
  

 

 

     You may have seen 

the winter mailbox in-

services that our organi-

zation deposited via hos-

pital liaisons.   The topic 

was promoting profes-

sionalism.  It is one of 

our chapter‟s goals this 

year to promote profes-

sionalism via education 

and through honoring 

CCRN‟s with a plaque 

placed in their own hos-

pital‟s critical care units.  

The following is Beth 

Russell‟s (PMMC) de-

scription of professional-

ism: 

 

     “As a Registered 

Nurse I feel that all too 

often the attention is 

paid to those who have 

acquired „professional 

intellectual‟ education 

and are removed from 

the hands on component 

that is the core of nurs-

ing.  We start out study-

ing and training to „care‟ 

for people.  Indeed that 

can take on many realms 

and definitions…but the 

bottom line is that pro-

fessionalism too often 

„removes‟ the registered 

nurse from the bedside.  

The multiple roles nurses 

can now fill is indeed 

good for nursing, but it 

also „steals‟ important 

resources from our hos-

pitals and bedsides. 

 

     RN‟s are desired and 

in fact, required because 

of our study and training.  

As we age most gain a 

depth of wisdom and 

experience that can truly 

make a difference in pro-

fessional beside care.  

Yet, despite the skills, 

our competencies, our 

processing abilities we 

find ourselves further and 

further from the actual 

hands-on bedside care 

because that is „required‟ 

of successful profession-

als. 

 

     In addition, nursing is 

losing an entire group of 

multiply trained nurses 

due to the need to be 

physically able to turn, 

move and lift patients.  

The nursing profession is 

losing a multitude of 

trained experienced Reg-

istered Nurses from di-

rect care due to the lack 

of finding ways to use 

those valuable resources. 

 

     Promote Profession-

alism…instill a pride in 

being there for people at 

their most vulnerable 

moments, for being 

„willing‟ to make a differ-

ence, work the difficult 

hours, etc.  We must find 

ways to utilize the physi-

cally weakened nurses 

because we are losing 

their skills.  We are not 

nurses because of our 

physical abilities, we are 

nurses because of our 

study, training and ex-

perience.” 

 

     This is one nurse‟s 

reflection on profession-

alism in nursing practice.  

I hope you took the time 

on the back of your mail-

box in-service to reflect 

on what professionalism 

in nursing practice means 

to you.  Because it is you 

who will make a differ-

ence in our profession…

your good ideas, your 

out-of-the-box thinking, 

your respect for yourself 

and your profession. 

 

 

 

Lori Lind, MS, BSN, 

RN, CCRN 

Pres ident  PCRC-

AACN 

May  2002 

In This Issue: 

 Local RN wins Aventis Scholar-

ship to NTI May 2001. 

 CCRN Review October 2002.  

See inside! 

 Johnny Payne wins PCRC AACN 

CCRN Scholarship to NTI in 

Atlanta! 

 ACS Review and Treatment 

Guidelines. 

 CPR/AED Program in High 

Schools 
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Calendar of 

Events 

—————– 

May 4-9, 2002 
NTI in Atlanta, Georgia 

 

June 1, 2002 
4:00-9:00  

AACN BBQ    See any  

Board Member for more 

information 

 

June 5, 2002 
4:00-5:00  AACN Board 

Meeting at Smullin Center 

 

July 3, 2002 
Professionalism Subcom-

mittee Meeting at Smullin 

Center 

 

October 2002 
CCRN Review Course 

 

 

Pacific Crest Regional Chapter 

American Association of Critical Care Nurses 

Spring Newsletter 

Message from the President 

Promoting Professionalism 



It is an excellent refresher for current CCRN‟s as well as 
preparation for anyone planning on taking the CCRN ex-

amination in the future.  Watch for upcoming fliers.  
 

     The Pacific Crest Regional Chapter  of AACN will spon-
sor one year‟s membership dues for any nurse taking and 

passing the CCRN exam (current members included).  The 
test taker will need to submit proof of passing.  Contact any 
board member for more information.  

     Why did I join AACN? Originally, so I could receive two 

monthly magazines for the cost of one and receive dis-

counted rates to conferences. What I have received since 

joining AACN is much more.  As a new member of AACN, I 

was a recipient of a $2,000 scholarship to the NTI 2001 

AACN Critical Care Exposition in Anaheim, California.  

 

     There were several opportunities to in-

crease my knowledge base and improve my 

skills through classes, self-study computer 

training modules, and medical representatives 

showing the latest in critical care technology. 

I believe I grew the most professionally. I 

rediscovered the reason I became a nurse 

and realized my frustrations and concerns 

are happening nation-wide. There were 5,000 

other men and women at this conference to 

share experiences, ask advice and create 

lasting friendships. It was a truly unforgettable experience. 

 

     The theme of this year‟s conference was “Make Waves: 

the Courage to Influence Practice.” In these times of nursing 

shortages, what an appropriate theme.  We must, for our 

patients as well as for ourselves, stand up and become part 

of the solution. In our units, in our hospitals, 

and even in our communities, we are a small 

voice. I encourage you to join AACN. I don‟t 

encourage you to join  just  for the inexpen-

sive two monthly magazines and discounted 

conferences, but join AACN and become 

part of a very powerful, well-organized, col-

lective voice of reason. If you have the cour-

age to work in critical care, you have the 

courage to help influence your practice. 

 

Jennifer Formolo, RN, CCRN 

mendation from a supervisor describing your 

clinical qualifications, and an interview with 

the PCRC Board.   

      This years recipient of the PCRC CCRN 

scholarship was awarded to Johnny Payne.  

Johnny will attend the NTI in Atlanta Geor-

gia, May 4-9, joining critical care nurses from 

across the nation and around the world, 

enhancing their critical thinking skills and 

honing their clinical skills. 

     The PCRC AACN sponsors a scholar-

ship for tuition, hotel and airfare for a local 

CCRN  fitting the following criteria:  Cur-

rent AACN member, current CCRN, cur-

rently employed as a critical care staff RN 

within the PCRC region.  Selection of the 

recipient is awarded on a points system, 

based on the following criteria:  A 2-page 

essay describing your commitment to fam-

ily, patient, and nurse education and how 

the NTI experience will benefit you, your 

colleagues, and patients.  A letter of recom-

“We must, for our 

patients as well as 

for ourselves, 

stand up and be-

come part of the 

solution…” 

Local Member Awarded $2000.00 Aventis 

Scholarship to NTI in Anaheim 

Pacific Crest Regional Chapter CCRN Scholarship Awarded to Johnny 

Payne, RN, CCRN 
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     The Pacific Crest Regional Chapter of AACN will of-

fer a CCRN review class in the fall.  The classes will be 
offered on Mondays  at Ashland Community Hospital‟s 

conference room .  The time and  cost is still to be deter-
mined. The dates scheduled are October 14, 21, 28 

and November 4, 2002.  The instructors will be local 
CCRN‟s and expert critical care  teachers.    
      
     These classes are excellent for any critical care nurse 
who wishes to refresh and expand his or her knowledge.  

CCRN Review Class 



 

ADDRESSING THE NURSING SHORTAGE……. 
OHSU Grant Will Provide Nursing Outreach Efforts Locally 

A local professional anonymously donated 

$200.00 to the Pacific Crest Regional Chap-

ter of AACN.  The donation will assist our 

chapter in meeting our goal of “providing 

quality educational offerings to nurses and 

other frontline caregivers”.  

Local Professional Donates 

$200.00 to PCRC 

clinics at senior centers, hygiene presentations and 

other various activities. The idea is to give students 

practical tasks that can help improve their math and 

language skills. It also provides exposure to the nursing 

field. 

 

     Another goal of the project is to help students real-

ize the benefits of higher learning, and encourage stu-

dents to continue their schooling.  Many participating 

students at local middle schools were selected because 

they were not considering going to college. Another 

aim of the grant is to track students after their mentor-

ing experience, to see whether they have gone on to 

pursue higher education.  Tracking this data will help 

evaluate the project and could impact future grants of  

this nature 

 

     For further information regarding this program, 

contact OHSU School of Nursing professors, Sandra 

Submitted by Judy Lang RN, BS, CCRN 

 
     In an effort to attract young students to pursue 

future careers in nursing, a 2 year grant was recently 

awarded to fund a mentoring program in local middle 

schools. Sponsored by the Northwest Health Founda-

tion, and titled “Making School Relevant: Embarking on 

a Career in Nursing,” the $3,900 grant was given to 

the Ashland based OHSU School of Nursing to sup-

port its outreach efforts in Phoenix/Talent Middle 

School and at Eagle Point Junior High. 

 

     The grant funds professors and 12 nursing students 

who are mentoring the interested local students. The 

grant is specifically aimed at attracting students from 

geographically isolated areas, as well as those from 

minority or economically disadvantaged households. 

Middle school students in the mentoring program par-

ticipate in school health screenings, blood pressure 

Mark your calendars…………. 

 

For AACN upcoming National Teaching Institutes:   

 

 2002  May 4-9 in Atlanta, Georgia. 

 2003  May 17-22 in San Antonio, Texas. 

 2004  May 15-20 in Orlando, Florida. 

 2005  May 7-12 in New Orleans, Louisiana. 

 2006  May 20-25 in Anaheim, California. 

 2007   May 5-10 in Atlanta, Georgia. 
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individuals who join in the fun and education. The best 

part is that everyone who participates wins something!! 
We have developed a merit system to track involvement 

and would love to have you join us. Enclosed in this 
newsletter is an example of this form. You can also re-

ceive more information about this exciting new venture 
through one of your local chapter board members listed 

in this letter.  
Come join us in the fun. 
Submitted by Leigh Biscarret-Pochert  RN,CCRN,HNC 

     You now have the opportunity to win wonderful prizes 

and have fun with some of the most wonderful nurses in 
the valley. How ? It is as simple as attending a chapter 

meeting or education conference. Many nurses are not 
aware that the Pacific Crest Chapter of the AACN is 

NOT just for Critical Care nurses and are NOT just for 
CCRN‟s. We are an exciting and fun group of nurses 

dedicated to bringing educational opportunities to all 
healthcare workers in the Southern Oregon and North-
ern California.  We are now offering a variety of prizes to 

Win Prizes Through 

 Merit System 



ACUTE CORONARY SYNDROMES REVIEW 

CURRENT TERMINOLOGY AND TREATMENT GUIDELINES 

Submitted by Jo Jacavone, RN, MS, CCRN 
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The following summary highlights the new terminology and 

the latest recommended treatments for patients diagnosed 

with Acute Coronary Syndromes (ACS).  This review is also 

a brush up on some basics.   
 
DEFINITION OF ACS 

ACS is a term that includes the new classification for MI and 

unstable angina.  ACS refers to ST Segment Elevated MI, 

Non ST Segment Elevated MI, and Unstable Angina. 
 
ST Segment Elevated MI (STEMI) 

STEMI is also known as Q wave MI.  ST segment elevation 

indicates transmural injury to myocardium.  In the acute 

phase, ST segment is elevated Ó1 mm (1 small box) or new 

left bundle branch block develops (which obscures ST 

elevation) in electrodes that lie over the zone of injury.  For 

example in the acute phase, ST segment elevation would 

occur in the precordial leads (V1, V2, V3, V4) in an Anterior 

MI with occlusion of the left anterior descending artery. 
 

Non ST Segment Elevated MI (NSTEMI) 

A NSTEMI is also known as non Q wave MI.  ST segment 

depression indicates ischemia to myocardium.  There is a 

reduction of blood flow, but some normal tissue remains 

between the ischemic area and positive electrode.  In the 

acute phase, ST segment depression Ó0.5 mm is present in 

electrodes that lie over the zone of ischemia.  For example 

in the acute phase, ST segment depression would occur in 

the precordial leads (V1, V2, V3, V4) in an Anterior MI with 

subtotal occlusion of the left anterior descending artery. 
 

HOW DOES THE PATHOPHYSIOLOGY AND 

TREATMENT DIFFER FOR EACH DIAGNOSIS? 

ST Segment Elevated MI (STEMI) 

In STEMI a fibrin rich clot fully occludes the coronary artery.  

A PCI (percutaneous coronary intervention – stents or 

PTCA ) is a class I recommendation in STEMI if not contrain-

dicated.  An emergent CABG is done in ACS for significant 

left main artery stenosis, triple vessel disease, and complex 

lesions that the cardiologists are unable to dilate with PTCA/

stent. 
 
Fibrinolytics –were formally known as thrombolytics.  Al-

teplase (tPA), streptokinase, tenecteplase (TNKase), 

and retaplase (Retavase) are some examples of fibri-

nolytics.  Fibrinolytics are used if there are no contraindica-

tions and PCI or CABG are not available.  Fibrinolytics are 

effective in clot lysis in STEMI because studies have shown 

these clots to be fibrin rich and fibrinolytics are fibrin selec-

tive.  Remember to decrease the dose of IV Heparin when 

using fibrinolytics.  The lower recommended Heparin dose 

when given with fibrinolytics is:  Heparin 60 units/kg IV bolus 

(maximum of 4000 unit bolus for patient > 70 kg) and main-

tenance dose of 12 units/kg/hour (maximum 1000 units/hour 

for patients > 70 kg).  Lower dose Heparin given with fibri-

nolytics is associated with decreased occurrences of intrac-

ranial hemorrhage. 
 

Non ST Segment Elevated MI (NSTEMI)  

In NSTEMI a platelet rich clot partially occludes the coronary 

artery.  There is a non-occlusive thrombus with ischemia and 

lack of full injury manifested by ST Segment depression.  A 

diagnostic heart cath and PCI are a Class I recommendation 

for high-risk patients with NSTEMI.  An emergent CABG is 

done for significant left main artery stenosis, triple vessel dis-

ease, and complex lesions that the cardiologists are unable to 

dilate with PTCA/stent. 
 
Fibrinolytics (tPA, streptokinase, TNKase, and Retavase) 

should not be used with NSTEMI.  Research has shown in-

creased mortality when patients with NSTEMI are given fibri-

nolytics.  Exception:  When there is marked ST segment de-

pression confined to leads V1 – V4, there is a likelihood that 

this reflects a posterior current of injury (not ischemia) and 

suggests a circumflex artery occlusion for which fibrinolytic 

therapy would be considered appropriate. 
 
Glycoprotein (GP) IIB/IIIA Receptor Antagonists such 

as Tirofiban (Aggrastat) and eptifibatide (Integrilin) are 

recommended for high risk patients with NSTEMI. GP IIB/IIIA 

inhibitors lock onto IIB/IIIA receptors located on platelets.  

Blocking these receptors inhibits platelet aggregation and func-

tion.  GP IIB/IIIA inhibitors are very effective in NSTEMI be-

cause studies have shown these clots to be platelet rich and 

these drugs works specifically on platelets.  Aggrastat is used at 

RVMC and is short acting with bleeding precautions for 4 

hours after the infusion is stopped. 
 
Abciximab (ReoPro) is classified as a GP IIB/IIIA Receptor 

Antagonist and is approved for treatment of NSTEMI and un-

stable angina as an adjunct to PCI or when PCI is planned 

within 24 hours. ReoPro is not recommended for patients with 

ACS in whom PCI is not planned.   ReoPro is longer acting 

with bleeding precautions for 48 hours after the infusion is 

stopped.  
 
Clopidogrel (Plavix) is recommended for the medical treat-

ment of NSTEMI.  Plavix inhibits platelet aggregation. 
 
As many of you know from experience, GP IIB/IIA Receptor 

Antagonists have the side effects of increased bleeding and 

thrombocytopenia. 
 
Unstable Angina (UA) 

Unstable angina is characterized by prolonged angina at rest.  

UA is intermediate in severity (between stable angina and MI) 

and results from rupture of plaque, which partially occludes 

coronary artery.  High risk cases of UA are treated with PCI 

(stent or PTCA) and Glycoprotein (GP) IIB/IIIA Receptor An-

tagonists as described under NSTEMI. 
 
Clopidogrel (Plavix) is recommended for the medical treat-

ment of unstable angina.   
 



sence of hypotension; (2) acute MI and left ventricular ejec-

tion fraction < 40% or with clinical heart failure.  Some com-

monly used ACEI are:  captopril (Capoten); enalapril 

(Vasotec) and lisinopril (Zestril). 
 
WHAT IS THE LATEST RECOMMENDATION ON 

THE USE OF HMG-Co-A REDUCTASE INHIBI-

TORS (STATINS)? 

Our local cardiologists and cardiac surgeons are very aggres-

sive in prescribing statins - a cholesterol lowering group of 

drugs. Major studies with statins have shown a dramatic de-

crease in major coronary events and a reduction in mortality.  

Some examples of statins commonly used are:  simvastatin 

(Zocor); pravastatin (Pravachol); lovastatin (Mevacor); fluvas-

tatin (Lescol); and atorvastatin (Lipitor). 
 
IDENTIFY THE CARDIAC MARKERS USED TO DI-

AGNOSE MI: 

Cardiac Serum Markers 
Troponin I 

Troponin I is a protein found in cardiac muscle.  It is a very 

specific diagnostic marker for cardiac necrosis or injury and 

is found exclusively in the myocardium. 
 
Myoglobin 

Myoblobin is a protein found in cardiac and skeletal muscle.   

Myoglobin is not specific to cardiac muscle, as it is released 

during skeletal muscle damage as well.  It is useful in diagnos-

ing MI because of its early release and helps with decisions 

about fibrinolytic therapy and emergency angioplasty within 

the early hours of presentation. 
 
Creatine Kinase – MB 

CK – MB is an enzyme which has its highest concentration in 

cardiac tissue and has been used to diagnose MI since the 

1970s.  CK-MB is also reported as an index, which is calcu-

lated as: 

CK-MB Index =        ng/ml    X 100 

                            Total CK 

A CK-MB index < 2 is negative. 

A CK-MB index 2-3.9 is borderline. 

A CK-MB index >  4 is positive. 
 
Please contact Jo Jacavone (608-5877) if you have any questions.  A multidis-

ciplinary team at RVMC led by Brian Gross MD, Richard Schaefer MD, and 

others have developed ACS algorithms and a clinical pathway that plan to 

be implemented in June 2002.  Drs. Gross and Schaefer are adapting these 

algorithms for the outlying hospitals where CABG or PCI are not available.  

The next PCRC-AACN newsletter will have these algorithms. 

RECOMMENDED TREATMENT FOR ALL ACUTE 

CORONARY SYNDROMES 

1. Oxygen 

2. ASA – aspirin is also an antiplatelet agent that blocks 

an enzyme (cyclooxygenase).  This enzyme acts by 

aggregating platelets.  ASA is a class I recommenda-

tion and decreases mortality associated with MI by 

23%!   

3. NTG 

4. Beta Blockers 

5. Unfractionated Heparin or Low Molecular Weight 

Heparin (Lovenox is used at RVMC).  Heparin and 

Lovenox have no effect on existing clots but do pre-

vent extension of the clot.  Heparin inhibits thrombin 

and Lovenox inhibits the clotting factor Xa. 
        
HOW ARE BETA BLOCKERS EFFECTIVE IN 

TREATING ACS? 

Beta Blockers are a Class I recommendation in ACS. Beta 

Blockers decrease mortality by 28%!  They decrease myocar-

dial work and infarct size and also prevent VT.  They inhibit 

the effects of catecholamines by blocking Beta -1 receptors in 

the heart thereby decreasing rate and contractility.  Beta - 2 

receptors are located in the lung, which may cause the un-

wanted side effect of bronchoconstriction. 

Effects of Beta Blockers 

Commonly Used Beta Blocker 
 

HOW ARE ACE INHIBITORS EFFECTIVE IN 

TREATING MI? 

Angiotension Converting Enzyme Inhibitors (ACEI) inhibit an 

enzyme which converts angiotensin I to angiotensin II.  Angio-

tensin II is a potent vasoconstrictor.  Inhibition of angiotension 

II causes the desired effects of vasodilation which decreases 

systemic vascular resistance.  With decreased peripheral vaso-

constriction, there is a decrease in the work of the heart.  

ACEI slows the development of left ventricular dysfunction.  

ACEI are a Class I recommendation in the following condi-

tions:  (1) within 24 hrs of STEMI or with heart failure in ab-

ACUTE CORONARY SYNDROMES REVIEW 

CURRENT TERMINOLOGY AND TREATMENT GUIDELINES 
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RECEPTOR LOCATION EFFECTS 

BETA I Heart  HR 

 CONTRACTILITY 

 OXYGEN CON-

SUMPTION 

 AV CONDUCTION 

BETA II Bronchioles Bronchoconstriction 

GENERIC NAME TRADE NAME BLOCKADE OF 

Atenolol Tenormin B1 

Carvedilol Coreg B1, B2 

Esmolol Breviblock B1 

Metoprolol Lopressor B1 

Labetalol Normodyne B1, B2 

Nadolol Corgard B1, B2 

Propranolol Inderol B1, B2 

 Normal Positive Onset 

 
Peak 

 
Return to 

normal 

CK- MB  0-4 ng/ml  > 4 ng/ml 

 

3-8 hrs 9 ï 30 hrs 24-48 hrs 

Myoglo-

bin 
    70 ng/

ml 

 > 70 ng/ml  

 

1/2- 3 hrs 3 ï 15 hrs 24 hrs 

Troponin 

I 

 < .05 ng/

ml 
   0.5 ng/ml 

 

3 ï 6 hrs 14 ï 24 hrs 5 ï 6 days 
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     Peggy Rees, RN,   PCRC Membership Coordi-

nator has amazingly recruited nearly 50 members 

since her term began in July 2001.  Peggy  was 

mentioned in the National AACN News as one of 

the top three recruiters nationwide.  

     Peggy has already won a $50.00 gift certificate 

which she generously donated to the  Pacific Crest  

PCRC Membership  

Coordinator Recognized  

Chapter for educational materials. 

 

     Peggy is also the national winner of the AACN 

Critical Links Member-Get-a-Member campaign  

which ended April 1.  She was awarded a $500 

American Express travelers check, on stage at the 

NTI in Atlanta, on May 9. 

     Heart disease is the number 1 killer in the United 

States. Over 61 million people have been diagnosed 

with some form of it. 950,000 died of it in 2001. 

American Heart Association reports 250,000 of those 

died with sudden cardiac death. Heart disease plays no 

favorites. It affects people affluent and poor, communi-

ties urban or rural. It includes young people, high 

school students who suddenly have a cardiac arrest 

without any previous diagnosis of heart disease. These 

cardiac arrests happen in sports ( Grants Pass High 

School 1997 weight room), at home ( captain Beaver-

ton High School football team 1999) or at social gath-

erings ( Ashland High School 2001). Other events re-

cently include a high school junior with a myocardial 

infarction while running on the school track ( Ashland 

High School 2000) and the father of a coach who died 

of sudden cardiac death during an overtime of a bas-

ketball game (Lakeridge High School 2002). 

     All of these events are shocking and devastating to 

staff and students of high schools. However, the num-

ber of young people are a teardrop in the astronomical 

statistics of heart disease and cardiac death. The far 

greater incidence includes parents, grandparents, aunts, 

uncles, teachers, best friends, coaches who might at-

tend sporting events, performances and graduations in 

public high schools. In rural communities a public high 

school can be a focal point of community gatherings.  

     I believe that with the advent of the known life sav-

ing device (incidence as high as 85% in some casinos 

with witnessed cardiac arrest and prompt AED defibril-

lation) the Automated External Defibrillator ( AED) 

should be an integral and accessible piece of equipment 

at every high school along with the fire extinguisher. In 

addition, with Oregon ranks as the 5th highest state in 

the nation in sudden carcardiac death (CDC State to 

State Mortality Sudden Cardiac Death 1999 - released 

March 2002).   I also believe that incorporating a 

school CPR/AED program including teaching CPR 

adult, child, infant and AED training in the mandatory 

health classes will also be highly beneficial. Regardless 

of the outcome of the resuscitation attempt, the per-

son initiating the effort will carry through the rest of 

their life the difference between, " I didn't know what 

to do" or " I did everything I could." With only having 

CPR training as a tool in a sudden cardiac arrest situa-

tion a lay person will initiate the same process as highly 

trained medical professionals until EMS arrives. I be-

lieve this should be considered a basic life skill and 

taught at the high school level will have a snowball ef-

fect reaching to more school staff members and peak-

ing interest in the individual family as well.  

     As a long time Coronary Care RN,  I have seen the 

efforts of early defibrillation, early initiation of CPR 

with amazing lifesaving/brain saving results. Late CPR / 

late defibrillation results in death or permanent brain 

and cardiac damage. We have a small but highly effec-

tive window, which dramatically reveals the difference 

between quantity and quality of life. Because of this it is 

my goal to obtain the school CPR/ AED program for 

every public high school in Jackson and Klamath Coun-

ties by Fall 2002. This program is expensive, the bill will 

be over $70,000 to fulfill and school finances are in 

disastrous disarray. Perhaps hospital foundations, pri-

vate businesses who profit from the community will be 

willing to finance this important high school component 

which will benefit the people of Oregon.  

Submitted by Laure Trickel, RN,  

 

Local Member Promoting AED/CPR in  

Public High Schools 
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President: 

Lori Lind 

541-482-2442 ext. 258 
llind@ashlandhospital.org 

President-elect: 

Shirley Hupka 
541-955-5425 
shupka@asante.org 

 
Treasurer: 
Gemma Marlia-Johnson 
541-732-5062 

kgmarlson@charter.net 
 
Marketing/Fund Raiser: 

Leigh Biscarret-Pochert 
541-471-5302 
leighrn@internetcds.com 

 
Secretary: 
Julie Thompson 

541-732-5062 
jthompson485@charter.net 
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Jo Jacavone 
541-608-5877 
jjacavone@asante.org 

 
Elaine Ritchey 
541-732-5062 

critchey@compuserve.com 
 
Membership: 

Peg Rees 

541-664-8097 
pegaroo21@cs.com 

AACN Region 18 Advi-

sor 

Judy Lang 
541-488-1218 

jmlang@cdsnet.net 
 
See us on the web at 

www.aacn.org, go to 
―chapter links‖, Pacific 
Crest Regional Chapter 

Here’s how to get in touch with your local AACN 
Pacific Crest Chapter: 

Need Information?  Here‟s how to get in touch with Na-
tional AACN:  AACN, 101 Columbia, Also Viejo, Ca 92656 

1-800-899-AACN 


