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« According to The Joint Commission Center for Transforming Health
Care (2013), The Joint Commission (TJC) has attributed 80% of serious
medical errors to miscommunication during handoff between medical
providers.

* Problem Identified: PACU nurses receive handoff from the
perioperative team concurrently during monitor-line setup, vital signs
and airway assessment. Post-anesthesia patients are at substantial risk
for clinical instability. Distractions during report can result in
communication gaps and adverse patient outcomes.

PURPOSE

Evidence Based Practice Question:

Will a “PACU PAUSE” and a standardized perioperative handoff
protocol enhance communication while improving satisfaction of the
perioperative team?
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METHODS

* The evidence supported standardizing handoffs to optimize safety.

* A quasi-experimental study was done by observing perioperative handoff content pre/post implementation of a
standardized handoff protocol.

* The Johns Hopkins Perioperative Tool Kit, Johns Hopkins School of Medicine and Healthcare System, was used as
amodel.

A satisfaction survey tool and educational video were utilized with consent from the Johns Hopkins University
Health System.

* The “PACU PAUSE” was branded requiring a pause for monitor-line setup prior to handoff.

* Participants included anesthesia providers, surgeons, prep room, OR and PACU RN staff.

* SBAR handoff templates were developed for anesthesia providers and OR nurses as a reference.

* Participants were educated using multiple formats.

* A handoff audit was created to track omissions of a “PACU PAUSE” and 17 other critical elements in the
perioperative handoff.

« Handoffs were audited pre/post- intervention (N=26 pre-intervention / N= 26 post-intervention)

« Handoff satisfaction surveys were obtained pre/post-intervention from two groups: anesthesia providers/OR nurse
and PACU RN staff.
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RESULT

Pre/Post Intervention Audits and Satisfaction Surveys:

« The quantitative analysis comparing audits of pre/post-intervention
showed a 37% overall increase (40.16% to 77.36%,p< 0.01) in
critical elements exchanged.

« Utilization of a “PACU PAUSE” for monitor-line setup
increased 50%, (42.3% to 92.3%) pre/ post-intervention.

* The qualitative analysis showed slight improvement in anesthesia
provider/OR nurse handoff satisfaction (92% to 100%), and a 47%
improvement (46.7% to 93.3%) in the PACU nurses’ handoff
satisfaction pre/post-intervention.

* Specifically, satisfaction of the PACU nurses with
implementation of the “PACU PAUSE” rose 59% (37% to

96%).
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CONCLUSIONS

The implementation of the “PACU PAUSE” and standardized
perioperative handoff protocol had a significant effect in promoting
safety in handoff practices and improved satisfaction of all providers.
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In 2016, an average of 16 patients per month arrived to the
preoperative admission unit with a documented history of
Methicillin  Resistant Staphylococcus Aureus (MRSA).
Surgeons demonstrated variations in  preoperative
surveillance and treatment practices. Known MRSA patients
required contact isolation throughout hospitalization, 1:1
nursing care in the post anesthesia care unit, with surgical
site infection (SSI) prevention and contact isolation
education. Patients expressed dissatisfaction and perceived
stigma associated with isolation. The variations in practice,
poor patient satisfaction, and increased risk for developing
a SSI with the associated cost for isolation were key drivers
for change.

Question/Purpose

If the surgical patient with a history of MRSA could be
cultured and treated prior to the day of surgery (DOS), could
we clear the colonization resulting in less number of patients

requiring isolation during their stay?
Project Goals

* Reduce infections in the population
* Improve patient and family experience
» Boost efficiency across the perioperative unit

@ INOVA
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Special thanks to: Joni M. Brady, DNP, RN-BC, CAPA —
Perianesthesia Nursing Consultant

* A clinical decision map was developed from an evidence-
based literature review conducted using the Johns
Hopkins Nursing Evidence-Based Practice Model.!

» The process for screening, treating and potentially
removing patients from MRSA positive status was
presented to surgeons and nurses.

+ Aletter was designed to notify the surgeon when a patient
was found to have a history of MRSA and explained the
best practice options available for treatment prior to
(DOS).

+ Patients are educated during their phone interview and
receive an e-mail with “FAQ’s for MRSA"2from the Center
for Disease Control and encouraged to have cultures to
document their current MRSA status.

+ If there are two sets of negative results, the information is
emailed to the Infection Preventionist Nurse for
confirmation and removal from isolation.

From January thru December 2017, 18 patients have been
taken off isolation prior to DOS; an additional 6 were
removed from isolation during their recovery. Data was
obtained from medical records of 231 patients who were
flagged for isolation with 115 flagged for a history of MRSA.
The SSI rate from 2016 to 2017 decreased by 67%.

Recommendations

Implementation of an evidence-based clinical decision map
together with early surgeon communication and consistent
perioperative documentation of MRSA surveillance and
treatment may result in less patients requiring contact
isolation on DOS.

References

1. Dearholt, S. L., & Dang, D. (2012). Johns Hopkins nursing evidence-based practice: Model and
guidelines (2nd ed.). Indianapolis, IN: Sigma Theta Tau International.

2. Centers for Disease Control and Prevention. FAQs about MRSA. Available at
https://www.cdc.gov/mrsa/pdf/shea-mrsa_tagged.pdf * More references available upon request.

Project contact: linda.mossey@inova.org
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ASPAN convention 2018

Thank you for this wonderful opportunity!

Our perianesthesia group submitted an abstract on our project “Preventing SSI’s one bug at a time” and it was accepted as a poster presentation at the National Convention in Anaheim.

We were required to put the posters up on Sunday afternoon, the very first day of the conference.  We stood by our poster for the first three days of the convention and answered questions, shared our “Letter to Surgeons” that we created and shared in the excitement of the convention.  There were 33 posters.  We were interviewed by a judge.  We met Joni Brady at the convention – she was one of our first partners on the project.  We encouraged other perianesthesia nurses to address the infection/isolation status of their patients.  The whole idea is to provide better care for the patient, their families and the community. 
We are on track with many of the best practiced for the perianesthesia area.  This includes OSA, Apfel scores, aldrete scores, critical thinking skills, ERAS patients and complicated cases.

It was wonderful to choose classes for my interest.  I enjoyed clinical classes on the anesthesia medications.  In fact, on Monday when I came back, we had given  Sugammadex to a patient (Continued from page 5) who wasn’t fully reversed.  I took a class that address staffing, a class on using humor in the workplace.

I fully enjoyed discussions with other perianesthesia nurses from all over the country who wanted the best for their patients and families.  We all face the same issues and some have creative solutions for nursing recruitment and retention, meeting the education needs of a specialty unit and updating our practice with the very latest research and EBP projects.

Submitted by Linda Mossey, BSN, RN, CCRN, CPAN

PACU/ Unit Supervisor

Inova Alexandria Hospital
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THE EFFECTS OF A “PACU PAUSE” AND PERIOPERATIVE HANDOFF PROTOCOL IN PROMOTING SAFETY AND IMPROVING PROVIDER SATISFACTION

Primary Investigator:  Lori Servas BSN RN IV CPAN

Centra Health - Lynchburg General Hospital, Lynchburg, Virginia
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Introduction:  According to the Joint Commission Center for Transforming Healthcare (2013), The Joint Commission (TJC) has attributed 80% of serious medical errors to miscommunication during handoff between medical providers.

Identification of the problem:  PACU nurses receive handoff from the perioperative team concurrently during monitor-line setup, vital signs and airway assessment. Post-anesthesia patients are at substantial risk for clinical instability. Distractions during report can result in communication gaps and adverse patient outcomes.  

EBP Question/ Purpose:  Will a “PACU PAUSE” and a standardized perioperative handoff protocol enhance communication while improving satisfaction of the perioperative team?

Methods/Evidence:  The Iowa Model was used for this evidence-based project. The evidence supported standardizing handoffs to optimize safety. A prospective interventional study was done by observing perioperative handoff content pre/post implementation of a standardized handoff protocol. The Johns Hopkins Perioperative Tool Kit, Johns Hopkins School of Medicine and Healthcare System, was used as a model. A satisfaction survey tool and educational video were utilized with consent from the Johns Hopkins University Health System. The “PACU PAUSE” was branded requiring a pause for monitor-line setup prior to handoff. Participants included anesthesia providers, surgeons, prep room, OR and PACU RN staff. SBAR handoff templates were developed for anesthesia providers and OR nurses as a reference. Participants were educated using multiple formats. A handoff audit was created to track omissions of a “PACU PAUSE” and 17 other critical elements in the perioperative handoff. Handoffs were audited pre/post-intervention (N=51 total). Handoff satisfaction surveys were obtained pre/post-intervention from two groups: Anesthesia Provider/OR nurse and PACU RN staff.

Significance of Findings/Outcomes:   The quantitative analysis comparing handoff audits of pre/post-intervention showed a 37% increase (40.16% to 77.36%, p<0.01) in critical elements exchanged. Specifically, the utilization of a “PACU PAUSE” rose 50% (42.3% to 92.3%). The qualitative analysis showed slight improvement in anesthesia provider/OR nurse handoff satisfaction (92% to 100%) and a 47% improvement (46.7% to 93.3%) in the PACU nurses’ handoff satisfaction. 

Implication for perianesthesia nurses and future research:  The implementation of the “PACU PAUSE” and standardized perioperative handoff protocol had a significant effect in promoting safety in handoff practices and improved satisfaction of all providers. 

      Key words: patient handoffs, patient handovers, OR patient hand-off, post-anesthesia handover, perioperative handover


Centra LGH Perioperative Handoff Audit Results

Percentage of Combined Critical Elements communicated in Perioperative Handoff
Pre-intervention           3 mos. Post-intervention    1 yr. Post-intervention        
      (N=26)



    (N=26)


         (N=26)

     40.15%


             77.35%

    
         71.78%
The data shows the standardized perioperative handoff implemented yielded sustainable results (-5.57 % points).

 The “PACU PAUSE” for monitor line set-up started at 42.3% compliance pre-intervention, rose to 92.3% post-intervention, and one year post-intervention rose again to 96.1% compliance.

The data showed an increase in six of the 17 elements audited. In addition; one stayed the same, four decreased by less than 5% points, one decreased by less than 8% points (IV access), one decreased by 12% points (allergies), one decreased by 14% points (U.O.), one decreased by 23% points (drains), two decreased by 26-27% points (surgeon’s name and isolation status).










Emergence Delirium in the PACU
Submitted by Linda Mossey, BSN, RN, CCRN, CPAN

Ways and Means VSPAN Board Member


When interviewing a patient in the pre-op area, he said “Stand at the end of the bed and call my name after surgery.  Don’t touch me until I answer you.”  This was a young male patient coming in for elective surgery.  He was very upfront with his diagnosis of Posttraumatic Stress Disorder (PTSD) from his military service.  Clinical evidence suggests that emergence delirium is higher in the military personnel returning from the wars in Iraq and Afghanistan than the general population.  A study by McGuire found an incidence of emergence delirium in a sample of military personnel with combat experience was 20%.1   We see military members in the community hospital upon completion of their service or retirement.  It’s important to recognize PTSD in this population so that they can have a safe wake up in the PACU.  PTSD is described as exposure to a traumatic event followed by a triad of symptom clusters, including re-experiencing, avoidance/numbing and hyperarousal.2    The best plan is to follow the patient’s suggestions.


A different patient had a history of drug and alcohol abuse and after extensive treatment was on the road to recovery.  This patient woke up agitated in the PACU.  He held himself rigid.  His eves darted left and right.  He was unable to answer questions.  This was a display of behaviors that demonstrated emergence delirium.  It is characterized by psychomotor agitation ranging from frequent, nonpurposeful movement to overt physical aggressiveness that occurs immediately after emergence from anesthesia and is self-limited.3   The PACU nurse kept a distance from the patient and used a calm, reassuring voice with frequent orientation and the patient was able to normalize within a short time. 


In the PACU, another patient on arrival was immediately recognized to have emergence delirium.  This patient was a recent immigrant and we had no idea of the suffering this person had in his lifetime.  He was climbing out of bed and pulling at his lines.  The CRNA medicated the patient for possible pain and he calmed down enough to bring the family member in.  The PACU nurse thought that the patient would be more comfortable waking up with the family member speaking his primary language.  Support was given to both the patient and family during this event.


Identifying patients at risk for emergence delirium early helps to prevent it or to plan for extra support on arrival to PACU.  We’ve seen emergence delirium in military members, drug/alcohol abusers, recent immigrants, victims of crime, rape victims, younger, male, or patients with off the charts anxiety.  A study by Munk found an incidence of emergence delirium of 3.7% in the general population with male sex, volatile anesthetics and ETT use vs LMA in the OR as factors significantly related to emergence delirium.4


Assessment starts with the presurgical testing phone call.  One of the questions asked is if the patient has had any problem with anesthesia in previous surgeries.  If so, the chart is put up for review by the anesthesiologists for further discussion with the patient.  In the pre-op area, the nurse can suspect a risk for emergence delirium by reviewing the home medications, listening to a self-report by the patient, and reviewing the history.  Emergence delirium is suspected with psychotropic medications, insomnia, alcohol or drug abuse and unusual anxiety exhibited by the patient.


Interventions in the PACU include all of the usual methods of support during the initial wake up of the patient from anesthesia.  This includes talking to the patient with re-orientation in a calm manner. Using decreased noise or stimulation initially until the patient responds appropriately.  Also, following the patient’s instructions given in pre-op for the patient who self-reports having PTSD.  Treating pain is a specialty of every PACU nurse.  We offer a short family visit for every inpatient.  For the patient experiencing emergence delirium, the family member can be a life saver.  In some extreme situations, extra staff will be necessary to keep the patient safe in the stretcher with their lines intact until they come around.  As PACU nurses, we need to identify patients at risk for emergence delirium, recognize the situation quickly and use our skills to provide support and keep the patient safe during this event.

1.  McGuire JM.  The incidence of and risk factors for emergence delirium in U.S. military combat veterans.  J Perianesthesia Nursing.  2012;27:236-245.

2. American Psychiatric Association.  Diagnostic and Statistical Manual of Mental Disorders.  Revised 4th ed.  Washington, D.C.:  Author; 2000.

3. Wofford K, Vacchiano C.  Sorting through the confusion; adverse cognitive change after surgery in adults.  AANA Journal.  2011;79:335-342.

4. Munk L, Anderson G, Moller M.  Post-anaesthetic emergence delirium I adults:  incidence, predictors and consequences.  ACTA Anaesthesiologica Scandinavica.  2016;60:1059-1066.
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Quality Improvement in an Ambulatory Setting


The Carilion Ambulatory Registration, Education and Surgical (CARES)/ Pre-Surgical Testing department is responsible for patient contacts either through a visit or phone call in advance of a scheduled surgery or procedure.  During this patient contact, information is documented regarding the patient’s medical and surgical history as well as their current medication list. In addition, patients scheduled for Carilion Roanoke Community Hospital (CRCH) Endoscopy or Carilion Clinic Ambulatory Surgery Center (CCASC) are assessed to ensure they meet the requirements for ambulatory surgery. 

CCASC/CRCH is an ambulatory center and is not an appropriate facility for patients who may need admission post- procedure, require advanced airway management, or who would be classified as an ASA (American Society of Anesthesiology Physical Status Classification System) 4.  

The CRCH “Misses” data collection project was implemented to assess situations that either delayed the scheduled procedure or caused the procedure to be canceled. The goal is to have zero procedures canceled on the day of surgery due to the patient not meeting criteria for an ambulatory setting.   

The CARES project team is charged with the task of investigating and following up on variances that are reported each month for patients who have had a CARES encounter either by visit or phone history. 

The Endoscopy and Ambulatory Surgical staff record data on a hardcopy of our data collection form throughout the month. At the end of the month the data is entered into an excel spread sheet on our OR Services Shared Drive.  

Each variance is investigated by the CARES team members involved in this project. The result of the documented variance is communicated to the CARES staff member responsible or to the CRCH staff member who reported the variance. 

  
The variances that are reported are as follows:

1.Incorrect or Missing ASA classification that affects patient care or potentially affects patient care. 


2. Lab or EKG not completed per protocol without explanation in the Electronic Medical Record (EMR). 


3. Patients who do not meet CRCH criteria


4. Patients who do not have documentation of clearance by anesthesia when patient has a qualifying condition requiring clearance. 

5. Canceled procedures on day of surgery.


Since the inception of the project the number of cancellations related to the CARES screening process has decreased to one for 2017 and zero for 2018. This is a significant improvement from 2015-2016 totals of ten canceled cases. 

In conclusion, the Quality Improvement process was successful in decreasing patient dissatisfaction, preventing loss of revenue due to case cancellation and avoiding potential transfers to an inpatient facility. An additional benefit of this QI project has been the education of staff regarding ASA and Ambulatory standards.  

A Clinic Model and How it Worked for this High Risk Surgical Patient

By Michele Berry, RNIV PST Risk Nurse Liaison

In 2006, Carilion's management saw that trends in the health care sector threatened to undermine the organization's financial position. The response was to announce plans for a significant business reorganization that would change the emphasis from running hospitals to hiring more physicians in a larger number of medical specialties, with a primary goal of better coordination of patient care and an emphasis on medical education and research. A “clinic model” or the philosophy of primary care that is patient centered to provide comprehensive, team-based, coordinated, accessible care that is focused on quality and safety.  It is a model for achieving primary care excellence so that care is received in the right place, at the right time, and in the manner that best suits the patient’s need. In 2009, Carilion Clinic’s OR Services took a closer look at their surgical patients and whether they were optimized for their surgeries.  What they found was an opportunity to improve the quality of care that our patients were receiving.  Representatives from medical specialties met for a coordination of ideas to better improve our patient outcomes.  A risk program was formed for Presurgical Testing to catch and optimize patient conditions that could be improved prior to their scheduled surgery.  This program improved patient outcomes. 

The following case study is an example of one of the many patients who have Presurgical Testing every day and are found to have issues that need to be addressed prior to having their scheduled surgery.  In the past, a number of these patients went on to have their surgery before being optimized and had poor outcomes.  When you review the timeline from the identification of the abnormal finding to the response and treatment of the issue, Carilion Clinic moved this patient through the clinic model quickly and efficiently.  Some of the delay in treatment was due to the inability to reach the patient or the lack of rapid patient response to the scheduling staff and the physicians involved in his care.  We have many instances like this that happen in our health system every day. If it were happening to us we would want our safety and welfare to be the primary concern of all those responsible for our care just like this example.

A 65 year old male scheduled for a Total Knee Arthroplasty on 6-2-17 came to PST on 5-16-17.  His EKG was read as abnormal: “Sinus Rhythm with 1st degree A-V block with occasional Premature Supraventricular complexes, Left bundle branch block, Abnormal EKG; when compared with EKG of 8-18-14 Premature supraventricular complexes are now present, PR interval has increased.”  As per our process, the EKG was sent to the patients PCP for review. The PCP reviewed the EKG and felt that the patient should be evaluated by cardiology prior to his surgery.  He placed a cardiology referral to Carilion Clinic Cardiology and the patient was given an appointment with a cardiologist for 5-23-17.  The cardiologist saw the patient for evaluation and set him up for a stress test on 5-26-17 and Echo on 6-1-17.  Both tests showed abnormal findings and the cardiologist referred the patient for a Cardiac Catheterization which was scheduled for 6-16-17.  The patients Total Knee Arthroplasty was postponed until his cardiac evaluation was completed. The Cardiac Catheterization was abnormal and the patient was referred to cardiothoracic surgery for evaluation and possible coronary artery bypass surgery.  He was seen on 6-27-17 for evaluation and per the evaluation note, the patient was referred for a Saphenous/Cephalic Vein Mapping which he had done on 7-5-17 and a Cardiac PET Scan which he had on 7-6-17.  These studies were done in preparation for a potential need for Coronary Artery Bypass (CABG).  While waiting on the results of these tests and the follow up appointment with the cardiothoracic surgeon to discuss the results, the patient presented to the emergency room with chest pain on 7-24-17 and was admitted for monitoring and evaluation.  He had multiple EKG’s and a repeat Echo which all showed results that were 
(continued)
unchanged from his previous testing.  His cardiac enzyme levels were also negative and the patient was evaluated by cardiology and cardiothoracic surgery while in the inpatient setting.  He was discharged home on 7-26-17 with a follow up appointment scheduled with cardiothoracic surgery on 8-1-17. He was seen by the cardiothoracic surgeon and his physician assistant to discuss results of his Cardiac PET Scan. The office note from that visit indicated that the patient was doing well and had not had any more chest pain since he was hospitalized 7-24-17. They discussed the results of the PET images which were also reviewed by one of the radiologists. The decision was that the patient has had a completed anterior wall - septal infarction. The cardiothoracic surgeon did not think that a CABG would benefit him due to the lack of any viability in the anterior wall. The recommendation by the cardiothoracic surgeon was to treat the patient medically and do a Percutaneous Cardiac Intervention (PCI) at a later time. This information was also discussed with the patient’s primary cardiologist. The patient was discharged from cardiothoracic surgery and had a follow up appointment with his primary cardiologist scheduled for 8-3-17 but he rescheduled the appointment for 9-8-17.  The patient saw his PCP on 8-4-17 and per patients request; PCP placed a referral to another facility for a second opinion.  The appointment for a second opinion is August 30, 2017 at 2:00 p.m.
Pre-op diagnosis:

		DJD (degenerative joint disease) of knee

		BPH (benign prostatic hyperplasia)

		Obesity, Class II, BMI 35-39.9 (HCC)

		Well controlled type 2 diabetes mellitus

		Hypertension, benign essential, goal below 140/90

		Essential familial hyperlipidemia

		Diverticulosis of large intestine

		Primary localized osteoarthrosis, lower leg

		Primary osteoarthritis of right knee

		Primary osteoarthritis of left elbow


	

	


(continued)

Timeline: Total Knee Arthroplasty 6-2-17

PST = 5-16-17

Referral to cardiologist by PCP = 5-20-17

Appointment with cardiologist = 5-23-17

Stress test = 5-26-17

Echo = 6-1-17

Referral for Cardiac Catheterization = 6-6-17

Cardiac Catheterization = 6-16-17

Referral to Cardiothoracic Surgery = 6-16-17

Appointment with cardiothoracic surgeon = 6-27-17

Saphenous/Cephalic Vein Mapping = 7-5-17

Cardiac PET scan = 7-6-17

ER visit/admission for chest pain = 7-24-17 through 7-26-17

Follow up appointment with cardiothoracic to discuss results = 8-1-17

Follow up appointment with PCP = 8-4-17 where patient requested a second opinion referral to outside facility

Follow up appointment with patients cardiologist = 8-3-17 postponed to 9-8-17 by patient

Appointment with outside facility = 8-30-17

Post PST/Cardiac workup diagnosis:

		LBBB (left bundle branch block)

		CAD (coronary artery disease)

		Anginal chest pain at rest (HCC)


	

	



The outcome of the second opinion is not known. What we do know is that in a matter of 38 days from the patient having an abnormal EKG finding to having cardiology evaluation, further testing inclusive of cardiac catheterization and being seen by the cardiothoracic surgeon shows an example of how a clinic model works in the best interest of the patient.  These processes are looked at and improved upon every day as we strive to have the highest in quality care for our patients. 
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In Education: The leading statement when logging on ASPAN web site is about us-representing the interest of over 14,000 nurses specializing in PeriAnesthesia, PostAnesthesia, Ambulatory, and Pain management. Our organization offers numerous seminars and webcast scheduled during the year which provides nurses with current evidence base lectures and topics pertaining to PeriAnesthesia nursing. There are Journals, Books, Standards, and Review manuals with test questions for certification and are available at a cost.  Below are some additional resources/information for you to consider:





Our VSPAN Board of Directors are experts and resourceful in the field of PeriAnesthesia nursing.


The Annual State Conferences and regional education offerings scheduled different times during the year are an added bonus in enhancing our education.  


Several PeriAnesthesia Nurses of Regions 1 & 3 have provided research poster topics that have posed a definite impact on the care of the surgical/procedure patient throughout the perioperative process. 
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Let’s talk about the theme for our                   Annual State conference that is scheduled                         at Virginia Beach on September 29th:                        Nurses must ride the wave of change in technology, education, and innovation-the Surf is up!  An author once said that “Sometimes in the waves of change we find our true direction”.   As PeriAnesthesia Nurses we’ve changed our direction toward the use of technology.   We’ve found that the use of robotic assisted surgeries have had a positive impact on the patient’s recovery time and reduced their length of stay in the hospital.  Also, using technological driven surgical methods allows for less invasive procedures which reduce the loss of blood, decreases the level of discomfort and enhanced the patient’s overall surgical experience.  





Another specialized technology is the use of the Glucommander, which is a computerized system for managing glycemic control throughout the perioperative process. This system provides insulin dose recommendations and it is customized to the patient.





The added equipment use of Capnography monitoring in the postoperative unit, has decreased and prevented respiratory adverse events.  Studies have found that over 14% of all surgical patients have experienced postop pulmonary complications.  This is an added vital sign in our recovery of patients from anesthesia, sedation and even during CPR.








Carolyn W. Tucker, BSN RN President VSPAN 
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Virginia Society of PeriAnesthesia Nurses


2018 State conference


VSPAN ANNUAL STATE CONFERENCE








For more information regarding contact hours, please contact the Nurse Planner Carolyn W. Tucker, RN BSN at � HYPERLINK "http://www.virginiaspan.nursingnetwork.com" �www.virginiaspan.nursingnetwork.com�











Accreditation:  


This activity has been submitted to the American Society of Perianesthesia Nurses for approval to award contact hours.  The American Society of Perianesthesia Nurses is accredited as an approver of continuing nursing education by the American Nurses Credentialing Center’s Commission on Accreditation.








WHAT ARE YOU WADING FOR? - BE SHORE OF YOURSELF         CATCH SOME RAYS - WALK THE PIER


HAVE A WHALE OF A TIME!!!








SEPTEMBER 29TH 2018


Sheraton Virginia Beach Oceanfront Hotel


3501 Atlantic Ave. Virginia Beach, VA 23451








FREE PARKING!!!


Reservations Line: 


1-888-627-8231








Nurses too must ride the wave of change in


technology, education 


and innovation…


Surf’s up!





Hostess duties at ASPAN





Two RNs from UVA who attended ASPAN national conference, 


Leanne Davis BSN RN CPAN and Leslie Parsons BSN RN CPAN.��"It was a really good time and I feel like going to ASPAN renews your excitement about learning and changing practice. I definitely recommend it for any periop nurse looking to expand their knowledge!"  --Leanne Davis BSN RN CPAN



































Becky Serra and Linda Mossey presented a poster at Anaheim. Titled “Attacking Surgical Site Infections One Bug at a Time “. We looked at taking patients off MRSA isolation prior to their day of surgery. It involved asking patients to come in and get swabbed, or re-treated, or finding lab results.  Presurgical testing nurses were our champions to advocate for this patient population.�





Virginia Statistics





188 CAPA Certified





233 CPAN Certified





20 Dual Certified! 











ABPANC'S VISION��Recognizing and respecting the unequaled excellence �in the mark of the CPAN® and CAPA® credential,�perianesthesia nurses will seek it,�managers will require it,�employers will support it,�and the public will demand it!
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Innovation:  ERAS –Enhanced Recovery After Surgery, is a modern shift in caring for the patients preoperatively, resulting in improvements in clinical outcomes and cost.  It is patient centered, multidisciplinary team approach, and evidence based to faster recovery, and reduction in surgery stressors.





I am excited about what the future holds for us.  We have been given fresh energy to pursue the future vision for ASPAN/VSPAN.  Surf’s Up!   We are a powerful, focused and committed to this specialty in nursing.





Carolyn W. Tucker, BSN RN


 President VSPAN 
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2018 Fall Legislative Update:


Donna Goyer BS, RN, CPAN, CAPA


VSPAN Government Affairs Chair














In Virginia:


Virginia Nurses Association’s Legislative Summit will be held November 8, 2018 at the John Marshall Ballrooms in Richmond VA. Please go to � HYPERLINK "http://www.virginianurses.com" �www.virginianurses.com� for more info and to register.


Virginia Legislature this past spring, voted to expand Medicaid coverage, becoming the 33rd state to approve Medicaid expansion under the Affordable Care Act


At the Federal level: 


In July, the U.S. House of Representatives passed the Title VIII Nursing Workforce Development Act of 2017 (H.R. 959). The bipartisan passage of this reflects congress’s recognition of the critical connection between building the nursing workforce capacity and the nation’s health. This will help assure the ability to educate the next generation of nursing leaders that will transform the health of our communities. Now the focus will be on the Senate as they advance their version (S.1109) of the bill. No timelines provided at this point.








Elections:


There many Virginia Senate and Representative elections across the commonwealth as well mid-year Congressional elections. Senator Kaine is running for re-election while being opposed by Corey Stewart.


Additionally, there are many nationwide races being closely followed as they may impact a shift from the Republican Party to the Democratic Party. Regardless of your political affiliation, as a registered nurse you have a responsibility to informed about your candidates, the issues related to nursing and healthcare and VOTE. At this time of year there are many town hall meetings, legislative receptions and debates taking place. I encourage you to consider attending and participating in these events.
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To ensure all our members are informed, we are providing current information with our #1 communication tool Nursing Network, virginiaspan.nursingnetwork.com. You will find  information about:














VSPAN officers


How to become a member


VSPAN meeting minutes


Educational opportunities


Scholarship information


Newsletter Vital Times


Job opportunities








Your Articles, Ideas, and Pictures are needed for Upcoming VSPAN Vital Times Issues!!!!





Email Them to:


Sandy Knight RN, BSN, CPAN


Sandy_knight@bshsi.org


Deadline: October 15, 2018



































Did You Know…..





VSPAN has been a Duly-Chartered Component Society of ASPAN for 


35 years?











Above: VSPAN President Carolyn Tucker receives certificate from Susan Russell.
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