoms of airway edema may be treated with nebulized epinephrine.
Vocal Cord Paralysis- Unilateral or bilateral recurrent laryngeal nerve injury that results in one or both vocal cords
affixed in the midline position.
Signs/Symptoms: Risk factors include ENT surgery, thyroidectomy, parathyroidectomy, rigid bronchosco
py, traumatic intubation or malpositioned endotracheal tube. Unilateral injury is usually mild and may
present as hoarseness alone, but unilateral injury in a patient with pre-existing respiratory disease and
bilateral nerve injury can be severe .
Treatment: ENT consult for evaluation if suspected. Bilateral recurrent laryngeal nerve injury can present
similar to a laryngospasm, but treatment modalities will be unsuccessful and intubation attempts are
often traumatic. Emergent tracheostomy is often the appropriate initial intervention.
Obstructive Sleep Apnea- Decreased muscle tone that accompanies sleep allows pharyngeal muscles to relax and reduce airway patency, impeding or completely obstructing flow of air into the lungs.
Signs/Symptoms: Suspect in those who carry diagnosis or meet multiple screening criteria. Patients are
commonly observed snoring, episodes of choking or gasping for air during sleep, periods of apnea while
asleep.
Treatment: Repositioning, chin lift or jaw thrust to relieve obstruction, nasal/oral airway to bypass obstruction, non-invasive positive pressure ventilation with CPAP or BiPAP.
(Continued on next page)
7

Lower Airway/Intrinsic Pulmonary Complications
Bronchospasm- Airway hyperresponsiveness leads to sudden constriction of the muscles in the walls of the bronchioles, the smaller airway branches of the respiratory tract. In the PACU, this is most commonly seen in patients
with a history of asthma, COPD, or those suffering from anaphylaxis.
Signs/Symptoms: Diffuse wheezing or diminished breath sounds on auscultation of the lungs bilaterally,
dyspnea, and prolonged expiration. In the setting of anaphylaxis, accompanying symptoms may include
skin rash, urticaria, flushing, swelling of tissues, and hypotension.
Treatment: Administer Beta-2 agonist or anticholinergic inhaler/nebulizer such as albuterol or ipratropium, respectively. Steroids such as methylprednisolone 125 mg IV or hydrocortisone 100 mg IV. H1 antihistamines such as diphenhydramine 50 mg IV, and H2 antihistamines such as famotidine 20 mg IV. In cases
of severe or refractory bronchospasm, IV epinephrine may be required in 10 to 100 mcg boluses (potent
Beta-2 agonist). If anaphylaxis is the suspected cause of bronchospasm, all potential triggering agents
should be removed, and ongoing hemodynamic support with vasopressors and fluid resuscitation may be
required.
Pulmonary embolism- The occlusion of an artery in the lungs caused by the migration of a substance from elsewhere
in the body, most commonly caused by blood clots, fat, air, or amniotic fluid. The occlusion can lead to difficulties
in oxygenation, ventilation, and circulation as the forward flow of blood from the heart is impeded.
Signs/Symptoms: Onset is usually acute in nature and includes dyspnea, tachypnea, pleuritic chest pain
(worse with inspiration), cough, and potentially hemoptysis. Right ventricular strain may be seen on echocardiogram, and the diagnosis can be made by obtaining a CT scan of the chest with contrast.
Treatment: Can vary based on the severity of symptoms. Early suspicion is key, and both the surgical
team and attending anesthesiologist should be notified of concern. For hemodynamically stable patients,
supportive care is adequate. Anticoagulation may be indicated in appropriate cases. In patients exhibiting
hemodynamic instability, IV fluid resuscitation, vasoactive medications, and the potential need for invasive procedures exist.
Pneumothorax- Commonly referred to as a “collapsed lung”, this condition occurs when air leaks into the space between the lungs and chest wall, impairing the lung’s ability to expand.
Signs/Symptoms: Chest pain, dyspnea, tachypnea, hypotension, distended neck veins, and tracheal deviation all may be seen. Risk factors include central line placement, surgery in the neck or thoracic cavity,
and COPD. Diagnosis established based on chest x-ray, or by observing the absence of “lung sliding” on
point of care ultrasound.
Treatment: Small, relatively asymptomatic pneumothoraces tend to resolve spontaneously without treatment. Placing the patient on 100% supplemental oxygen (i.e. via a non-rebreather) for 4-6 hours has been
shown to increase the resolution rate of small pneumothoraces. In case of an emergency, needle decompression can be performed by placing a large gauge cannula into the 2nd intercostal space in the midclavicular line, followed by placement of a definitive chest tube. In more controlled settings, insertion of a
chest tube or pigtail catheter may be considered for initial management. In cases of recurrent pneumothoraces, a VATS may be performed.
Atelectasis- The collapse or closure of the alveoli in one or more lobes of the lung that leads to reduced or absent gas
exchange in the affected lung segment.
Signs/Symptoms: Cough, rapid shallow breathing, decreased breath sounds on auscultation, opacification
on chest x-ray.
Treatment: Incentive spirometry, repositioning of patient to upright position, improved analgesia to facilitate
deep breathing, and noninvasive ventilation techniques with CPAP/BiPAP. (Continued on next page)
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Anesthesia Related Issues
Opioid overdose- Respiratory impairment that occurs due to depression of the respiratory center in the brainstem,
depression of consciousness, and depression of airway muscle tone that may lead to obstruction caused by the
administration of narcotics.
Signs/Symptoms: Hypoventilation characterized by slow, shallow breathing. Respiratory acidosis on ABG
with hypercapnia.
Treatment: Frequent stimulation. Positive pressure ventilation may be temporarily necessary. The effects
of opioids can be reversed utilizing the medication naloxone, which is a mu-opioid receptor antagonist that
outcompetes opioids at their active binding sites. Naloxone comes as a 0.4 mg/mL ampule. This solution
should be diluted with 9 mL of normal saline for a total volume of 10 mL and a 0.04 mg/mL or 40 μg/mL
concentration. Small boluses of 20-40 μg (0.5 to 1 mL) can be administered at a time and titrated to effect.
The onset of action for IV naloxone is 1-2 minutes, with a half-life usually reported as 30 minutes. Many of
the commonly used opioids in the peri-operative setting have longer half-lives, and thus naloxone redosing
is necessary. Naloxone dose should be repeated after 5 minutes if the patient is not awakening or breathing adequately on their own. Further repeat doses may be needed after 3-90 minutes based on clinical
status, thus close monitoring and follow-up is required if naloxone is used.
Residual neuromuscular blockade- Inadequate muscle strength due to the incomplete reversal or persistent effects of
neuromuscular blocking agents used intraoperatively.
Signs/Symptoms: Spasmodic twitching, generalized muscle weakness, shallow breathing, upper airway
obstruction. Increased suspicion in patients with myasthenia gravis, hypothermia, or the use of succinylcholine in a patient with suspected or diagnosed pseudocholinesterase deficiency.
Treatment: A peripheral nerve stimulator should be employed to monitor twitches and aid in the diagnosis
of inadequate reversal of neuromuscular blockade. Pharmacologic reversal of neuromuscular blocking
agents is based on the degree of residual blockade at the time of reversal. Typically, a pseudocholinesterase inhibitor such as neostigmine (0.02 to 0.07 mg/kg, up to 5 mg total dose) is given subsequent to an
anticholinergic agent such as glycopyrrolate (0.2 mg for every 1 mg of neostigmine, up to 1 mg total dose).
Neostigmine effectively reverses minimal to light neuromuscular blockade within 10-15 minutes. In cases
of moderate blockade, full reversal may take longer than 1 hour. Neostigmine should not be used to reverse profound or deep blockade, as the incidence of residual neuromuscular blockade is high. In these
cases, Sugammadex may be utilized to reverse rocuronium or vecuronium , either as a first-line agent for
deep blockade or as a rescue medication for residual blockade (2 mg/kg). Re-intubation and prolonged
mechanical ventilation may be required in the cases of myasthenia gravis, persistent hypothermia, and
pseudocholinesterase deficiency in the setting of succinylcholine use due to the unpredictable course of
recovery and the need to wait for recovery of muscle strength.

Sources:
https://accessanesthesiology.mhmedical.com/content.aspx?bookid=572&sectionid=42543654
https://www.uptodate.com/contents/respiratory-problems-in-the-post-anesthesia-care-unit-pacu

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4456822/
https://www.fda.gov/media/100429/download
Landsberg, J. W. (2018). Pneumothorax and bronchopleural fistulas: air in the pleural space. In Clinical practice manual for
pulmonary and critical care medicine (pp. 207–216). essay, Elsevier.
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Celebrating
PeriAnesthesia Nurse Awareness Week
February 7 - 13, 2022

UH Portage PANAW Celebration

Kettering Miamisburg Sycamore
PANAW Celebration

NEOPANA Celebrated PANAW at Mulligan’s in Canton, OH
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Memories of Lois Schick
Many of you knew my friend Lois Schick through her presentations at ASPAN National Conferences, or
her speaking at our OPANA State Meeting. I am deeply saddened by her passing. Some of my thoughts may
appear in an article to appear in Breathline but I wish to share personally of knowing Lois 40 years.
I remember meeting Lois at the first ASPAN National Conference in St Louis when we were both checking into the Sheraton Hotel. We were in the lobby when we were surprised by a nurse (KF) wearing a beret
practically screaming, “Bon Jour, I have just arrived from my vacation in Paris to attend this Conference.” We
both smiled, looked at each other, had our first of many “eye rolls” we would share over the years, and found
ourselves laughing. While waiting to check in, we got to know each other.
Lois was a great educator, nurse, mentor, and lifelong learner. She grew up in Iowa, attended nursing
school in Kansas, then moved to Denver, Colorado where she lived for over 50 years and received her BSN
along with advanced degrees in Business and Nursing. She was also certified CPAN, CAPA, and FASPAN member. Lois enjoyed a challenge. She not only was the PeriAnesthesia Nurse we knew, but also spent time in other units working in the ER, ICU, Pain management, precepting and education. Because of her zest for learning
and teaching she became a sought-after speaker at her Colorado RMPANA Component, AORN, and Pain Management. Also was a highly requested speaker for PeriAnesthesia Nursing at ASPAN National Conference,
Webinars, Workshops, Certification Reviews, and Component meetings. Her style of teaching was both scientific and commonsense sharing of her nursing experience and life. I have called her a “Renaissance Person,”
defined as a person with wide interest, highly educated, expert in several areas, and charismatic. She was
published in ASPAN’s JOPAN, Breathline, the Core Curriculums, and Co-Editor of Certification Review and the
PeriAnesthesia Cores.
Lois and I were part of the ASPAN "Fab Five," who have attended every National Conference since
1982. We took lots of pictures together from the first National Conference in St. Louis to last year's Virtual
Conference. She was too ill to travel to Philly in 2022 and I felt a piece was missing. At the Virtual 2021 National Conference Chat room, a group of friends and some of us Past Presidents did catch up like we always do at
Conference, and it was incredibly special. Lois was ASPAN’s 28th President in 2008-2009.
Lois had a spirit of adventure, loved to travel, and had a way of looking at things that was unique,
quirky, and usually involved humor. She was a great role model and mentor who supported nurses with a caring spirit. She was a rock for me the year I was President. She accepted the challenge and submitted to ANCC
and received ASPAN being certified for both Approver and Provider in Continuing Education. They said it could not be done in
the same year but, Spring of 1991 Lois proved them wrong.
We served together on ASPAN Committees, Board, and
Strategic Work teams starting in 1983. I will miss that she and I
have worked on all ASPAN’s Conference Anniversary Celebrations that occur every five years. We always put together our
photos from all Conferences and had picture and video displays. I am glad that Lois had a motto used in jest when stress
in the air saying, “Schick Happens.” Remembering her and this
saying brings a smile to my face, and reminder I am lucky to
have many shared memories.
By Debby Niehaus
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Lois
With
OPANA
Members

Columbus,
Ohio
Fall
2016
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Update from Region 3 Director
Are you growing?
Hello OPANA!
This time of year is filled with supporting and growing our leaders and members.
When we take the time to be intentional and listen to what our members need,
we can learn and grow. Many activities are happening in ASPAN to help you and
I grow.
Here are a few of these opportunities:
ASPAN national conference learnings are on demand and have been such a blessing to me. As you
may imagine that National conference is busy and full for presenters and the Board of Directors duties. Having the option to attend the on-demand sessions has been a wonderful option to learn for
me. I can pause and take notes and rewind if I need too. Have you been able to attend the sessions?
I have put it on my calendar to set the time aside to learn. Make plans for our next National conference in Denver - April 27-30, 2023.
ASPAN insights are another option for members to learn. The next one is July 18th. The topics will be
centered around communication. You will need to register for the event and so watch your inbox for
the information.
Our region has been working on a regional conference. We are in the brainstorming portion of the
planning however there is a lot of excitement about this nontraditional conference option. We hope
to have something on the calendar September of 2023.
So many opportunities to grow as a nurse. Are you taking advantage of them? Lastly, when I think I
also think about growing I think of gardens of which I wanted to share a couple pictures of gardens at
my farm for you to enjoy.

Please reach out if there is anything that I can help you with and grow!
Deb Moengen BSN RN CPAN
Dmoengen@aspan.org
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Government Affairs by Jean Kaminski BSN, RN, CPAN
HB 608
ONA BOD voted to support the American Cancer Society's request for biomarker testing legislation. This bill was introduced March 29, 2022 and would require health plans and Medicaid to cover biomarker testing.
Conviction of TN Nurse and need for change
The following statement is attributable to ONA President, Robert Weitzel,
RN: “The ONA stands with many Ohio nurses in deep concern about the dangerous precedent set with the criminal conviction of former Tennessee nurse, RaDonda Vaught. Ms. Vaught was convicted of criminally negligent homicide and impaired adult abuse on March 25 stemming from a 2017 medication error that resulted in a patient death. Medical errors are the third leading cause of preventable
death in the United States, resulting in more fatalities than motor vehicle accidents, breast cancer or AIDS. Given the alarming number of medical errors, we
must begin to question why our healthcare systems are not better designed to ensure safer patient care. We must go beyond the individual healthcare workers,
evaluate the entire body of evidence about why medical errors occur and take
heed. We must do all that we can to protect patients and families from preventable
errors. For example, research has repeatedly pointed to an increase in medical errors and patient mortality when nurses are understaffed and work lengthy shifts.
Yet, many medical systems continue to intentionally understaff nurses and mandate nurses to work extra hours as cost-saving measures, while federal and state
legislatures stall common sense legislation to curb unsafe nurse staffing.
Already, over 40% of nurses are considering leaving the profession. Criminally
punishing Ms. Vaught, who immediately reported and took ownership of her error,
and who was already disciplined by the Tennessee Board of Nursing through licensure revocation, will only further demoralize the nursing profession, contribute
to the nurse staffing crisis, and potentially dissuade healthcare professionals from
being fully transparent about errors. Decision makers must start trusting the most
trusted profession. All signs point to a need for change, and the time is now for
meaningful systemic change to happen.”
Ohio Nurses March - May 12, 2022
Nurses in Ohio met in Columbus for a March at the capitol today.
This March was to influence legislators and citizens of Ohio to create needed
changes in healthcare and nursing in Ohio. There is hope the advocacy efforts affect members of Congress and state legislators, thus creating an atmosphere conducive to change. They are addressing “violence on the job, mental health and
well-being, reimbursement and coverage of nursing services and many other work
environment challenges impacting the nursing profession.” May their efforts bring
about change that will assist the nursing profession and bring true health to the citizens of our state.
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FYI
•

Visit www.aspan.org for the most current information and check out the most current issue of Breathline.

•

See the May/June 2022 issue of Breathline for an article written by our OPANA President, Amy Berardinelli.

•

Cleveland Clinic is hosting a CPAN/CAPA Certification Review on Saturday, August 27, 2022, 7:30 a.m-4
p.m. (In Person OR Virtual) For more information, please contact Toni Zito at azito@ccf.org. Register
prior to August 15th at clevelandclinic.org/cpancapareview.

•

SAVE THE DATE! OPANA Fall Seminar will be Saturday, October 15, 2022. Official Flyer will be posted
on the OPANA website Virtual Education tab.

OPANA Congratulates all the newly certified CPANs and CAPAs from Spring 2022!
Please let us know if you are newly certified so we can recognize you on our website
and in an upcoming newsletter! Fall Exam window is 9/15/22-11/15/22.

OPANA Officers
President: Amy Berardinelli, DNP, RN, CPAN, NE-BC
Vice President/President Elect: Kim Place BSN, RN, CAPA
Secretary: Iris Marcentile BSN, RN, CPAN
Treasurer/Membership Chair: Bonita Woodin RN, MSN, CPAN
Immediate Past President/Nominations Chair: ElizaBeth Cooper RN, CPAN, CAPA

Please visit the OPANA website for all the most current information:
www.ohiopana.org
OPANA Mission and Vision
Our core purpose is to advance the unique specialty of PeriAnesthesia nursing. Our vision is to be Ohio's recognized nursing association for providing and promoting PeriAnesthesia education, nursing practice, ASPAN standards
and research.

Snooze News Editor— Sally Swartzlander BSN, RN, CAPA

SLS2005RN@GMAIL.COM

Thank you to everyone that contributed to this issue of Snooze News. Please
send me any articles, pictures, or topics of interest for the Snooze News - Sally
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