
EMERGENCY ROOM
SKILLS CHECKLIST

Date ______________________________________________

Name _____________________________________________

Signature __________________________________________

Please select the column that most accurately describes your proficiency level...

Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

NEUROLOGY:__________________________________________
Neurological Assessment:__________________________________________

Neuro Vital Signs__________________________________________
Glascow Coma Scale__________________________________________

Seizure Precautions__________________________________________
Care of the Patient With:__________________________________________

Fresh Head Injury__________________________________________
Closed__________________________________________
Open__________________________________________

Fresh CVA__________________________________________
Fresh Spinal Cord Injury__________________________________________
Fresh Intracrainial Bleed__________________________________________

Assist with Lumbar Puncture__________________________________________
RESPIRATORY:__________________________________________

Respiratory Assessment__________________________________________
Breath Sounds__________________________________________
Rate and Work of Breathing__________________________________________
Interpretation of ABG's__________________________________________

Assist With:__________________________________________
Intubation/Extubation__________________________________________
Tracheostomy__________________________________________
Chest Tube Insertion__________________________________________

Airway Care & Maintenance:__________________________________________
Oral Airway__________________________________________
Nasal Airway__________________________________________
Endotracheal Tube__________________________________________
Tracheostomy__________________________________________

Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

RESPIRATORY:  Continued__________________________________________
Suctioning:__________________________________________

Oral Pharyngeal__________________________________________
Nasal Tracheal__________________________________________
Via Endo Tracheal Tube__________________________________________
Via Tracheostomy__________________________________________

Care of the Patient With:__________________________________________
Acute Respiratory Distress__________________________________________
Chest Trauma__________________________________________
COPD__________________________________________
Fractured Ribs__________________________________________
Pneumo-thoraz__________________________________________
Hemo-thorax__________________________________________
AIDS__________________________________________
Asthma__________________________________________
Pulmonary Edema__________________________________________
Care of a Patient on a Ventilator__________________________________________

Knowledge and use of:__________________________________________
Portable O2 Tank__________________________________________
Pulse Oximetry__________________________________________
Drainage System__________________________________________
Oxygen Administration__________________________________________
Nasal Cannula__________________________________________
Aerosol Mask__________________________________________
Venti Mask__________________________________________
Nebulizer Set-Up__________________________________________
Ambu Bag and Ambuing Technique__________________________________________

Level of Proficiency
When completing this checklist, please indicate your level of proficiency
in each area according to the scale below. Place a check mark in the
column to the right which best describes your expertise with each skill.

1. No experience
2. Knowledgeable / Moderate experience
3. Competent / Proficient

 



Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

CARDIOVASCULAR:__________________________________________
Cardiovascular Assessment__________________________________________

Auscultation (Rate, Rhythm)__________________________________________
Telemetry__________________________________________
Obtaining 12-Lead EKG__________________________________________
Arrythmia Interpretation & Treatment__________________________________________
Recognizing Arrhythmias__________________________________________
Cardiopulmonary Arrest__________________________________________

Arrest Cardio / Respiratory__________________________________________
Initial Resuscitation__________________________________________
ACLS Protocol__________________________________________
Defibrillation / Cardioversion__________________________________________

Care of the Patient with:__________________________________________
Aneurysm__________________________________________
Acute MI__________________________________________
Angina__________________________________________
CHF__________________________________________
Cardio / Respiratory Arrest__________________________________________
Shock__________________________________________
Pacemaker__________________________________________

Temporary__________________________________________
Transthoracic__________________________________________

Transvenous__________________________________________

__________________________________________
INTERVENOUS THERAPY:__________________________________________

Initiation of Periphral IV__________________________________________
Assist With:__________________________________________

Central LIne Insertion__________________________________________
Arterial Line Insertion__________________________________________

__________________________________________

__________________________________________
MEDICATION ADMINISTRATION:__________________________________________

Drug Calculation in:__________________________________________
MCG / KG / MIN__________________________________________
MG / MIN__________________________________________
MCG / MIN__________________________________________
Units / Hour__________________________________________
Pediatric Conversions__________________________________________

Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________
MEDICATION ADMINISTRATION:  Continued__________________________________________
Administration of:__________________________________________

Bretylol__________________________________________
Atropine__________________________________________
Dopamine__________________________________________
Dobutrex__________________________________________
Digoxin__________________________________________
Decadron__________________________________________
Epinephrine__________________________________________
Isuprel__________________________________________
Lodocaine__________________________________________
Levophed__________________________________________
Pronestyl__________________________________________
Sodium Bicarbonate__________________________________________
Nipride__________________________________________
Tridil__________________________________________
Streptokinase__________________________________________

Use of Infusion Pumps__________________________________________
Administration of Blood & Blood Products__________________________________________

GASTROINTESTINAL / RENAL:__________________________________________
Gastrointestinal Assessment__________________________________________

Abdominal / Bowel Sounds__________________________________________
Nutritional Status__________________________________________

Care of the Patient With:__________________________________________
Abdominal Distention__________________________________________
Abdominal Pain__________________________________________
Abdominal Trauma__________________________________________
GI Bleed__________________________________________
Acute Renal Failure__________________________________________
Dehydration__________________________________________

Insertion and Care of:__________________________________________
Nasogastric Tube__________________________________________
Salem Sump__________________________________________
Gastric Lavage__________________________________________

Insertion of:__________________________________________
Female Catheter__________________________________________
Male Catheter__________________________________________

GU Irrigations__________________________________________
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Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

MISCELLANEOUS:__________________________________________
Universal Precautions__________________________________________
Pain Management__________________________________________
Bites, Animal__________________________________________
Shock__________________________________________
Gun Shot / Stab Wounds__________________________________________
Heat Exhaustion__________________________________________
Stroke__________________________________________
Cast Care__________________________________________
Overdose / Poison__________________________________________
Burn Patients__________________________________________
Familiarity With:__________________________________________

Pelvic Trays / Exam__________________________________________
Trach Tray__________________________________________
Chest Tray__________________________________________
Rape Kit__________________________________________

__________________________________________
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Name _____________________________________________ Page 3 of 3


