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Good summer days to all Peri-anaestheia Colleagues, 

As we all move into the ―dog days of summer‖ our thoughts 

are dwelling on our vacation plans with family and friends, but 

your OPANA conference committee and Board of Directors 

are busy with their plans. 

The conference committee chairs, Marianne and Cher, along 

with a dedicated group of volunteers are finalizing plans for 

the ―Inspirations‖ conference November 2 and 3
rd

  at the 

Nottawasaga Inn, Alliston, Ontario.  The speaker line up is 

impressive and the venue will offer an opportunity to relax for 

everyone.   The conference plans can be followed at our 

website, www.opana.org 

 
The Board of Directors met on June 14

th
 in Toronto and we had our website designer in to speak with us about how we 

can offer our members the most valuable experience we can.  Our forum will be up and running shortly with 

administrators and moderators from the Board of Directors.  

OPANA is also supporting the National Board of Directors in their development of the national certification exam to be 

written next year.  Stay tuned for more information! 

You may or may not know that we are also on Facebook as OPANA NURSE.  Please feel free to comment and follow us 

through this interactive site. I look forward to meeting most of you at the conference and feel free to contact your Board 

of Directors with questions, concerns through our website.  

Deborah  

http://www.opana.org/
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CALL FOR POSTER ABSTRACTS 

 

The Ontario PeriAnesthesia Nurses Association (OPANA) is pleased to host our annual 

Inspirations Conference. The conference will be held on November 2 &3 2013 at the 

Nottawasaga Inn Resort and Conference Centre in Alliston, Ontario. 

 

This year‘s theme is To inspire is great, to be inspired is incredible! 

 

OPANA invites you to share your expertise of quality improvement projects with fellow 

colleagues by submitting an abstract of your poster as it relates to PeriAnesthesia. 

 

 

ABSTRACT GUIDELINES : 

 

Your abstract should include: 

 presenter(s) name, credentials and email address 

 title of poster 

 relevance to PeriAnesthesia Nursing  

 typed single spaced in font size of 12 not to exceed 350 words 

 The deadline for abstract submission is July 31, 2013 
 Poster size to be no larger than 4 ‗ X 6 ‗ 

 
 
Please submit your abstracts via email to Ramona Hackett at 

perianesthesiarn@gmail.com .  Authors will be notified of the acceptance of their 
abstracts by August 7, 2013 and confirmation of participation must be received 
no later than August 21, 2013.  
 
 
OPANA is looking forward to receiving your submission!  
 
 
Thank you, 
The OPANA Conference Planning Committee  

mailto:perianesthesiarn@gmail.com
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ATIONS 
 

Members       

Non-Members 

TIME 

0800 - 1630 hrs 

DATE 

November 2 & 3 
 2013 

“TO INSPIRE IS 

GREAT, TO BE 

INSPIRED IS 

INCREDIBLE” 

Guest Speakers 

Includes Breakfast & Lunch 

Gifts, Vendors & Exhibitors 

  

 

 

 
 Changes to Morphine Practice 

 Pain Management in Post-op Bowel Patient 

 Gyn/Onc Management and Post-op care 

 Sedation 

 PeriAnaesthesia Care Pathway 

 Other Topics 

 Come join, learn, play and meet with us! 

    

 
       
            
                          

 

Nottawasaga 

Inn Resort 

6015 Hwy  89 

Alliston, On 

L9R 1A4 

  

 

 

R E G I S T R A T I O N  O P E N S  J U L Y  15  

WWW.OPANA.ORG  
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DRAWN CURTAINS, MUTED ALARMS, AND                                     
DIVERTED ATTENTION LEAD TO TRAGEDY IN                                                     

THE POSTANESTHESIA CARE UNIT 
 
Reprinted, with permission.  Institute for Safe Medication Practices. ―Drawn Curtains, Muted Alarms, and Diverted 

Attention Lead to Tragedy in the Postanesthesia Care Unit.‖. ISMP Med Saf Alert Acute Care 2013 Mar 10;18(6):1-4. 

 
PROBLEM: 
  Last April, a 17-year-old girl died following an uncomplicated tonsillectomy performed in an outpatient 
ambulatory surgery center after receiving a dose of IV fentaNYL in the PostAnesthesia Care Unit (PACU). The case 
made headline news again recently when a civil lawsuit filed by the teen‘s parents was resolved. While it is too late to 
reverse the tragic outcome of this case, we call upon all hospitals and outpatient surgery centers to learn from the event 
and take action to prevent a similar tragedy in your facility. 
 Following surgery, the teen arrived in the PACU where a nurse anesthetist administered a dose of fentaNYL by 
slow IV push to the patient to help manage pain. The drug led to respiratory depression and eventual respiratory arrest. 
The patient was found pulseless and breathless 25 minutes after receiving the fentaNYL. Resuscitation efforts were 
initiated, and the patient was transferred from the ambulatory surgery center to a hospital emergency department. As a 
result of oxygen deprivation, the patient suffered profound, irreversible brain injury and died. 
 After investigating the causes of this adverse event, the ambulatory surgery center staff identified several 
reasons why the PACU staff failed to notice the patient‘s declining respiratory status. 
 

Inadequate Monitoring 
 After receiving the IV fentaNYL, the teen was not observed or assessed for 25 minutes. The attention of the 
teen‘s PACU nurse was temporarily diverted to tend to another patient who had developed postoperative complications. 
An initial set of vital signs had been taken upon the patient‘s arrival in the PACU, but no further assessment of the 
patient occurred until she was found in cardiac arrest 25 minutes later. 
 

Muted Alarms 

The alarms on the monitoring equipment used to alert healthcare professionals to changes in the patient‘s 
cardiac and respiratory status were muted. In fact, all the alarms associated with monitoring equipment in the PACU 
were muted, most likely due to alarm fatigue. The purpose of a medical device alarm is to warn caregivers of potential 
problems with patients who may require immediate action. The cacophony of sounds from alarms that echo through a 
hospital, however, can be overwhelming.1 The sheer number of alarms—up to 700 per patient per day2—along with a 
high rate of false or clinically insignificant alarms can quickly desensitize staff and cause alarm fatigue, which can lead 
to missed alarms, ignored alarms, delayed responses to alarms, muted or low volume alarm settings, or adjustments 
to alarm limits outside a safe range.1,2 Alarm fatigue has been described by those who experience it as follows:3 

 When a nurse or other caregiver is overwhelmed with hundreds of alarm signals per patient per day 

 When a patient can‘t rest with the multitude of alarm signals going off 

 When a true life-threatening event is lost in the noise because of the multitude of devices with competing 
alarm signals, all trying to capture someone‘s attention, without clarity around what that someone is 
supposed to do 

Additionally, in a PACU, where nurses are rarely far from the patient‘s bedside, staff may have a good faith but mistaken 
belief that the risk associated with muting alarms is not significant. 
 

Obstructed View of the Patient 
 A curtain had been drawn around the patient, obstructing the view necessary for the nurses to maintain an 
ongoing visual assessment of the patient.  Patients in the PACU are particularly vulnerable to adverse events and are 
more likely to encounter medical difficulties as they emerge from anesthesia versus later in their recovery.4 In the 
operating room, an entire team of practitioners is directly caring for the patient and monitoring the patient‘s response. 
Once the patient moves into the PACU, highly trained PACU nurses are available to provide care, but they may be 
caring for more than one patient. While PACU nurses may be experts in interpreting and responding to events during 
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the brief but intense period immediately following a procedure requiring anesthesia, staffing patterns that do not support 
necessary monitoring, alarms that are inaudible, and a blocked line of sight for observing patients invite untoward 
clinical events. While airway obstruction may be the most common untoward event in the PACU, inadequate ventilation 
and over sedation from residual anesthesia-related medications and pain medications administered in the PACU are a 
close corollary.4 

 
 

SAFE PRACTICE RECOMMENDATIONS: 
Because unexpected patient emergencies can quickly arise in the PACU and result in diversion of staff 

attention, ISMP hopes all hospitals and ambulatory surgery centers will recognize that similar events could happen in 
any PACU. Consider the following recommendations to reduce the risk of this type of error in your PACU (or a similar 
unit such as the emergency department). 
 
 

Maintain a Direct Line of Sight to Patients 
 Although patient privacy is an important concern during the postoperative experience,5  a direct line of sight to 
PACU patients is vital to allow staff to observe all patients at all times.4 Privacy curtains should be used judiciously, and 
a PACU staff member assigned only to one patient may need to remain behind the curtain with that patient if close 
observation is required. In the ambulatory surgery center where the event happened, drawing curtains that would 
restrict the view of patients is now prohibited, according to the news. 
 

Provide Staffing to Ensure Proper Monitoring 

 

 Review current staffing patterns and monitoring practices in the PACU to ensure patients are adequately 
observed and cared for during the immediate post anesthesia period, particularly when IV opioid analgesics are 
administered. Guidelines from applicable professional associations and national and state regulatory agencies should 
serve as a resource to ensure that staffing and monitoring practices comply with current standards of care. For 
example, the American Society of Anesthesiologists (ASA) Standards for PostAnesthesia Care note that, during 
recovery from anesthetics, a quantitative method of assessing oxygenation such as pulse oximetry should be employed 
during the initial phase of recovery,6 and that physiologic monitoring such as cardiac monitoring has become a de 
facto standard.4 The ASA also suggests that, during the initial 15 minutes in the PACU, one nurse should be caring 
exclusively for that patient.4 The American Society of Peri- Anesthesia Nurses (ASPAN)—the professional association 
to which the ASA defers or issues of nursing care—has promulgated a standard requiring a 1:1 nurse: patient ratio from 
the time the patient is first admitted to the PACU until explicit critical elements are met, including that the patient is 
hemodynamically stable.5,7 

 Because of the cumulative effects of opioids given near the end of a surgical procedure and then again in the 
PACU, which may contribute to respiratory depression, the surgical center where the adverse event happened now 
requires one-on-one nursing care for patients who have received opioids in the PACU. Because patient emergencies 
can quickly arise in the PACU and require unexpected staff attention, the facility also established a charge nurse 
position in the PACU to monitor the patient flow and staffing, and to redeploy resources as needed. 
 
 

Manage Alarm Hazards 

 

 According to the ECRI Institute—a leading organization that evaluates medical technology—alarm hazards are 
once again number one on its list of the Top 10 Health Technology Hazards for 2013.1 The potential for alarm-related harm 

exists every day in every healthcare facility. Given the ubiquitous nature of medical alarms, ECRI suggests that the 
potential for alarm-related events may always warrant inclusion on a list of the most pressing technology hazards.1 

Nonetheless, healthcare facilities must do more to improve the manner in which alarms are managed. Awareness of 
the problem is not at issue—the absence of meaningful action is. 
 

 Driving this point home, The Joint Commission (TJC) has been evaluating a proposed 2014 National Patient 
Safety Goal (NPSG) related to alarm management, which would require accredited organizations to:8 

 Establish alarm safety as a priority. 

 Prepare an annual inventory of device alarms and identify default settings. 

 Identify the most important alarms to manage. 

 Establish policies for managing important alarms, including clear guidelines regarding when alarms can be 
disabled, when alarm parameters can be changed, who has the authority to make these decisions, how to 
monitor and respond to alarms, and when to check alarms for accuracy. 

 Educate staff about alarm policies and procedures. 
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The public comment period for the proposed NPSG has just ended. However, TJC will be publishing a Sentinel 

Event Alert next month describing the extent of alarm-related events reported to TJC along with recommendations for 
improvement.9 

The ambulatory surgery center where the event happened no longer allows muted alarms with monitoring equipment in 
the PACU. While ISMP concurs with this action, the scope of alarm hazards is larger than just muted alarms and broader 
than can be addressed with a few bullet points in this newsletter. Therefore, ISMP strongly encourages healthcare 
organizations to utilize external resources that are more appropriate to guide the assessment and improvement of alarm 
hazards. Two great resources are the upcoming TJC Sentinel Event Alert9 as well as an in-depth resource that describes 
priority issues and consensus recommendations from a 2011 medical device alarms summit convened in October 2011 
by the Association for the Advancement of Medical Instrumentation (AAMI), the US Food and Drug Administration (FDA), 
the American College of Clinical Engineers (ACCE), TJC, and ECRI Institute.3 The report, A Siren Call to Action, identifies 
and prioritizes a range of issues with medical alarms and priority actions for addressing them, including, among others, 
the following:3 

 Conduct clinical testing and analyze alarm data to optimize alarm limits and delays for self-correcting alarm 
conditions that will reduce clinically nonactionable alarms. 

 Test the acoustics on clinical floors; environmental noise impacts patient and staff well-being and patient safety. 

 Change single-use sensors frequently to reduce nuisance alarm conditions, except in pediatric units (e.g., 
change ECG leads every 24 hours). 

 
The Sentinel Event Alert and the summit report make it clear that clinical leadership support and interdisciplinary efforts 
are an absolute requirement to make headway with this challenging problem. 
 
 
References 
1) ECRI Institute. Top 10 health technology hazards for 2013. Health Devices. 2012;41(11):1-24. 
2) Cvach M. Monitor alarm fatigue. An integrative review. Biomedical Instrumentation & Technology July/August  

  2012;268-77. 
3) Association for the Advancement of Medical Instrumentation (AAMI). A siren call to action. 2011. Accessed at:  
 www.ismp.org/sc?id=170. 
4) American Society of Anesthesiologists. Postanesthesia care units. Chapter 14 in: 2012 Operating Room Design 
  Manual. 2012;57-72. Accessed at:  www.ismp.org/sc?id=167. 
5) Association of periOperative Registered Nurses (AORN). AORN guidance statement: postoperative patient care in the 
  ambulatory setting. AORN J.  2005;81(4):881-8. 
6) American Society of Anesthesiologists. Standards for Postanesthesia Care. October 2009. Accessed at:  
 www.ismp.org/sc?id=168. 
7) American Society of PeriAnesthesia Nurses (ASPAN). 2012-2014 Perianesthesia Nursing Standards, Practice 
  Recommendations and Interpretive Statements. 2012; Cherry Hill, NJ. 
8) The Joint Commission. Proposed 2014 National Patient Safety Goal on alarm management. 2013. Accessed at: 
  www.ismp.org/sc?id=169. 
9) The Joint Commission. Medical device alarm safety. The Joint Commission Sentinel Event Alert. To be published:  
 April 8, 2013;50:1-3. 
 
 

  

OpanaNurse 
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Regional Report for the Greater Toronto Area:  Carol Deriet & Ramona Hackett  
 
The Sunnybrook PeriAnesthesia Care Pathway has successfully been rolled out and in August we will 

be conducting an audit to see how well it is being used.  

At The Scarborough Hospital, Patient Care Manager Christian Buendia reports that they are going 

through a lot of changes at the moment.  Two of the most immediate, innovating and exciting ones 

include: 

 Implementation of a new OR management system; 

 Implementation of LEAN/Business Performance System in same day surgery, OR and PACU that 
works to improve both the quality of work life of staff and the quality of care delivery to our 
patients. 

 It improves quality of work life by: 
o Engaging staff in identifying problems/issues as well as solutions.  Staff are directly 

involved if not leading the actual solutioning of the issue.  For example, we had issues of 
stock outs with our plaster carts leading into the weekend.  A registered nurse in the OR 
as well as a TA identified a process for ensuring no stock outs happen leading into the 
weekend.  Another example is the SDS, PACU and OR staff being involved in a 5S to 
look at workflow in the department especially when it comes to reducing clutter.  The staff 
were actively involved in identifying the solutions as well as sustaining the positive 
outcomes even up to now, a few months after the 5S event took place.   

o Creating a transparent and clear process for when issues are resolved.  We‘ve only been 
at this BPS for a few months (i.e., since January of 2012).  We‘ve managed to solution 27 
long-standing issues so far and that‘s not counting the problems we solved during our 
stat sheets in the morning. 

   
Mount Sinai Hospital - Perianesthesia Services Update 

1) Nursing Week Awards of Excellence: 

 1
st

 Place Gerald P. Turner Best Practice Award  

o Awarded to the PACU, PAU, and in collaboration with 11 North inpatient unit 

o For collaboration on fast track program for primary hip and knee replacements 

 

 Individual  Staff Awards: 

o Research Award:  Christopher Brown, PACU RN 

o Preceptor Award :  Lorraine Lalande, PACU RN ; Weena Lejarde, PACU RN;  

Jean Brissett, PAU RN ; Catherine Thompson, PAU RN 
o Education Award: Joselito Abaday, Nurse Clinician, Perianesthesia Services 

o Community Involvement Award: Antoinette Speranza, PACU RN and  

Weena Lejarde,RN 
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2) What’s New in Perianesthesia Services @ MSH? 

 

 Standardization of Pre-Operative Testing through Implementation of a Medical Directive 

o Now entering their 2nd year of implementation, the PAU nurses at MSH have successfully 

sustained the standardization of pre-op medical testing by use of a medical directive and testing 

grid that streamlines which tests patients receive pre-op 

 Primary Hip & Knee Fast Track Initiative: 

o A new integrated care pathway between PAU, OR, PACU, and the IP unit for primary hip and 

knee patients was implemented.  Highlights include a newly designed pre-op orthopaedic class, 

and pre-op analgesia administered to patients on the morning of surgery 

 

 Enhanced Recovery After Surgery: 

o As a part of the new BPiGs ERAS guidelines, the PACU has collaborated with staff on 14S/IBD 

unit where patients are supported to ambulate from stretcher to bed when transferred from the 

PACU post-op 

 New Grads in the PACU: 

o Now in its 2
nd

 year, the PACU @ MSH has used the MOHLTC HFO NGI to successfully integrate 

more than 6 new graduate nurses into the staffing pool!  Curriculum includes completion of a 

critical care nursing certificate and intense and focused practicum time within the PACU setting 

Regional Report for Southern Ontario- Hamilton/Niagara Region:  Marianne Kampf & Nancy Pool 

 Since March activity within the region has been active. Three major highlights that stand out in my mind 

are as follows:  The first was participating in the item writing of exam questions in Ottawa for the 

upcoming 2014 CNA PeriAnesthesia exam. The calibre of hard work and camaraderie that took place 

amongst nurses I met from across the country was phenomenal. For 5 days in a row straight we were 

taken to a special location where the depth and the breath of the questions were developed and 

discussed in detail. Never had I been involved in such a huge undertaking but I was thrilled to be a part of 

history making.  The phases in PeriAnesthesia were discussed and from there many scenarios were 

created which represented all age patient populations within our multicultural country. We reflected on 

how our nursing practice (within our defined standards) drives practice with evidence based research 

supporting us every step of the way. Stay tuned to hear more about the steps to register for the exam and 

Above – Nursing Week Award 
Recipients from MSH PAU 
Picture (Left to Right):  Joselito 
Abaday, Antoinette Speranza, 
Lorraine Lalande, Weena 
Lejarde, Christopher Brown, 
Farah Khan Choudhry 

 

Picture (Left to Right):  Farah Khan 
Choudhry, Sue Yee, Jean Brissett, 
Catherine Thompson, Dawn 
Emmerson, Joselito Abaday 
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the study groups that will be made available on the NAPANc website. Our CNA representative, Leslie 

Anne Patry, will be at our provincial conference in the Fall of 2013 and you will able to ask many more 

questions. 

 

 

 

 

 

 

 

 

  The second major transition was the change from paper to electronic documentation at Hamilton 

Health Sciences within the SDU and PACU areas. The amount of planning and work by many individuals 

that encompassed the team into such a transition was enormous. Many staff had a fear of transitioning 

from paper to electronic and wondered will their practice and care really transpire from the paper format 

into the visual electronic format. From the start, staff played an integral role.  Involvement meant 

reviewing and developing the standards, from which our practice is guided. The staff was involved with 

building of the interventions which became the electronic screen shots. They attended education 

sessions, and developed unit champions.  We met daily after we went live to debrief and communicate 

concerns or questions with the eCare support teammates responsible for the organization‘s clinical 

documentation roll out. Organizational Development was supportive in helping staff reflect on good and 

bad days. To date we are doing well and better than expected. Kudos to all sites! It is not perfect but we 

are well on our way and that is what we call great team work!  

Our last highlight was our site visit to the newly opened one million square foot hospital in St. Catherine‘s 

on May 10
th
. We were warmly welcomed by the PACU/OR Educator Barb and taken for a tour. What 

struck me most was the amount of daylight and large windows that allowed you to look outside often. 

What a beautiful hospital!  

 

 

 

 

 

 

 

 

Niagara Health System:  St. Catharines site                  

                                              

http://www.niagarahealth.on.ca/en/sites-

and-services/details/st-catharines 

 

http://www.niagarahealth.on.ca/en/sites-and-services/details/st-catharines
http://www.niagarahealth.on.ca/en/sites-and-services/details/st-catharines
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I was so impressed by the board referred to as the Smart Track! Patients were listed by number with the 

physician‘s name and colour highlighted in the background that indicated where they were in their plan of 

care and updated frequently. It initially reminded me of when we look at the electronic board at the airport 

listing departures and arrivals. This, to me, was actually very impressive. It respected the patient‘s 

confidentiality. For family/caregivers the Smart Track provides information as to where their loved one is 

in the circle of care thus lessening feelings of anxiety and multiple calls into the PACU or SDU. I said to 

myself I was going to share this at our next program meeting to show how technology met the needs of 

many questions. Everywhere we went the staff were friendly and mentioned to us they were still adjusting 

to their new home.  It was obvious that they were excited to have us visit their site and wondered what 

they could possibly offer us as we are coming from a hospital with world renowned physicians and 

research. 

  

 

 

 

 

 

 

 

 

 

 

The PACU had 18 bays. The room was divided by a large wall. On one side were the pediatric cases and 

on the other, the adults. While talking to a PACU staff nurse, my colleague and the nurse had discovered 

they had gone to nursing school together! Sweet memories began flooding back with lots of laughs and a 

great picture (which we have included). Who would have known that two nurses who had not seen each 

other in over 25 years would once again see each another in a specialty nursing area that neither of them 

had considered while in school! We ended our visit with Barb purchasing a copy of the OPANA standards 

to help guide and support practice. It was a great visit and as your regional representatives we plan on 

visiting other hospitals in future within our region.  

Respectfully submitted, 

Nancy Poole & Marianne Kampf 

 

 

Natalie Hanna ( HHS HGH PACU/BTU educator) with 

Donna. Happy reunion 25 years later! 

 

Marianne, Nancy, Donna (PACU nurse)                                  

and Barb (OR/PACU educator) 
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Regional Report for Western Ontario - London/Windsor Region:   Karen Rogers & Shelley Bondy 

South Western Ontario- Essex County 

As a new member and representative from south Western Ontario, I would like to share a bit about my 

hospital in hopes I can connect with other members working in a like model. 

Leamington Hospital is a 65 bed rural community hospital located on the north shore of Lake Erie. Our 

Perioperative Services is compromised of 85% outpatients from Gen Surg, Gyn & OBS,  Dental (adult & 

paediatric), Endoscopy and visiting Plastics and Orthopedics from Windsor.                                               

Our TEAM :  RNs- 6 F/T  & 1 P/T ( +2 P/T Day Surgery& PACU ONLY)                                                                

RPNs- 5 F/T, 2 P/T ( +2 P/T Day Surgery ONLY)                                                                                                           

Two O.R.s are staffed Monday – Friday with RN and RPN –OR Tech. Our nurses rotate throughout our 

department. The 8 bed day surgery is staffed by RPNs 90% of the time with staggered 7-3, 8-4 & 9-5 

shifts.    A 9-5 RN staffs the 4 bed recovery room. The unit is supported by a float RN and RPN for 

resource to all areas. The float RN is designated charge nurse working 8-4 and is responsible for flow, 

added cases and liaison to the manager for staffing assignments. The valuable addition of a RNFA last 

year has added extra nursing hands in the OR and allowed us to initiate a postoperative follow-up phone 

call program.                                                                                                                                                              

The Pre-Admit clinic is open 2 days a week. The patient is interviewed by the RN or RNFA by telephone 

or face to face, depending on surgery, level of health, age and /or level of comprehension.                                                                                                                                                                 

An On-Call team of RN & RPN is assigned daily for emergent after hour cases. Their responsibilities are 

to the patient from Preop through to Phase 2 of recovery. 

Our nursing team is an outstanding group of nurses who continue to evolve with the profession. Kudos to 

all our RPNs whom have completed the module on peripheral Intravenous access and for the last year 

have been starting IVs!!  

Nurse‘s Week was celebrated in our department with food (of course!!) and yet another presentation of 

Nursing Excellence. Our veteran RPN, Mary Ann Baldwin was presented with the Daisy Award because 

her diligence during the preoperative interview by unveiling a condition the patient did not disclose to her 

team of doctors. Weighing the patients risk to proceed with the surgery in our hospital, a decision was 

made to cancel the patient‘s surgery and transfer her to a facility with adequate resources.    Mary Ann 

was a true advocate for this patient to lead the way for her safe patient-centered care.  She demonstrated 

perianesthesia nursing at its best!!! OPANA applauds you, Mary Ann.   

With OPANA conference planning well under way, I invite anyone interested in information regarding 

sponsorships, contacts to exhibitors or vendors to contact me.                                                                                      

Have a safe, happy, memory making summer!! 

Shelley Bondy   bondyopana@gmail.com 

mailto:bondyopana@gmail.com
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Regional Report for Dentistry & Free Standing Clinics:  Cher Jackson & Susie Oxenham 

 Hello fellow members: 
Dentistry and Free-standing Clinics would like to report that the Out-of- Hospital Premises standards 
(OHP), is hoping to finalize the revisions to the OHP standards by the end of summer. 
 
There are no significant changes within the document at this time, but, we will inform our OPANA 
members of the copy once the document is approved.  
A reminder to registered nurses from the RCDSO, that, when working in dental clinics, the clinic must 
have a record on file, of your current registration and CPR certification including HCP (hospital care 
provider).   The revision to add HCP as an additional requirement to the CPR certification is a new 
RCDSO standard as of July 2012. 
As Directors, we continue to work on updating the OPANA Standards for Dentistry and Free- standing 
Clinics and active on the planning committee (co-chair) for our upcoming November 2013 "Inspirations" 
conference. 
   
   Cher Jackson 
   Susie Oxenham 
                                                                                                            

Regional Report for North Western Ontario- Thunderbay/ Sault Ste. Marie Region  

This position is currently vacant and OPANA is searching for an interested nurse(s) to represent 
Northwest Ontario. 
Regional Report for North Eastern Ontario- Sudbury/North Bay Region:  
This position is currently vacant and OPANA is searching for an interested nurse(s) to represent 
Northeast Ontario.   
                                                                                                                      

Jen Braun RPN & OR Tec and Linda 

Macchio RPN hard at work in Day 

Surgery with their OPANA pens! 

Mary Ann Baldwin RPN & OR tech- 

2013 Daisy Award winner! 
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Regional Report for Central Ontario – Barrie/Orillia/Newmarket Region 
Tammy Gallagher:  No report available 
 
Regional Report for Eastern Ontario- Ottawa/Kingston 
This position is currently vacant and OPANA is searching for an interested nurse(s) to represent Eastern 
Ontario 
 
 
Regional Report for Paediatrics:  Nancy Rudyk 
 
  Preoperative preparation is an essential step in planning the preoperative care for the child and 
family prior to surgery.   
 
In the Preanesthesia clinic at Sickkids the focus in all aspects of our care is facilitating a family- centred 
care approach in the preparation of the child and family prior to surgery.  Time is spent in the preoperative 
consultation to assess the level of anxiety the child and family may have in order to plan effectively for the 
child‘s surgery.  Providing information during the consult is important for the family. This includes verbal, 
written and access to the hospital online information. A website we have developed for children and 
families, Coming for surgery, can be accessed at home. This information has proven to be an important 
tool for families to review before arriving to the hospital for surgery or procedures. 
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I would really love to hear from the OPANA members on the innovative ways that your facility provides 
preoperative information, to prepare children and their families for general anesthesia!  Starting a 
pediatric contact list would be a great start!!! Hope you will consider and respond to the following 
questions – which I will post in the next newsletter 

 Does your facility have a preoperative program? When is it offered? 

 Does your preop program see all children and families prior to surgery? 

Please share your feedback to me at : nancy.rudyk@sickkids.ca  

Hope to see you at OPANA 2013 conference!  

Nancy 
 
Contact Info:    
Nancy Rudyk, Clinical Nurse Specialist  
Preanesthesia Clinic, Department of Anesthesia 
Hospital for Sick Children 
Toronto, Ont.           416-813-2246    
 

 

 

 

 

OPANA’S MISSION STATEMENT 
 

 To promote standards of PeriAnesthesia nursing practice which will improve care and 
promote safety for practitioners and patients 

 

 To establish and promote educational programs which will contribute to the above. 
 

 To provide a forum for the presentation and discussion of all matters relating to the 
practice of PeriAnesthesia nursing. 

 

 To establish cooperation and liaison with all groups, associations, institutions, or bodies 
in matters affecting the objective of the association; and 

 

 To further the public‘s awareness of the role of the PeriAnesthesia practitioner as a vital 
member of the Health Care Community. 

 

 

 

 

 

mailto:nancy.rudyk@sickkids.ca
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...because being a member promotes 
 Opportunity to network with peers 
 Pride in having a professional organization 
 Affiliation with NAPAN©, our national association 
 Nursing excellence 
 Advocacy with other qualified perianesthesia nurses 

 
Membership Benefits include: 
 Quarterly newsletters 
 Reduced registration fee at OPANA-sponsored educational events including our annual 

conference and Annual General Meeting (AGM) 
 Opportunities for members to apply for financial support for continuing educational activities 

(conference bursaries) 
 Discounts on OPANA Standards of Practice 
 Membership in the National Association of PeriAnesthesia Nurses – Canada (NAPANc) 
 Opportunity to vote on important OPANA issues 
 Networking opportunities 

 
Ways to register to become an OPANA member: 
 
 Use our website:  www.opana.org and join online. Cost per membership is $50. 
  Member of RNAO?  Add OPANA to your membership.  
  Even better, if you are already a member of RNAO and paying your fees with an employer 

payee deduction, consider adding OPANA to your membership. It would calculate out to less 
than $13.00/pay for RNAO & OPANA. No hassle, renewal or fuss! 

 Membership runs from November 1-October 31.  Membership is aligned with the RNAO 
membership dates, as well as the annual OPANA conference.  Renew your membership 
when you register for the conference.  A great reminder! 

 
 

                                                 

For more information on 

OPANA membership             

Visit www.opana.org 

 

http://www.opana.org/
http://www.opana.org/
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OPANA STANDARDS OF PRACTICE, 6TH EDITION, 2009 CONTENTS: 

 OPANA Mission Statement, Vision and Goals, Scope of Practice for PeriAnesthesia Nursing                                                                              
 
ADMINISTRATIVE STANDARDS 

 Environment and Equipment 

 Staffing 

 Orientation and Education 

 Documentation 

 Continuous Quality Improvement 
 
CLINICAL PRACTICE STANDARDS 

 Care of Patients Receiving General Anesthetics, 
Regional Anesthetics, Analgesics, Muscle Relaxants and 
Sedative Agents 

 Airway Management 

 Patient Comfort Related to Pain or Postoperative Nausea and Vomiting 

 Management of Thermoregulation 

 Assessment, Monitoring and Interventions of the PeriAnesthesia Patient in All Areas of 
PeriAnesthesia Patient Care  

 Transfer of Care and Accountability in all Phases of the PeriAnesthesia Environment 
 
RESOURCES 

 PreOperative Screening in the PreOperative Phase or PreAdmission Unit 

 Telepractice in the PreOperative Phase or PreAdmission Unit 

 Recommended Staffing Guidelines and Patient Classification 

 Care and Screening of the Patient with Obstructive Sleep Apnea  

 Care of the Patient with Malignant Hyperthermia 

 Management of Patients with Latex Allergies  

 Guidelines for Visitors in All Phases of the PeriAnesthesia Environment 

 Patient Safety Measures in All Phases of the PeriAnesthesia Environment 

 Emergence Delirium 

 Pain Management in PeriAnesthesia Nursing 

 Infection Prevention and Control 

 Discharge Criteria from All Phases of PostAnesthesia Recovery 

 Managing Patient Process Flow through the PACU (Avoiding Delays in the OR)  
                          
POSITION STATEMENTS 

 Minimum Staffing in All PostAnesthetic Phases of Recovery 

 Role of the Nurse Practitioner in Anesthesia in All Phases of PeriAnesthesia Environments 

 Roles of the RN and RPN in the PeriAnesthesia Setting 

 Phase I Recovery as a Critical Care Unit 

 Unregulated (Health) Care Providers in PeriAnesthesia Settings  

 Do Not Resuscitate in the PeriAnesthesia Environment 

 Fast Tracking of the Post Anesthetic Patient to Bypass Phase I Recovery 

 Role of the Anesthesia Assistant in the PeriAnesthesia Environment 

 
To order your copy of OPANA standards, please go to 

WWW.OPANA.ORG and order via credit card through our safe site 

The OPANA Standards 
Committee is continuing to work 

on the 7
th

 Edition!       
If you are interested in learning 

about the process of researching 
and writing standards, please 

contact: 
info@opana.org  

                                                     

http://www.opana.org/
mailto:info@opana.org
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OPANA EXECUTIVE BOARD OF DIRECTORS 

PRESIDENT:                                                        

DEBORAH BOTTRELL  

 
IMMEDIATE PAST PRESIDENT:                              

MARIANNE KAMPF  

 
TREASURER:                                                         

MARIANNE KAMPF  

 

PRESIDENT ELECT:                                                          

CAROL DERIET                                                      

SECRETARY:                                                       

RAMONA HACKETT  

 
                                           

MARKETING/MEMBERSHIP:               

NANCY POOLE  

CONSUMER PRICING:                       

DEBORAH BOTTRELL  

NEWSLETTER EDITOR:                

RAMONA HACKETT 

WEB SITE/FORUM:                                              

LYNN HASLAM 

PEDIATRICS:                                    

NANCY RUDYK                                                                

 

DENTISTRY/CLINICS                                         

CHER JACKSON & SUSIE OXENHAM 

 

REGIONAL BOARD                                   

OF DIRECTORS 

 

 

GREATER TORONTO AREA:                                                            

CAROL DERIET & RAMONA HACKETT                                                                        

 

 

EASTERN ONTARIO:                                         

VACANT    

SOUTHERN ONTARIO:                                  

NANCY POOLE & MARIANNE KAMPF                                                 

CENTRAL ONTARIO:                                   

TAMMY GALLAGHER 

WESTERN ONTARIO:                   

KAREN ROGERS & SHELLEY BONDY 

                                  

NORTHWESTERN ONTARIO:                                          

VACANT 

NORTHEASTERN ONTARIO:                                          

VACANT 

 

                                                                        

PROFESSIONAL ADVISORY COUNCIL 

MEDICAL ADVISOR:                                                                         

DR. MICHAEL PARISH  

PROFESSIONAL PRACTICE ADVISOR:                              

LYNN HASLAM  

All OPANA board positions are 
held by dedicated volunteers.  
If you are interested in being a 

part of the OPANA board, 
please contact 

info@opana.org for more 
information. 
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