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Hi Everyone! 

Yes, summer is/was here at some point...the sunny summer weather has definitely been a moving target! But 
hey...we are all looking forward to a beautiful, fulfilling Fall! I'm certainly looking forward to the beautiful colours 
the fall promises to bring, a Thanksgiving celebration with family and friends whom I am very thankful for, and 
the opportunity to meet with some of you at our Fall Workshop! 

Yes, I am excited to be the first to Invite you to our OPANA Fall Workshop entitled 

"Energize Your Practice" Registration will be limited to 100 due to space constraints, so please register asap at 
www.opana.org 

The cost of registration for the workshop is just $50.00 for members who have joined or renewed their OPANA 
memberships for the Nov 1 2014/October 31 2015 membership year. 

The cost for members who have a current OPANA membership (2013/2014), but have not renewed for the 
2014/2015 membership year is $75.00. (Tip! Save $25 off the cost of the workshop by renewing your 
membership!) 

And....Lunch is included!!! 
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Some of the highlights for the day include, our keynote speaker, who will be talking about our Happy 
Hormones!; A participative inspirational table talk with a few of the first successful CNAcertified 
PeriAnesthesia Nurses on the how, why, when and where of writing the CNA Certification Exam; the 
OPANA Board of Directors will literally be strutting down a runway while a Master of Ceremonies describes 
their assetts and how they are used to OPANA's benefit! :-) 

In the mean time, I'm interested to know...what are you doing to energize PeriAnesthesia Nursing Practice 
at your place of work? Do you have any specific areas of interests, requests or projects that can be shared 
with OPANA members? 

I was fortunate to have attended the American Society of PeriAnesthesia Nurses (ASPAN) 33rd National 
Conference, "Dealing with Challenges, Winning with Power, Practice and Purpose", held in Las Vegas in 
April! I have to say attending a conference as large as this is inspiring in itself. However the most insightful 
thought that crossed my mind while attending different outbreak sessions was "I'm not alone"! When you 
start to feel as though you 'aren't making any progress' or 'things will never change' it is very comforting to 
know that the issues we are experiencing as professionals are being experienced across North America 
and beyond. Not only is it comforting knowing you have allies, but to hear of the different approaches that 
have been taken in an effort to overcome or at least make some issues more bearable. Sometimes the 
smallest of improvements can be all you need to put that extra wind in your sail and help you to get past 
what can seem like an insurmountable road block, which ends up being a speed bump that can eventually 
give you the momentum to carry on and do more great things... 

Don't underestimate the energy you receive and return when you connect with colleagues from other parts 
of the world!...engaging in conversation with people that started out as strangers but end up as friends 
because of the passion you share...it could be your passion for PeriAnesthesia Nursing. 

So Please!...Make sure to join us at our Fall Workshop...Energize Your Practice...You are not alone...You 
have professional allies that can put that extra wind in your sail, that gives you the momentum you need to 
carry on and do more great things in PeriAnesthesia Nursing! 

How can you impact Peri Anesthesia Nursing practice? Get involved with OPANA! Please feel free to email 
me and let me know of your interest! We can strategize to develop a schedule that supports you and your 
busy life! If you are interested in participating in planning our conference next year (2015)? Please let us 
know by emailing president@opana.org. 

One last note, please consider registering for the Canadian Nurses Association annual PeriAnesthesia 
Exam! We will be highlighting this at our workshop on November 8th. Please click on the advertisement 
later in this newsletter for more information on the certification exam. 

In the mean time, I wish you all warm and colourful sunny days that inspire you to do and be the best 
PeriAnesthesia Nurse you are! 

Warm regards, 

Carol Deriet 
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Canadian Nurses Association 

Initial certification exam application period: 

September 2 to November 12, 2014 

Exam Date:  April 18, 2015 

FOR MORE INFORMATION CLICK HERE 

 

 

http://nurseone.ca/en/certification
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Reconsidering Do-Not-Resuscitate Orders in the Perioperative Setting 
Susan M. Byrne, MSN, BSN, RN, Svetlana Mulcahy, MSN, RN, FNP-BC, 
Myra Torres, MSN, BSN, RN, Anita Catlin, DNSc, FNP, FAAN 
 
Many of our elderly have now signed advance directives or physicians’ order sets of life-sustaining 
treatment forms. Frequently, choices have beenmade for no life-sustaining interventions at the end of life 
or do-notresuscitate (DNR) orders. As the proportion of elderly grows and more patients seek surgical 
intervention for comfort or to improve their quality of life, the medical and ethical issues of DNR orders in 
the perioperative setting become increasingly more complex. Many health care providers neither 
recognize the complexity and significance of the DNR order during the perioperative period nor have 
hospitals established actions toward resolution of this situation. This article will discuss how this complex 
issue should be explored, definitions established, and positions recommended. 
Keywords: anesthesia ethics, do not resuscitate, perioperative, palliative 
care. 
 
MRS. SMITH IS A NON-VOCAL, confused, but ambulatory 93-year-old female living in a Senior Group 
Home. Her Durable Power of Attorney for Healthcare indicates Do-Not-Resuscitate (DNR) status. While 
ambulating to the dining room one morning, Mrs. Smith falls. She is taken to the nearest community 
hospital emergency room where it is determined that she has incurred an intracapsular fracture of her left 
femur. A hospitalist and an orthopaedic surgeon evaluate the patient and feel that the most appropriate 
treatment is surgical pinning. They contact the patient’s son, who lives out of state, to discuss their 
recommendations. 
After receiving the son’s consent, the decision is made to proceed with surgery. In this hospital, the DNR 
status is routinely rescinded for surgical procedures and the son is notified of this. The patient remains 
clinically stable during the surgery; however, approximately 1 hour after arrival to the postanesthesia care 
unit (PACU), her condition begins to deteriorate. Initial efforts with administration of reversal agents and 
manual hyperventilation are not successful. The patient becomes bradycardic and resuscitation drugs are 
administered. Despite these efforts, the patient becomes asystolic and cardiopulmonary resuscitation is 
initiated. Cardiac compressions are started. She is intubated and a central line is inserted. During the 
compressions, the nurse feels rib bones breaking. The patient is resuscitated and transferred to the 
Intensive Care Unit. Some members of the postanesthesia nursing care team are visibly upset, but the 
schedule is tight and they must quickly return to caring for the other patients in the PACU. Early the next 
day, after discussions with the son, the patient is transitioned to comfort care status, lines pulled, and she 
is extubated. 
While changing the patient’s gown, the ICU nurse caring for the patient is tearful as she notes her bruised 
and disproportionate chest. The nurse administers a subcutaneous injection for the potential pain the 
patient may feel. Mrs. Smith dies a few hours later. 
 
Background 
The National Institute on Aging projects that one in five Americans will be aged 65 or older by the year 
2030. The fastest growing sector of the elderly population is the subgroup aged older than 85 years(1). 
Surgery will be increasingly common in thisgrowing elderly population(2). Patients with terminal 
and end-stage disease are also living longer. Many patients who have chosen palliative caremay desire 
surgical or procedural intervention. These interventions in patients near the end of life are designed to 
relieve distress, improve function, and possibly enhance survival (3). According to the Association of 
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Perioperative Registered Nurses (AORN), it is estimated that 15% of patients with do-not-resuscitate 
(DNR) orders still choose to undergo a surgical procedure (4).  For many hospitals and health care 
providers,the complex medical and ethical issues of DNR orders in the perioperative setting, although 
not new issues, remain unrecognized and unresolved. Often policies are outdated or unclear, leaving 
the staff unsure or misguided about what to do. This article will provide hospital policy writers and 
care providers with guidelines to assist them in establishing clear hospital policies that are both procedure 
and patient centered. 
 
Understanding DNR Orders in the Perioperative Setting 
In an effort to determine the best position to take on DNR orders in the perioperative setting, the 
following medical and ethical issues must be addressed: 

 What positions do professional health care organizations take on these issues? 

 What defines the operative or perioperative setting or period? 

 What does resuscitation mean in the perioperative setting, and to what extent is it used in the 
context of code status or end-of-life directives? 

 What are the ethical considerations involved in these issues? 

 What are the interests and requirements for individuals of the health care team? 

 How should the evidence be applied? 
 

What Positions Do Professional Health Care Organizations Take on This Issue? 
Many professional health care organizations have guidelines or position statements on the issue of 
DNR in the perioperative setting. Unfortunately, many health care providers remain unaware of their own 
professional policies, and facility positions and practices do not always align with existing professional 
policies. The American Society of PeriAnesthesia Nurses (ASPAN) Position Statement on the 
Perianesthesia Patient with a Do-Not-Resuscitate Advance Directive recommends reclarification of the 
patient’s wishes before receiving anesthetic medication. The position statement endorses informed 
consent discussions including a thorough review of the patient’s directives, which are then carefully 
documented. ASPAN prescribes established policies for the management of a patient’s DNR status 
during the perianesthesia period. The statement further advocates the rights of the perianesthesia 
registered nurse (RN) to object to participate in a patient care situation, as long as the care needs of the 
patient are met (5). 
 
The AORN Position Statement on Perioperative Care of Patients with Do-Not-Resuscitate or Allow-
Natural-Death Orders specifies that the perioperativenurse, as the patient’s advocate, has an 
ethical and moral responsibility to the patient. The position statement proposes that an automatic 
suspension of a DNR order during surgery undermines a patient’s rights, reconsideration of DNR is 
required, and discussion should occur before the surgery or procedure and should be documented and 
communicated. The AORN statement asserts that if the perioperative nurse has a moral objection to the 
patient’s decision, then he or she will be allowed to find another perioperative RN to provide care (4). 
 
The American Association of Nurse Anesthetists policy regarding Advanced Directives states that nurse 
anesthetists have the ethical obligation to uphold the rights of patients; any automatic revoking of an 
advanced directive must be replaced with one of the ‘‘required reconsideration.’’ Required reconsideration 
is defined as a discussion with the patient and/or his or her proxies regarding how they wish the prior 
DNR order to be handled, whether they will allow it to be rescinded during the surgical procedure and for 
how long, and which, if any resuscitative modalitiesthey agree to allow (6). 
 
The American College of Surgeons (ACS) Statement on Advance Directive by Patients: Do Not 
Resuscitate in the Operating Room (OR) indicates that surgeons have the primary responsibility for what 
occurs in the OR; this organization also states that the best approach is a policy of ‘‘required 
reconsideration’’ of previous advance directives. The patient and the physician are to discuss the new 
risks and the approach to potential lifethreatening problems during the perioperative period. Any choices 
or changes must be documented in the record and communicated to the OR team (7). 
 
The American Medical Association Opinion 2.22 on Do Not Resuscitate further defines that patients 
should express in advance their preferences regarding the extent of treatment, especially patients 
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at risk for an event. Physicians should include a description of the procedures involved in resuscitation, 
the patient preferences should be documented, and preferences should be revisited and revised as 
appropriate (8). 
 
The American Society of Anesthesiologist (ASA) Ethical Guidelines for the Anesthesia Care of Patient 
with Do Not Resuscitate Orders or Other Directives that Limit Treatment affirms that patientswith DNR 
orders or other directives that limit treatment have a right to self-determination. The position paper states 
that a policy for automatic suspension of DNR in the OR does not address this right. It advises that the 
patient’s existing directive should be reviewed before procedures; and directives should be clarified or 
modified as needed and shared with the entire team.9 For anesthesiologists, this issue is especially 
relevant. Many anesthetic procedurescan have critical effects and side effects that are easily reversible. 
This is further discussed below in the section on defining resuscitation. 
 
The American Academy of Pediatrics Clinical Report on Do Not Resuscitate Orders for Pediatric Patients 
Who Require Anesthesia and Surgery presents the position that physicians caring for children have a 
duty to respect the wishes of the child and family, to do good, and to avoid harm. The position statement 
further states that a policy for automatic suspension of DNR in the OR does not address this right; DNR 
orders are to be reviewed before surgery to determine applicability in the OR and the postoperative 
recovery period. Hospitals must develop a ‘‘required reconsideration’’ policy including a discussion and 
decision based on that discussion, which is documented in the medical record (10). 
 
Finally, the National Center for Ethics in Healthcare Statement says that there may be circumstances 
where the temporary suspension of a DNR order is both medically and ethically appropriate during 
surgery, but only after the practitioner has discussed the matter with the patient or surrogate and obtained 
that person’s consent (11). 
 
Thus, summarizing the position statements from the professional organizations, we find no support for the 
common practice of routine rescinding of a DNR order for the perioperative period. 
 
What Defines the Perioperative Setting or Period? 
 
The specific setting and the duration of time must be clearly established when developing policies that 
address DNR directives during the perioperative period. When reviewing current literature on the issue of 
DNR orders in the perioperative period, a gap was revealed; that is, there was no stated definition of the 
‘‘perioperative period.’’ Furthermore, surgical literature relating to preoperative period was scant 
compared with literature related to intraoperative and postoperative. Norton et al (12) state that the 
concept that the perioperative period can be defined as a period of time is ‘‘arbitrary but necessary’’, 
despite obvious flaws. As a result,there lie a number of fundamental questions that must be addressed to 
determine what constitutes the perioperative period. Does the perioperative period start when it is 
determined that the patient needs surgery? Does the perioperative setting begin when the patient is 
wheeled through the OR suite or procedure room door and end when wheeled out? Does the 
preoperative period immediately outside of the actual OR suite count? Does the perioperative period stop 
when the surgery is completed, or does it always contain the recovery period in the PACU? Additionally, 
many surgeons would argue that the perioperative period continues through the patient’s inpatient 
hospitalization from admission to discharge. It is, therefore, necessary to define the perioperative period. 
A clearly defined agreement on the setting and time period that is considered the perioperative period 
will allow the team considering DNR adjustment to create guidelines for their work setting. 
 
What Does Resuscitation Mean in thePerioperative Setting? 
Anesthesia by definition means suppression of respiration and performance of procedures such as 
endotracheal intubation. For the elderly, anesthetic dosing is often in smaller increments, boluses 
reduced by half, and infusions reduced by as much as two-thirds. Even then, caution must be exercised 
through full monitoring of intraoperative and postoperative status (13). During the perioperative period, it 
may be impossible to distinguish between a cardiac arrest resulting from administration of anesthetic 
medication, performance of the procedure, or from a natural progression of the patient’s primary disease. 
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As a result, many hospitals continue to have policies automatically suspending DNR orders in the 
perioperative area. 
 
The ASA’s Ethical Guidelines for the Anesthesia Care of Patients with Do-Not Resuscitate Orders or 
other Directives that Limit Treatment (9) suggests that there are three alternatives to consider when 
treating patients with DNR orders during anesthesia care: 

1. Full attempt at resuscitation, 
2. Limited attempt at resuscitation with regard to specific procedures (eg, chest 

compression,mechanical ventilation, or chemicalintervention), 
3. Based on the patient’s stated goals and values, the surgical team should be allowed to use their 

clinical judgment to decide on the appropriate resuscitation procedures to use depending on the 
context of the situation. 

Considering the patient’s clinical situation and desired wishes, the physician and patient or patient’s proxy 
should agree on the treatment alternative that would provide for the best patient outcome. 
 
What Are the Ethical Considerations Involved in These Issues? 
There are ethical considerations involved in the issue of DNR orders in the perioperative setting for both 
the patient and perioperative care team. According to the National Center for Ethics in Health Care, when 
a patient with a DNR order is scheduled for surgery or other procedures involving anesthesia, questions 
may arise because interventions associated with anesthesia such as intubation and mechanical 
ventilation might be thought to be inappropriate for a patient with a DNR order (11).  There is a tension 
created between the obligation to respect the patient’s decision to forgo certain treatments and the 
obligation of the surgical team to provide quality perioperative care. 
 
Under the ethical principles of autonomy, beneficence, nonmaleficence, justice, and fidelity, the patient 
has inherent rights, and the health care team is morally obligated to uphold those rights. 

 The principle of autonomy states that patients and their surrogates have the right to decide for 
themselves regarding DNR status in the perioperative setting. Informed consent is derived from 
the principle of autonomy. According to the AORN Position Statement on Perioperative Care of 
Patients with DNR or Allow Natural Death Orders,the health care team has the professional 
responsibilityto respect patient autonomy (4). 

 Under the rule of beneficence, the health care team members desire the best outcome for their 
patients and will do what is in the patient’s best interest. 

 Nonmaleficent thinking supports the concept of preventing intentional harm. This supports the 
team’s goal to have the patient be at least in the same, if not better condition after surgery. 

 The theory of justice or fairness is based on the principle that all persons deserve mutual respect 
and equal resources. 

 The position that the health care team is obligated to carry out the patient’s wishes and keep a 
commitment is grounded in the principle of fidelity. The American Nurses Association has an 
ethical code of conduct, which addresses this responsibility: The nurse’s primary commitment is 
to the patient, whether an individual, family, group, or community, and the nurse owes the same 
duties to him or herself as to others(14). 

 
There are also significant ethical considerations for the perioperative health care team with the issues of 
DNR in the perioperative setting: 

 When individuals make moral judgment about the right course of action to take in a situation, and 
they are unable to carry it out, they may experience moral distress(15). Two common sources of 
moral distress among nurses are the continuation of life support, although it may not be in the 
best interest of the patient, and the lack of adequate communication about the end-of-life care 
among the providers, patients, and their families (16).  Members of the perioperative team with 
moral distress must be recognized and supported when they are not in agreement with DNR 
orders in the perioperative setting or suspension of the patient’s DNR orders. 

 Conscientious objection is a potential response to moral distress. Catlin et al (17) authored the 
following defining statement: ‘‘For the nurse, conscientious objection may occur when the nurse 
interprets that the care that has been assigned for a patient is harmful or causing suffering. The 
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nurse does not wish to provide this form of care and feels sincerely and has felt for some time 
that this is a question of conscience. The nurse objects to the nature of the care orders, willing to 
assist in other forms of care and not wishing to abandon the patient’’. As technology advances, 
new ethical dilemmas emerge, which may give risk to yet further pressure to abdicate 
responsibility for providing care (18). The DNR order in the perioperative setting is an example of 
a situation where these issues must be resolved proactively. 

 
What Are the Interests and Requirements for Individuals of the Health Care Team? 
The various stakeholders in the perioperative setting have interests in crafting an appropriate policy. The 
ACS states that the surgeon should take a leadership role in assisting the patient and surgical team 
through a discussion of DNR orders during the operative consent process. The surgeon is obligated to 
have a conversation with the patient and/or their surrogate. Furthermore, the surgeon must document the 
results of this discussion and communicate this to the entire team. The ACS expands the surgeon’s 
obligation as the leader of the team to find an alternate team member to replace an individual who has an 
ethical conflict with thepatients’ advance directive (7). 
 
The ethical guidelines developed by the ASA state that there is an obligation to also have an additional 
conversation with the patient. During this discussion, the anesthesiologist will explain the need for 
rescinding the patient’s DNR order during the period of the surgical operation. In most cases, a DNR 
order will be altered to some degree during the procedure. The anesthesiologist must clearly state 
whether the order is completely rescinded or only certain therapies in certain circumstances are 
rescinded. This information is shared with the entire perioperative team. The anesthesiologist also has a 
duty to respect the patient who refuses to change any position of his DNR order. In this case, the ASA 
supports the anesthesiologist’s right to choose whether or not to participate in the surgery or process (9). 
 
The AORN believes that nurses have an ethical and moral responsibility to the patient (4). Nurses are 
concerned that the patient’s wishes are respected and they work to support these wishes. Nurses 
have a right to know the exact plan of care related to the DNR order status during the surgical and 
recovery period. Nurses must also verify on exit from the OR how long any rescinded DNR order is to 
stay in effect. This message must be clearly communicated to the floor nurses on transfer. 
There are additional members of the health care team who have a right to know the plan of care and have 
that clearly communicated to them. This includes the hospitalists, floor nurses, respiratory care, and the 
palliative care team. During the surgical recovery phase, additional clarifying conversations must occur 
with patients whose directives before surgery were DNR orders. These discussions also need to be 
documented and communicated widely among the entire health care team. 
 
Reconsidering the Issues: A New Look at the Same Case Study 
The same 93-year-old woman falls at her Senior Group Home. She is brought to the University 
teaching hospital nearby. The admitting resident and orthopaedic surgeon agree that the best treatment 
would be surgical repair. The orthopaedic surgeon contacts the son who consents to the surgery. During 
this phone call, the surgeon asks about any DNR orders that the patient might have. The son says that 
his mother has an advance directive and that she would want it followed. The directive states that she 
would not want to be kept alive onmachines. The surgeon tells the son the potential physiological effects 
of anesthesia and the mechanisms available to reverse these effects. The surgeon and son decide that a 
limited approach to resuscitation would be appropriate. They agree that the team could use medications 
to resuscitate but not chest compressions or mechanical ventilation. The surgeon writes the orders, 
documents the discussion in the record, and communicates the decision to the perioperative team. When 
the patient begins to deteriorate in the recovery room, the team is clear regarding the limits to their 
resuscitation efforts.Medications are tried to reverse and improve the patient’s status. 
When medications do not help, the team makes the patient comfortable and one nurse is assigned to stay 
with her. The chaplain is called. Mrs. Smith continues to have bradycardia, then asystole. She dies 
peacefully and quietly in the PACU. 
 
Recommendations for Hospitals and Perioperative Care Teams in Applying the Evidence 
A summary of the above-identified evidence suggeststhat the perioperative team should agree to 
adopt policies that best support the patient who has DNR orders undergoing surgery or a procedure. 
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These policies would be based on the following recommendations: 

 The DNR status is not automatically suspended during the perioperative period. 

 Policies of a ‘‘required reconsideration’’ conversation are obligatory. 

 The patient and/or the designated surrogate determine the plan for resuscitation at all times. 

 The policies and practice must be specific asto who has the primary responsibility for 
thepreoperative or pre-procedure discussion with the patient or his or her surrogate. 

 The perioperative setting and time frame are clearly defined. 

 The level of resuscitation for each patient must be considered and determined. 

 This discussion and patient or surrogate decision must be documented in the medical record and 
communicated to all members of the perioperative team. 

 In addition, a process must be in place to support members of the perioperative team who may 
experience moral distress or conscientiously object. 

 Postoperatively, additional discussion must be held with the patient whose prior wishes were 
known to be DNR to determine the essential direction to follow as the patient recovers from 
surgery. Policy defines who is responsible for this conversation. 

 These discussions also are documented in the record and communicated to the care team. 
 
The time has come that all hospitals and perioperative health care providers need to reconsider and take 
a position on DNR orders in the perioperative setting. Components that should be included in a 
policy are suggested here: 

 Code status is not automatically changed during the perioperative period. 

 The patient (or designated surrogate) determines the plan for resuscitation at all times. 

 The anesthesia provider will speak to the patient or surrogate regarding the specific wishes for 
treatment during the perioperative period. 

 The perioperative period is defined as the time the patient spends in the preoperative area, OR, 
and PACU. 

 The discussion with the patient or surrogate drives the plan of care. 

 The anesthesia provider will document the discussion as a ‘‘required reconsideration’’ note in the 
medical record as per the ASA recommendation. 

 The anesthesia provider does not change the code status of the patient in the electronic medical 
record. 

 The surgeon is responsible for discussing code status with the patient or surrogatebefore the 
surgery. 

 If the surgeon changes the code status,he/she must write a note in the medical record 
documenting the conversation with the patient and comment on what the patient would want or 
not want done postoperatively after discharge from the PACU. The physician discharging the 
patient from the PACUm should ensure that the code status atm discharge reflects the patient’s 
wishes. 

 If the patient is on the hospitalist service, the attending physician can also have this conversation 
with the patient and change the code status if that is what the patient desires. 

 The physician discharging the patient from the hospital should ensure that the code status at 
discharge reflects the patient’s wishes. 
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Questions: 

1. Does your institution have a separate policy for DNR during the perioperative 
period? 

2. Are perianesthesia nurses clear on when DNR orders are to be resumed? 
3. As a perianesthesia nurse, have you ever been in a situation where a patient was 

determined to be DNR in the recovery room, how did you deal with it?  How did 
the patient’s family deal with the situation? 

4. Have you ever performed BLS/ACLS on a patient post-operatively, who was DNR 
pre-operatively?  How did you feel about it?  Were you in moral distress? 

5. Do you believe family members should be present during a code blue 
intervention? 

 
These questions will also be placed on the OPANA forum.  If you have not already 
registered, please click HERE TO ACCESS FORUM 
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Regional Report for the Greater Toronto Area:   
 
At Sunnybrook Health Sciences Centre, a recent new policy that has been initiated includes 
Escalation of Care.  Often RN’s are taken away from patient care, particularly when there is a 
concern that requires an intervention from a physician.  Paging residents numerous times with 
no response is both frustrating and potentially puts a patient’s health and safety at risk.  We now 
have clinical call back time response guidelines to classify pages and assist the recipient in 
responding within the required timeframe. Nurses now also include the classification of urgency 
in the page and organize the text message using the SBAR format: Situation, Background, 
Assessment, and Recommendations.  If a call back is not received in a timely manner, the page 
is escalated up the ladder (chain of command).  We also now have low priority communication 
boards to discourage unnecessary paging.  This is a hospital wide initiative and it empowers all 
nurses to feel comfortable to escalate care when priority pages are not returned.  ~Ramona 
 

 
Regional Report for Central ONtario Region:  Tammy Gallagher            
 
 
 
 
 
 
 
 
 
 

It has been a really quick summer here in cottage country 
and not as hot as normal. However, the weekends have 
surprisingly been really great for weather. The 
perianesthesia front has been very quiet over the past few 
months. As we head into fall, I hope that some of our 
members from the region are taking on the challenge of 
obtaining their certification in Perianesthesia Nursing. 
 
I hope to see many of you at our fall workshop. 
Tammy Gallagher. 
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Regional Report for Hamilton Niagara Region:  Marianne Kampf & Nancy Poole            
 
Welcome Fall! One of my favorite times of the year! The pace always kicks in a little quicker as 

the temperatures dip at night to remind us of the seasonal change. However, we are very 

excited to be the Host site for our OPANA Provincial Fall workshop entitled “Energize Your 

Practice.”  We have a beautiful new facility and our auditorium has enough room to seat 100 

people comfortably. Please refer to the flyer and our website on how to register for this 

workshop on November 8th. Our workshop will be providing a hot catered lunch for all 

registration attendees.  Click here to register :  www.opana.org 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
We are working through our PDSA (Plan, Do, Study, Act) cycle for spinal motor regression. The 
intent is to have patients discharged with a motor block of 3 from PACU to inpatient units. We 
are collating our data in order to share with our colleagues once the pilot is completed. A 
wonderful educational resource has been developed by my colleague. Please email me if you 
would like a copy at  kampf@hhsc.ca  
 
We are looking to hear from nurses in this region to submit what they may be thinking about 
regarding any variety of topics: practice awareness, new processes that are working well; 
practices we need to work on.  
 
In our PACU, a project we developed to increase the feeling of familiarity and collegiality 
amongst nursing and anesthesia staff, is that each nurse has a laminated sheet posted above 
their assigned bays.  It includes their first name, as well as picutes of something thsy like 
(children, pets) or is about them (languages spoken, hobbies). This is seen by all health 
providers and allows for easy communication between nurse, patient and other health care 
team. Tell me what you do in your unit to make it a friendlier & more inviting place. This one 
simple act has generated great team work and collaboration amongst our fellow colleagues.  
 

Respectfully submitted,     Marianne Kampf & Nancy Poole 

Soon, a new breast screening clinic will open 

at our site with all services available including 

radiologist and physician on site. There will be 

a wellness garden with waterfalls. 

http://www.opana.org/
mailto:kampf@hhsc.ca
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Regional Report for Western Ontario - London/Windsor Region: 
   
 
 
NOTES FROM A SOUTH WESTERN RURAL HOSPITAL                                                                                                                         

(A PeriOperative / PeriAnesthesia Family of 18)     

Much like other units the summer months have been slowed with items to report as we have 
taken our turn at valued vacation time.  
To follow up on the progress of my last report and the reworking of our endoscopy flow project- 
the final draft of the document has been trialed and feed back has been positive.  We have 
eliminated duplicate charting, added a plan of care and resized the document from 6 pages to 4. 
The document was presented to the staff on a story board with references to OPANA  and 
NAPANC standards. A parking lot with Post It notes were supplied for staff for feedback and 
questions. The document is ready to go for final formating. Endscopy patients will now be 
directed straight to day surgery when appropriate.  As you know with change, there are staff that 
buy in well and others that require extra support.  Our float nurse (RN) will be available to day 
surgery staff (RPNs) for reference. The plan to 'go live' will be implemented on slower volume 
days to start.  The work on this PIP has been valuable as we approach an added '3 room day' a 
week. "Work SMARTER, not harder!" Has been our mantra.   
My involvement in OPANA and the success of my PANC certification have given me the 
knowledge to work smarter.  I encourage you to participate in our fall workshop Energize Your 
Practice, on November 8 in Hamilton -  you too can work SMARTER!  

Respectfully submited from Pelee Island, Ontario - taking my turn to recoup! 
Shelley Bondy RN PANC (C) 

Regional Report for Dentistry & Free Standing Clinics:  Cher Jackson & Susie Oxenham 

The Directors from Dentistry and Free-standing clinics have no new updates to report to you 
from the RCDSO or the OHP. 

Susie and I are sending below the Ontario's Narcotics Strategy in regards controlled substances 
for review when visiting clinics. 

http://www.health.gov.on.ca/en/public/programs/drugs/ons/publicnotice/monitored_drugs.aspx 

Thank you and enjoy the Fall season! 

Cher & Susie  

Regional Report for Paediatrics:  Nancy Rudyk 
 
 
Many hospitals in the GTA are currently reviewing their preoperative programs to ensure that 
their patients are receiving efficient and effective preoperative preparation prior to surgery.  This 
includes ensuring that practice reflects fasting guidelines based on the CSA/ASA standards, 
patient record that flows from the preadmission assessment to PACU, medication reconciliation 

http://www.health.gov.on.ca/en/public/programs/drugs/ons/publicnotice/monitored_drugs.aspx
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of ambulatory day surgery patients and transfer of accountability (TOA) between the various 
perioperative units. 
 
At St. Michael’s hospital the needs of our aging population are an important part of all aspects of 
patient care. Post op patient delirium is a concern for staff in the PACU and screening for risk 
factors is an important part of the preoperative assessment. 
 
A few questions to consider? 
What patient care initiatives is your hospital currently undertaking that you would like to share?  
Is your PACU / DSU / Preop unit interested in having an OPANA board member provide an 
update in perianesthesia practice? 
 
I look forward to hearing from you and I will post responses in the next newsletter. 
Please email: rudykn@smh.ca  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 

 
 

For more information about this exciting international conference, click here! 

 

mailto:rudykn@smh.ca
http://www.icpan2015.dk/general-information
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OPANA is currently recruiting  

     PeriAnesthesia Nurses for the  

following positions: 

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

 
 Regional Director for North Eastern Ontario- 

Sudbury/North Bay Region: 
 

 Regional Director for Eastern Ontario- 
Ottawa/Kingston/Peterborough 

 
Contact:  info@opana.org for                                                                    

more information 
 

mailto:info@opana.org
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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. 

 

...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 
 Access to our on-line forum 

 
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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NEW!!!  OPANA is pleased to announce that we are officially 

endorsing the 2014 Standards for Practice, 3
rd

 Edition prepared by the 

National Association of PeriAnesthesia Nurses of Canada (NAPANc).  

To purchase your copy, please visit www.napanc.org or click HERE 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.napanc.org/
http://www.napanc.org/assets/Forms/NAPANc-Standards-Order-eForm-English-2014.pdf
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OPANA EXECUTIVE BOARD OF DIRECTORS 

PRESIDENT:  CAROL DERIET                                                                                                            

 

IMMEDIATE PAST PRESIDENT:                              

DEBORAH BOTTRELL 

 
TREASURER:                                                         

MARIANNE KAMPF  

 

PRESIDENT ELECT:                                                    

RAMONA HACKETT                                                           

SECRETARY:                                                                   

SHELLEY BONDY  

 
                                           

MARKETING/MEMBERSHIP:               

NANCY POOLE  

CONSUMER PRICING:                       

DEBORAH BOTTRELL  

NEWSLETTER EDITOR:                

RAMONA HACKETT 

WEB SITE/FORUM:                                              

LYNN HASLAM & SHELLEY BONDY 

PEDIATRICS:                                    

NANCY RUDYK                                                                

 

DENTISTRY/CLINICS                                         

CHER JACKSON & SUSIE OXENHAM 

 

REGIONAL BOARD                                   

OF DIRECTORS 

 

 

GREATER TORONTO AREA:                                                            

FARAH KHAN CHOUDRY                                                                        

 

 

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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