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Oklahoma Society of
PeriAnesthesia Nurses

It has been a busy Spring and Summer for OSPAN. It has also been a time of growth
and development within our component.

WWW.OSPAN.ORG

Inside this issue:
President’s Message

Board Members

1

2

OSPAN/ASPAN News 3-5
ASPAN National
Conference

July 2018

6-7

OSPAN Fall
Conference

8

CPAN/CAPA

9

National Conference was held in Anaheim this past Spring and did not disappoint!
It was a time of learning, networking, and even a bit of play time! The seminars during
the conference were fantastic and I personally came home excited for our future. The
opportunity to meet nurses from across the country and around the world lets us know
we are not alone in our challenges in the surgical/procedural environment. The sharing
of problem solving and how not to re-invent the wheel helps us to not feel so alone in
our day-to-day struggles. Making connections and utilizing those resources to help our
facilities solve challenging issues is invaluable. It was an honor and a pleasure to be
able to attend as a representative of our great state!
I obtained my CPAN in 2013 and have found a passion in my practice that I was not
aware I could develop! My certification has improved my practice and my passion for
what I do daily. There is not a day that goes by that I do not reflect on this journey and
the feeling of satisfaction and contentment with my career choice. I still feel a strong
sense of pride when I tell colleagues I am certified! Add that to the completion of my
BSN in June 2017, and my professional goals have been accomplished.
I would like to encourage and challenge each of you to seek certification. If you are
currently certified I would like to challenge you to be a mentor to others to help them
achieve certification. You will find all the resources you need at aspan.org on the
certification tab. Registration for fall testing is open July 1 to September 15 with
examinations being scheduled September 15 through November 15. This is YOUR
opportunity and YOUR time to take YOUR practice to the next level!

Tracy Galyon, BSN, RN, CPAN
Region 2 Director
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Meet your OSPAN Board Members

(OSPAN website has full bios)

Tracy Gaylon, BSN, RN, CPAN

Cathy Tellone, MSN, RN, CAPA

OSPAN President

OSPAN Treasurer

Janice Hamouz-Fultz, BSN, RN

Wilma Bouska, BSN, RN, CPAN

OSPAN President Elect/Editor

OSPAN Director at Large

Jody Hacker, MSN, CAPA
Toni Strickland, BSN, RN, CPAN

OSPAN Webmaster, Past

OSPAN Director at Large

Lindsay Spencer, MHA,BSN,RN, TNCC

Alison Johnston, BSN, RN, CPAN

OSPAN Secretary – New Member

OSPAN Past President

Lindsay has been a nurse for around 5 years. She was born and raised in Omaha, NE and
moved to Tulsa for college. She currently works as the charge nurse for St. Francis Hospital
adult PACU in Tulsa, OK. She is a dog mama, with 3 fur babies at home. She has a Jack
Russell: Mittens, Red Heeler: Leela, and Chihuahua: Gidget. Lindsay made it to the ASPAN
National Convention in California this year.
Marty has been a nurse for 44 years, graduating in 1974 from Northern Illinois University
with a BSN. She has worked in ICU, home health, an ophthalmology practice, PACU, and
ambulatory surgery. She joined ASPAN in 2002 and has had CPAN certification since
2003. Marty is passionate about the profession of nursing and educating and advocating
for patients. ASPAN/OSPAN membership provides the educational opportunities to remain
current in her profession as well as the dialogue and camaraderie with other nurses. Her
other loves are for her husband, children, grandchildren, and rock and roll!
Marty Phelps, BSN, RN, CPAN
Director at Large—New Member

Beth graduated from Central State University in Edmond in 1988 (now UCO). She joined
the Air Force in 1989 and worked as a clinical nurse and eventually became a flight nurse
in 1995. She separated from the Air Force in 2001. She married her husband who had four
children and moved from OKC to Stratford, Oklahoma. Beth has worked as a House
Supervisor for five years at Valley View Regional (now Mercy Ada), in the ICU for five
years, and now, for the past four years, she has been a PACU nurse. Beth is currently
studying for the CPAN exam.
Hobbies: Gardening and LOVE bowling!
Beth Kriegh, BSN, RN
Director at Large—New Member

OSPAN Update

OSPAN Yearly Educational Offerings:


ASPAN National Conference



OSPAN Spring Conference (Tulsa)



OSPAN Fall Conference (Oklahoma City)



Miscellaneous Mini Educational Opportunities
during the year



Select Seminars through ASPAN

Select Seminar at Oklahoma Spine Hospital
June 23, 2018
20 nurses in attendance!
Topics: Ortho surgery & Ultra Rapid Metabolizers

Board Positions:
Winter Conference at INTEGRIS
Canadian Valley Hospital
February 10, 2018
Revamping the Protein RX

Pallet Painting
Finding the artist inside!

If you are willing to serve on the OSPAN board, contact any board member or fill out the
“Willingness to Serve” form located on the
OSPAN website: www. OSPAN.org
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OSPAN Spring Conference—Happy & Educated!
OSPAN website: www. OSPAN.org
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OSPAN Spring Conference Speakers:

Susan Russell, BSN, RN, JD (lawyer), CPAN, CAPA who was the
ASPAN President at the time of the conference.

Linda Lakdawala, DNP, RN CPAN, past ABPANC President

OSPAN MISSION
OSPAN exists to promote quality and cost effective care for patients, their families,
and the community, through public and professional education, research, and
standards of practice for all perianesthesia nurses. Areas included are those in
Phase 1, Phase 2 (PACU), Post Op, Same Day Surgery units, Endoscopy Labs,
Cath Labs, and all other areas where IV sedation is administered.

ASPAN TIDBITS
ASPAN Tidbits...did you know….


ASPAN was started in 1985.



There are 5 regions, 40 components. Not every state has a
component, some are blended.



2017 budget: $2,963,147.00



Income comes from membership, National Conference,
publications, investments, education, contributions, and
other avenues.



ASPAN gives out $19,500 in scholarships yearly!



2017 Members: 14,728



ASPAN offices are located in New Jersey. There are only 6
full-time employees that work in that office. Everyone else
(including the board) are volunteers! DID YOU KNOW
THAT?



ASPAN develops the Guidelines and Standards on how
nurses practice in the PeriAnesthesia setting. Your
hospital makes its own policies, but ASPAN is the guide.
Many lawyers have a copy of the Standards.



OSPAN is in Region 2, which includes 9 states.

ASPAN President 2018-2019
Regina Hoefner-Notz
MS, RN, CPAN, CPN, FASPAN

ASPAN’s Five Regions

ASPAN’s Core Ideology
Core Purpose:
To advance the unique specialty of PeriAnesthesia
nursing
Core Values
Building integrity
Honoring diversity
Cultivating passion
Modeling respect
Promoting stewardship
Supporting Community
Providing mentorship
Value Discipline
ASPAN will be branded for having an
identity and image of leading edge
programs and services. This brand
will need to be supported by operational
excellence, eminent influence and
advocacy and membership focus.

www.ASPAN.org
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ASPAN National
Conference 2019

2018 ASPAN National Convention

SAVE THE DATE:
Registration starts in December
2018.

-Networking with other ASPAN members over Italian
-Breakfast meeting with ASPAN members
-Resident Assembly—where decisions are made

-OSPAN President and President Elect

ASPAN 2018 National Convention
Thoughts from a nurse who attended for the first time
This was the first time I attended a National Conference. Wow, it was quite an experience to be surrounded by 1,700
nurses who work in the PeriAnesthesia environment! We all talked the same talk and understood each other. When
sitting in a class where you didn’t know anyone, you were among friends, there were no strangers there. We were all
striving to make our practice better! There was such sharing of ideas and excitement when you learned something new
you could take back to your hospital.
The ASPAN board became more accessible. Each board member is willing to help you in anyway and are so friendly!
They are not on a pedestal, they are just like you and me, trying to make our patients journey successful. You really
feel part of a big wheel, not just looking at it!
When Tracy and I were the representatives for OSPAN, I was so humbled and honored to be the representatives for
Oklahoma. Resident Assembly was a day long meeting where we heard speeches given by board members running for
offices. We voted on board positions and on position statements and additions to the Standards! It was “us” in the
decision making process, not just some unknown entity we pay our dues to. Wow! The whole week just gives you energy
to make your component better and make a difference in our little part of the world! It just takes one step and then
another…..Everyone who is part of ASPAN is a volunteer except the six employees at the corporate office. That’s
amazing and I wonder how so much gets done. There are many teams that you can join and help shape ASPAN and your
practice: Members/Marketing, Research, Clinical Practice, Publishing, Pace Setters, etc...consider volunteering to help
the wheel turn!

Janice Hamouz-Fultz, BSN, RN, OSPAN President Elect/Editor

Region 2 members smiling in Anaheim, California
Oklahoma Members after a class.
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2018 OSPAN
Fall Conference

Fall Conference 2018
Oklahoma City University
Kramer School of Nursing
Rooms 135-136
2501 N. Blackwelder
Oklahoma City, Oklahoma
73106

Register for this Fall Conference in
Oklahoma City at: www.OSPAN.org

08:15-09:15

Saturday
September 22, 2018
7:30 a.m. to 4:00 p.m.

Breast Cancer in Women: It’s Etiology, Diagnosis, and Treatment
Lara Theobald, MD, Certified Medical Oncologist

09:15-10:15

The Art of Nursing Using Presence as a Therapeutic Technique
Jaye Robertson, MS, MA, DNP, RN, CNEP, Director of Pediatric Intensive Care

10:30-12:00

The Patient was Extubated Deep….
Cassandra R. Duncan/Azadi, MD, Assistant Professor of Anesthesiology

12:45-13:45

Educating Patients on Pain—How to Say “It’s All in Your Head” in an Acceptable Manner
Christina Wright, DP, DPT, PhD-Student

13:45-14:45

Bronchial Thermoplasty for Severe Asthma
Brent Brown, MD, Professor and Chief Pulmonary-Critical Care Medicine

15:00-16:00

Surviving the Storm” Preparedness Prior to Storm Development, Protection of Patients and Assets
Shane Cohea, MS Public Health Director of Safety, Security, and Emergency Preparedness for NRH

Registration must be postmarked by September 7, 2018 to be eligible for early bird price.
Early Bird Price

After September 7th

___ Member $65

___ Member $100

___ Non-member $80

___ Non-member $115

___ Non-licensed RN Student $10
CPAN/CAPA certified nurses get a $5 discount

Get Certified
Take Your Career to the Next Level with CPAN/CAPA Certification!
CPAN - Certified Post Anesthesia Nurse
CAPA - Certified Ambulatory Perianesthesia Nurse

Why get CPAN or CAPA Certified?
Nurses who get this nationally recognized certification can validate their
perianesthesia practice and become leaders who strive to improve their practice in
the surgical setting. The ASPAN website (www.ASPAN.org) offers information,
weekly study questions, and tutorials to help you study for the exam. In the two
years prior to applying for initial certification, you need 1,200 hours of direct
clinical experience—this is a new change, a reduction in hours.. You must also have
an unrestricted nursing license. The cost for the exam is $314 for ASPAN members
and $424 if you are not an ASPAN member.

NEW OSPAN MEMBERS
Fagan, Jessica RN, AND

Jones, Sable BSN, RN

Langdon, Kelli RN, ASN

Miller, Kristi RN

Nechak, Catheryn RN, CPAN

Chacon, Rachel RN

Young, Patty RN

Lofton,Crystal BScN, RN

Rosales , Cherica RN, AND

Hanan, Rhonda MS, RN

OSPAN members renewing:

Burnett, Erica BSN, RN

Monk, Samantha RN

Allen, Emily BSN, RN, CPAN

Hodges, Rocky RN, ADN

Nichols, Brigitte RN

Foote, Sara BSN, RN

Norris, Darla BN, RN

Reid, Teresa BN, RN

Williams, Lisa

Phillips, Jeffrey BBA, RN, ADN, ACLS

Smith, Jamie RN

Goodson, Lindsey BSN, RN, CPAN, ADN

BSN, RN, CPAN, AAS

Sien, Kimberly RN, ADN

Hart, Mary BN, RN, CPAN

Simmons, Tricia BSN, RN

Manning, Lauri BS, RN, CPAN

Stevens , Amber RN
Bennett,Kellie BSN, RN
Bradley ,Cassie RN, ACLS
Dewhurst, Chloe BSN, RN, ACLS
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ASPAN Region 2
Director

Greetings from our Region 2 Director, Susan Norris
ASPAN prides itself on the relationship between the national leaders and the local members. As your Regional Director,
I am here to support the component by working with the board of directors, offering educational offerings and networking
with component members. My goal is to visit each of the components in the region at least once during my 2-year term.
Each component has unique needs and accomplishments. I’m in the “getting to know you” phase and learning what your
component needs are. Please feel free to contact me with questions or concerns related to your component or ASPAN.
ASPAN offers many benefits for the members including scholarship, discounts on continuing education programs, free
continuing education opportunities through articles published in JoPAN. ASPAN Scholarships are available for
advancing educations (BSN, MSN, DNP), attendance at National Conference, certification, Humanitarian Missions and
attending the Nurse in Washington Internship (NIWI) program. The deadline for applying for any of the scholarships
is July 1. If you miss this year’s deadline, start now to submit next year. Visit the ASPAN website and click the link
for Scholarships under the ASPAN Highlights section on the homepage.
There are many options available for continuing education, including seminars, webcasts and on-demand modules.
Several new programs have been developed over the past year and more are being developed. Webcasts are available
on a variety of days and time frames allowing you to participate at a time that is convenient to you.
It’s never too early to start planning to attend upcoming ASPAN events. Mark your calendar now for:
Component Development Institute (CDI): September 14-16, 2018, in St. Louis, MO
ASPAN’s 38th National Conference: May 5-9, 2019 in Nashville, TN
I’d like to encourage everyone to consider serving on an ASPAN committee or strategic work team (SWT). This is an
excellent opportunity to work with perianesthesia nurses from across the country. The level of activity varies based on
the mission of the committee or SWT. Information on what each involves can be found on the ASPAN website by
clicking on “WTP Form” on the home page and then follow the link. If you find one or more that interests you,
submit your Willingness to Participate form. The deadline is October 31 st.
Have a wonderful summer!
Respectfully,

Susan Norris BSN, RN, CAPA
ASPAN Regional Director – Region Two
snorris@aspan.org

Nursing Legal News
Nursing Advocacy-What’s It All About
By Deborah Davis, BSN RN CPAN
OSPAN GA (Government Affairs) Liaison
You may wonder, “why should nurses be involved in political advocacy?” The answer to this question
is simple, “because you have a voice.” When one person speaks or even shouts, a few people may hear what
that person is saying. When a group shouts, many will hear what is being said and respond. Nurses are a huge
workforce! We are awaking and realizing the value of being in tune to issues that affect our profession,
our working conditions, and the patient’s and families who we serve. The laws that affect us and the
governmental process exists because of the input from each one of us. Our governmental representatives
need the grassroots perspective that we provide.
You also may wonder, “how can I be involved?” ASPAN endorses and supports advocacy. There is a
Governmental Affairs (GA) strategic work team open to all members of ASPAN. This remarkable group takes
on the task of monitoring legislation and governmental regulations that impact nurses and healthcare. When
you go to the ASPAN.org website, see resources then advocacy. There is a GA Primer and other resources to
capture your attention, educate and enlighten you! The GA SWT is very excited that we recently completed a
revision of the primer and the latest version is coming soon. Advocacy information is just a “click” away! Don’t
miss out on this opportunity to explore the interesting resources available to each member.
Get On Board! Let your voice be heard!

Deborah Davis BSN RN CPAN
ATTENTION OK NURSES:
If you are interested in becoming involved with Oklahoma Government Affairs,
email a board member at ospanwebmaster@gmail.com and we will support you.
If politics is your “thing”, you can become our voice and help inform all your Oklahoma
nurses!

Title VIII Nursing Workforce Reauthorization Act Advances Out of House Subcommittee
Wednesday June 27, the House Energy and Commerce Subcommittee on Health completed a mark-up of the
Title VIII Nursing Workforce Reauthorization Act (H.R. 959).
House-Passed Bill Includes APRNs in the Solution to Combat the Opioid Crisis
On June 22, the House passed H.R. 6, the Substance Use-Disorder Prevention that Promotes
Opioid Recovery and Treatment (SUPPORT) for Patients and Communities Act, by a vote of
396-14. H.R. 6 contained dozens of bipartisan provisions, including Section 303, which would
permanently authorize nurse practitioners and physician assistants to provide lifesaving
medicated-assisted treatments (MATs) and authorize clinical nurse specialists, certified
registered nurse anesthetists, and certified nurse-midwives as qualified prescribers for five years.
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NURSE HUMOR

MEDICAL TERMS….
Dilate—to live a long time
Enema—not a friend
Fester—quicker
Fibula—a small lie
Impotent—distinguished and well known
Labor Pain—getting hurt at work
Medical Staff—a doctors cane
Morbid—a higher offer
Recovery Room—a place to do upholstery
Seizure—a Roman emperor
Ultrasound—very good music

Nurstoons reprinted with permission from Carl Elbing.
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Nurse Poem

You will never be bored.
You will always be frustrated.
You will be surrounded by challenges.
So much to do and so little time.
You will carry immense responsibility and limited authority.
You will step into people ’ s lives and you will make a difference.
Some will bless you, some will curse you.
You will see people at their worst and at their best.
You will never cease to bee amazed at people ’ s capacity for love, courage, and endurance.
You will experience resounding triumphs and devastating failures.
You will cry a lot.
You will laugh a lot.
You will know what it is to be human and to be humane.
Unknown author
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This is your OSPAN Vital Signs, a newsletter that comes out in January and July letting you know what
is happening with OSPAN! You can get more information about OSPAN from the website:
www.OSPAN.org, or you can follow us on FACEBOOK.
In subsequent newsletters, we’d like to have members submit hospital experiences, observations about
bedside nursing, or just want to say something about the surgical setting. You can email observations
or stories to:

OSPANwebmaster@gmail.com.

PROGRESS IN PROCESS……..Nurse Notes

Feeling Fatigued?
It is no wonder that nurses are at risk for feeling fatigued. Modern nursing requires nurses to take care
of patients with higher acuity, fewer breaks, rapid admission and discharge rates, a shortage of nurses, and
inadequate recovery time between shifts while juggling organizational, social, and family demands (Rogers et al.,
2004). PeriAnesthesia nurses are particularly vulnerable to fatigue due to their fast-paced working environments
with unpredictable work and call schedules.
We can all assume that fatigue leads to decreased patient safety and increased errors, but did you know
that sleep deprivation can cause cognitive decline without the individual being aware of the decline? Even though
some nurses believe they have learned to function with less sleep, fatigue decreases their ability to assess their
own level of fatigue, giving them a false feeling of confidence (Eanes, 2015). According to Kunert et al. (2007), a
fatigued nurse may underestimate their vulnerabilities and exhibit similar behavior as one who is intoxicated; for
example, after 17 hours of being awake, an individual’s psychomotor performance and level of cognition declines,
resembling that of a person with a blood alcohol level of 0.05%. After 24 hours, the impairment is comparable to
one with a blood alcohol level of 0.10%. It should be no surprise then, that most of operating room and critical
care nurses studied, believed they performed effectively while fatigued.
In the industrial sector, fatigue has been found to play a role in some of the world’s worst major disasters;
for example, both the Exxon Valdez oil spill and the Chernobyl nuclear reactor disaster were both linked to fatigue
and human error (Muecke, 2005). According to Scott et al., 70% of injuries and accidents in the industrial sector
have been shown to be related, in some way, to fatigue. Due to these negative fatigue outcomes, fatigue
countermeasure programs have been developed to decrease errors for persons whose job responsibilities include
standing, working while short staffed, and who are exposed to hazardous chemicals; however, fatigue
countermeasure recommendations are not common for nurses who are exposed to similar work environments
(Scott et al., 2010). Many industries also have regulatory bodies to regulate the number of hours an employee
may work in a 24-hour period to ensure public safety. Some examples are the United States Military,
over-the-road truck driving industries, and the aviation industry; however, there are no federal, state, or
regulatory bodies doing so for the healthcare industry (Richards et al., 2016).
In a recent study, 98 out of 100 nurses surveyed, reported feeling fatigued at the beginning of their shift
(ANA, 2016). Fatigue among nurses has been linked to decreased vigilance, decreased memory, delayed
problem-solving abilities, diminished reaction times, and the inability to concentrate (Hazzard et al., 2013).

Fatigue was also linked to decreased patient satisfaction scores and inadequate pain control, and
increased the likelihood of errors (Blouin et al., 2016). It has also been reported that fatigue was linked to
a decrease in nurse well-being and can contribute to ailments such as the development of musculoskeletal
disorders, cardiovascular disease, immune disorders, hypertension, cancer, spontaneous abortion, and
preterm birth. Fatigue can lead to higher rates of divorce, domestic abuse, and an increase in the use of
alcohol and drugs (Scott et al., 2010). There is also evidence that fatigue has led to sick leave and job
dissatisfaction. According to Liu et al. (2016), the first-year turnover rate among new nurses studied,
was 30%, rising to 57% in the second year with fatigue being named as a major cause; as a result, the
cost to the employer, per turnover, ranged from $20,651 to $48,790.
Nurse fatigue is a global concern reported in countries including the UK, Finland, Australia, Turkey,
and China to name a few (Ball et al., 2015). In the United States, fatigue can potentially affect over one
million nurses, with those over the age of 40 being the most susceptible; coincidentally, the mean age of the
registered nurse is 46 years of age (Geiger-Brown et al., 2012). Even though nurses are role models to
society, are the backbone of the healthcare industry, and must perform competently in fast-paced
environments to patients with high acuity, they inadvertently risk their own well-being and have been
found to be less healthy than the average American (Cipriano, 2017; DeCordova et al., 2012).
Nurses are faced with ethical matters when asking themselves what should be done and can
experience moral distress when they are unable take the right action because of limited resources or
organizational barriers (Wagner, 2015). So, what can we do? While 12-hour-shifts and consecutive shifts
play a large role in the development of fatigue, it may be difficult to change nurses’ shifts in an environment
where those shifts are viewed as cost effective, convenient, and favored by nurses and nurse managers alike
(Richards et al., 2016). Hazzard et al. (2013) found that collaboration between staff nurses and nurse leaders
proved beneficial in the reduction of poor inter-shift recovery and recommended that nurse leaders allow staff
input into scheduling practices. The ANA suggests that nurses and employers share the responsibility to
mitigate the effects of fatigue to improve patient safety and nurses’ well-being (Trossman, 2015). Shared
governance, ethics committees, and involvement in process improvement teams can effectively enhance
collaboration between nurses and nurse managers (Wagner, 2015). Additionally, because evidence has
shown that raising awareness, training, and education would most likely be effective towards decreasing
the effects of nurses’ fatigue, many professional nursing organizations have included fatigue related
information on their websites. It is essential for nurses and nurse managers to collaborate and create a
work life balance that will support nurses in their personal lives and support the type of nurse they want
to be while caring for their patients (Iacono, 2014).
Examples of Available Resources:
American Nurses Association

www.nursingworld.org

Healthy Nurse Initiative http://www.healthynursehealthynation.org
American Association of Critical Care Nurses: https://www.aacn.org
The American Society of PeriAnesthesia Nurses offers fatigue related
information along with a fatigue checklist to members under the clinical
practice tab at http://aspan.org

Cathy Tellone, MSN, RN, CAPA
For a complete list of References, email OSPANwebmaster@gmail.com

Please submit your nursing stories to: OSPANwebmaster@gmail.com
References: Pictures in this newsletter are from Clip art from MS Office Publisher 2007
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By:
Beth Kriegh, BSN, RN

How is being a military registered nurse different from being a civilian registered nurse? First of all, you’ve got to
have a desire to join the military and take a sworn oath that you will uphold the Constitution of the United States, then you
will receive a commission to become an officer. For me, I joined United States Air Force.
After I was sworn in, I became a Second Lieutenant-fondly known as a “butter bar.” This is an officer that has a
college education and degree, BUT NO MILITARY BACKGROUND or MILITARY ANYTHING whatsoever! I was sent to
Shepard Air Force Base in Witchita Falls, Texas to LEARN “how to be an officer, how to march, how to stand, how to
salute, how to dress, and how to speak like the military folks! This all had to be done BEFORE I was given a job as a RN in
a clinic or hospital setting! I had already been an RN working on a telemetry unit at Deaconess Hospital in OKC, so, I
already knew “how to be a nurse and take care of patients. But, to be a nurse in the USAF Nurse Corps?!!? That was going
to be a different avenue in my nursing career! I had to attend a course called MIMSO: MILITARY INDOCTRINATION OF
MILITARY SERVICE OFFICERS.
As soon as I graduated from this course, I received my first assignment as a military RN on a Med/Surg floor at
Tyndall Air Force Base in Panama City, Florida. This is where I learned that “I wouldn’t be taking care of the patient
directly, but, delegating the patient care to our enlisted med techs——THEY were the guys and gals that would save me
and tell me how things were done! What I did was write care plans, communicate with the physicians and admit or
discharge the patients. These patients were our fellow airmen/soldiers of all ranks. I also would work with fellow officers
who were RN’s with writing or re-writing rules/regulations. If there was an exercise on base, the hospital also had to be
involved: such as a “war game.” We had to dress up in our MOPP gear (MISSION ORIENTED PROTECTIVE POSTURE)
while taking care of our patients! A 2-star general may walk on your floor/unit and not only did you have to stop what you
were doing, you had to show him or her around the floor/unit, answer their questions all the while you’re trying to take care
of the patients on your floor.
After a couple of years, I became a First Lieutenant and gained more responsibilities. I worked on an Oncology unit
and became an Oncology Certified Nurse. I taught IV therapy to other nurses and to our med techs and taught BLS. In
1991, Desert Storm broke out and we were told to be “on alert”——be ready for a potential deployment to Saudi Arabia. I
didn’t go overseas, but got sent to Eglin Air Force Base near Ft. Walton Beach, Florida. I helped augment their hospital
while they deployed the majority of their hospital staff. During this time, we would get airmen and soldiers flown back to us
from overseas. Some soldiers did have limbs blown off from bombs or gunshot wounds and we would have to stabilize them
before they were then flown to a larger military hospital such as Wilford Hall in San Antonio, Texas where they would
receive a higher level of care and rehab. At Eglin, I personally took care of soldiers/airmen with minor wounds or needed
surgeries, or just needing psychiatric care. It was not uncommon to have an airmen or soldier be flown back home with
PTSD or just simple burnout. There was a lot of “waiting out” what might occur.
When I made Captain, I was able to be more of a leader in our medical squadron. I was chosen as an outstanding
junior officer on our base and was also chosen to be a lead officer for DACOWITS——-DEFENSE ADVISORY COMMITTEE
ON WOMEN in the SERVICE. I was given the responsibility to choose 20 women from both the Army and Air Force in
OKC and Tulsa to attend the opening of the WOMENS MEMORIAL in Washington DC. We had Senator Enoch Haney as a
guest and I was fortunate enough to meet women that served in Vietnam—as nurses and secretaries. I remember talking
with my dad on how I wish I could’ve served as a nurse during Vietnam and both he and a fellow flight nurse friend-of-mine
that did serve over there, told me “NO, YOU DON’T.” I guess earlier in my military career I “romanticized “ what it
would’ve been like to serve during a real wartime event.
Soon after that assignment, I realized I wanted to be a flight nurse. I saw my dad come off of a C-123 with a couple
of women who were flight nurses and I KNEW that I wanted to be someone like that some day! After I made the request
and got accepted into the flight nursing school at Brooks Air Force Base in San Antonio, Texas, I was taught how to be a
nurse on an airplane full of patients that were both litter bound and ambulatory. These patients would be our
airmen/soldiers that had to be flown either ‘over the pond” or to a military hospital that offered a higher level of care.

I was fortunate enough to become a flight nurse on THE HERKYBIRD—-a C-130 aircraft that I LOVED! The C-130 is
a cargo airplane that is capable of holding 72 patients on litters and/or “Evans seats”. Try taking care of a patient on the 4th or
5th litter up that needs an IV re-started or has a chest tube that needs to be monitored! Or, try taking care of a patient that has
a vasopressin drip, on a monitor and O2 and NOT FALL OVER anyone while flying at 32,000 feet! You may be taking care of a
2-star general or a tech-sergeant—-BUT, they’re still your patient to take care of. If someone gets airsick and throws up on you,
you didn’t have the luxury of going to a sink or shower to clean off—-you had a large water jug and paper towels. Our airsick
bags did not hold that much and once one person throws up—a domino effect usually occurred! God forbid if
someone coded and if they did, we would have the proper equipment and a flight surgeon would be leading the code.
Fortunately for me, I never experienced that. Most of my flight nursing experiences occurred when I was deployed to Bosnia—a
mission called SFOR—STABILIZATION FORCE for peacekeeping. My role was to augment the Army MASH unit and be the
Flight Nurse when we would fly the airmen/soldiers to Landstul, Germany, the closest AFB hospital. During my 6-month
deployment, I didn’t see any gunshot wounds or traumatic amputations, but, a lot of orthopedic injuries, some cardiac events,
and some psychological events. On a C-130 you don’t have labs, no sinks to wash your hands or a bathroom. So, if your patient
had an IV and needed to go to the bathroom, you assisted them off the litter (all while flying and hopefully not hitting any air
pockets) and take them to THE HONEYBUCKET BEHIND A SCREEN! After they were through with using it, you gave them a
wet wipe or gel so they could wash their hands! If someone needed a blood glucose checked, we had the glucometers and insulin
if needed. If we had a psych patient “get out of hand” we were taught how to de-escalate. I recall a tech sergeant that got out of
his seat and ran towards the cockpit and a couple of our med techs and a load master CALMLY restrained the guy and I sat
next to him and just listened to him talk—sometimes that’s all they needed.
If a patient needed to be on a vasopressor, we could place that patient near a flight nurse or the flight surgeon, place
them on a monitor and oxygen via a PT LOX (patient liquid oxygen converter). Our flight surgeon would give us
parameters/orders and we would take great care of these critical patients.
So, as far as taking care of patients in a large aircraft versus a hospital, you REALLY need to be coordinated and
mindful of all activities surrounding you. You have so many “souls on board”. You have to take care of med techs, flight nurses
and, you’re multitasking paperwork and patient care. You could be the Medical Crew Director. This is the lead officer—-most
flights have a flight surgeon, but, there some short flights that the flight nurse was the MCD due to rank or being a critical care
nurse.
I was in the military for 12 years and had been deployed to an overseas peacekeeping mission, I, fortunately, have
never experienced PTSD. Now, I have seen it in a fellow airman, especially those that served in Somalia. I believe that is why,
as a veteran, I push our vets to receive psychiatric care if they need it and get a job as soon as they return back home.
I left the military as a major in the Air Force and really should’ve stayed another eight years to make retirement, but, family
obligations outweighed that chapter of my life. Today, I am a proud veteran and a proud civilian RN that works in a PACU in a
hospital in Ada, Oklahoma, USA!

Beth Kriegh, BSN, RN
Formally Major Beth Baird, USAF, NC
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Memorial Care-Orange Coast Medical Center in California had this poster presentation displayed at
Nationals. This is such a simple idea to increase patient safety! They have graciously let us share their
information with our OSPAN readers and help spread the idea of the “30 Second Safety Pause” in PACU.
C.J. Marshak, their nurse educator, wanted our readers to know that she has an Oklahoma connection and
was a graduate of Tulsa Memorial High School in 1974! You can contact her at:
C.J. Marshak, MN, RN, CPAN
Clinical Nurse Educator, POH/PACU/GI

cmarshak@memorialcare.org
MemorialCare
Orange Coast Medical Center

Patient Safety Pause
An Evidence-Based PACU arrival - Patient Safety Process
On January 17, 2017, an evidence-based improved SBAR Handoff process was implemented in the PACU with
the recommendation of the PeriOperative Unit Based Council. Several OCMMC PACU RNs attended a Regional PANAC (PeriAnesthesia Nurses of California) seminar and were introduced to this safety process. Consultation with our sister facilities to compare SBAR Handoff provided more guidance in designing our process,
education and planning. This simple process improvement empowers the PACU RN to indicate readiness for
bedside SBAR Handoff Report after connecting the patient to the monitoring equipment and after a short
initial assessment. If SBAR report begins before the PACU RN has indicated readiness, full attention cannot
be given to the report content. Although both the O.R. RN and the Anesthesiologist are interested in beginning
the SBAR report right away and transferring care to the PACU RN in a timely manner, the PACU RN prioritizes an initial airway assessment and L.O.C. assessment before the SBAR begins.
In this improved process, after connecting the patient to the monitor, the team (PACU RN, O.R.RN and Anesthesiologist) “pause” to allow the PACU RN to assess the patient BEFORE anyone starts talking. Then, the
O.R. RN and the PACU RN check the patient I.D. band together. This patient identifier review is the cue that
the PACU RN is now ready for SBAR report. To further improve the process and provide a content outline, the
suggested SBAR content (from a UBC Peer Review project) was reviewed in the project implementation training. This “Patient Safety Pause” delays SBAR handoff by less than 30 seconds, if at all. In some cases, this improved SBAR handoff is called the “30 second pause” .
Current literature indicates that this simple pause can improve patient safety, eliminate missed SBAR report
data and improve PACU RN satisfaction. Although the PACU PreData suggests that the PACU RNs strongly
agree/slightly agree in 68% of patients that they are satisfied with the SBAR reports, the PACU RNs indicating
readiness for SBAR report was rated strongly disagree/slightly disagree in 84% of patients. With implementation of this Patient Safety Pause, we hope that 30, 60 and 90 day data will show improved satisfaction with RN
readiness for report and continued satisfaction with both the O.R. Nurse and Anesthesiologist SBAR reports.
Robins H, Dai F, Handoffs in the Postoperative Anesthesia Care Unit: Use of a Checklist for Transfer of Care,
AANA Journal, August 2015, Vol 83, No. 4, 264-268
Petrovic M et al, The perioperative handoff protocol: evaluating impacts of handoff defects and provider
satisfaction in adult perianesthesia care units, Journal of Clinical Anesthesia (2015) 27, 111-119
Nagpal K, Improving postoperative handover: a prospective observational study, The American Journal of
Surgery, (2013) 206, 494-501
Pucher PH et al, Effectiveness of interventions to improve patient handover in surgery; A systematic review,
Surgery, (2015) July; 158(1): 85-95

30-Second Pause: An Evidence-Based PACU Handoff Process

Statement of Successful Practice

Statement of Successful Practice

C. J. Marshak, MN, RN, CPAN; Sadeeka Al-Majid, RN, PhD
MemorialCare Orange Coast Medical Center, Fountain Valley, California

Process of Implementation

6-months

Satisfied with the PACU handoff
PACU RN signaled start of SBAR report
Satisfied with anesthesiologist SBAR report

Connecting patient to monitor was smooth
Satisfied with RN SBAR report

 PACU volunteers who helped compile the surveys

 OCMC perioperative nurses, anesthesiologists and
UBC for their support and enthusiastic participation.

 Special appreciation goes to:

Acknowledgement

 Improved PACU nurses’ satisfaction and readiness for
report
 Improved content of SBAR report
 During the 90-day process, other opportunities for
improvement were identified.

 Implementation of the 30-second pause

Implications for Practice
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Figure 2. Changes in Nurses’ Satisfaction with PACU
Handoff Process
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 The 30 second pause occurred in 75%, 83%,
92% and 100% of cases at 30, 60, 90, and 180
days, respectively (Figure 1)
 PACU nurses’ satisfaction increased from 35%
strongly agree at baseline to 92% strongly agree
at 90 days.
 O. R. nurse and/or anesthesiologist assisted to
connect the patients to monitor in 100% of
patients at 90 days compared to only 51 % at
baseline
 PACU nurse signaled initiation of the verbal
SBAR in 92% of patients at 90 days compared to
only 16% at baseline
 PACU nurses’ satisfaction with O.R. RN’s report
increased from 41% strongly agree at baseline to
100% strongly agree at 90 days.
 PACU nurses’ satisfaction with the
anesthesiologist’s report increased from 46%
strongly agree at baseline to 100% at 90 days

30-days

Figure 1. Percent of time 30-second pause occurred
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 Following the approval by the UBC and prior to
implementation:
 PACU and OR nurses as well as the anesthesia staff
were educated on the followings:
- Rationale for the 30-second pause process
- “Pause/Quiet time” procedure including cue to
indicate readiness to begin report
- SBAR content based on prior PeriOperative Peer
Review Project

Measurements
 Percent of time the 30-second pause occurred.
 Satisfaction of PACU nurses was measured at
baseline, at 30, 60 and 90 days following
implementation. PACU RNs rated their responses
to the following questions on a 5-point Likert scale:
 I was satisfied with the PACU handoff for this
patient
 O. R. nurse assisted with connecting patient to
monitor/O2/equipment
 I indicated when to start the verbal SBAR report
 The SBAR report from OR RN was satisfactory
 The SBAR report from the anesthesiologist was
satisfactory

Baseline

 Handoff process is critical for accurate
communication between clinicians during patient
transfer from the operating room to the PACU
(Pucher et al. 2015).
 Eighty percent of medical errors occur due to
failure of communication during handoff process
(Joint Commission, 2012).
 Due to the palpable dissatisfaction of PACU
nurses with existing hand off process between the
OR nurse, anesthesiologist, and PACU receiving
nurse, the PeriOperative UBC (Unit Based Council)
recommended identifying and implementing an
effective hand off process that is based on
empirical evidence.
 A 30-second pause upon patient arrival in PACU
has been suggested to improve patient safety and
PACU nurse satisfaction with the SBAR report.
 The 30-second pause is a period of silence upon
patient arrival in PACU and while the patient is
being connected to the PACU monitoring
equipment. This pause allows the PACU nurse to
complete a brief initial assessment before signaling
readiness to receive verbal SBAR report.

Objectives
The objectives of this performance improvement
project were to:
 implement a 30-seond pause upon patient arrival from
the OR into the PACU before the handoff process
begins
 assess the effect of this process on PACU nurses’
satisfaction
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