
OPERATING ROOM
TECHNICIAN

SKILLS CHECKLIST

Date ______________________________________________

Name _____________________________________________

Signature __________________________________________
Please select the column that most accurately describes your proficiency level...
Please place S (Scrub), C (Circulator), B (Both) in the appropriate box □.

Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

NEUROLOGY:__________________________________________
Neuro Trauma__________________________________________
Shunts__________________________________________
Aneurysm Repair__________________________________________
Endarterectomy__________________________________________
Craniotomy__________________________________________
Hematoma Evacuation__________________________________________
Cervical Laminectomy__________________________________________
Lumbar Laminectomy__________________________________________

EYE:__________________________________________
Cataract__________________________________________
Corneal Transplant__________________________________________
Enucleation__________________________________________
Iridectomy__________________________________________
Muscle Repair__________________________________________
Retinal Detachment Repair__________________________________________
Blecharoplasty__________________________________________
Chalazion__________________________________________
Dacryocystorhinoplasty__________________________________________
Removal Foreign Body__________________________________________
Trabeculectomy__________________________________________
Vitrectomy__________________________________________

ORAL:__________________________________________
TMJ Arthoplasty__________________________________________
Leforte Osteotomies__________________________________________
Maxillary Procedures__________________________________________
Mandibular Procedures__________________________________________
Grafts__________________________________________

ENT:__________________________________________
T & A Myengotomies__________________________________________
Iymparoplasty__________________________________________
Mastoicectomy__________________________________________
Stapedectomy__________________________________________

Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

ENT continued:__________________________________________
Septoplasty__________________________________________
Vocal Cord Stripping__________________________________________
Radical Neck__________________________________________

THORACIC & OPEN HEART:__________________________________________
Bronchoscopy__________________________________________
Thoracotomy__________________________________________
Pneumonectomy__________________________________________
Pacemaker Insertion__________________________________________
Atrial Septal Defect__________________________________________
Ventricular Septal Defect__________________________________________
Valve Replacement__________________________________________
Patient Ductus Arterosus__________________________________________
Tetralogy of Fallot__________________________________________
CAB__________________________________________
Intra-Aortic Balloon Pump__________________________________________

VASCULAR:__________________________________________
Femoral Popiteal Bypass__________________________________________
Fem-Fem Bypass__________________________________________
Fem-Tib Bypass__________________________________________
Aortic Aneurysm__________________________________________
Embolectomy__________________________________________
Vein Ligation__________________________________________

GENERAL:__________________________________________
Mastectomy__________________________________________
Thyroidectomy__________________________________________
Abd Resection__________________________________________
Cholecystectomy__________________________________________
Lap Chole__________________________________________
Colon Resection__________________________________________
Gastrectomy__________________________________________
Laparotomy__________________________________________
Hernia Repair__________________________________________

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__________________________________________

UROLOGY:__________________________________________
Cystoscopy__________________________________________
Lithotomy__________________________________________
Nephrectomy__________________________________________
Urinary Diversion__________________________________________
Radical Node Dissection__________________________________________
Penile Prosthesis__________________________________________

ORTHOPEDICS:__________________________________________
ORIF__________________________________________
Amputation__________________________________________
Arthoscopy__________________________________________
Joint Replacement__________________________________________
Hip Pinning__________________________________________
Tunnel Release__________________________________________
Closed Reduction__________________________________________

GYNECOLOGY:__________________________________________
Hysterectomy__________________________________________
Laparoscopy__________________________________________
Marshall Marchetti__________________________________________
Tubal Ligation__________________________________________
C-Section__________________________________________

PLASTICS:__________________________________________
Abdominoplasty__________________________________________
Mammoplasty__________________________________________
Breast Reconstruction__________________________________________
Grafts__________________________________________
Cleft Lip & Palate__________________________________________

Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

TRAUMA:__________________________________________
Gunshot Wound__________________________________________
MVA (Multiple Injuries)__________________________________________
Traumatic Amputations__________________________________________

TRANSPLANTS:__________________________________________
Heart__________________________________________
Lung__________________________________________
Kidney__________________________________________
Liver__________________________________________
Harvest__________________________________________

EQUIPMENT/OTHER:__________________________________________
Bovie__________________________________________
Blood Warmer__________________________________________
Cardiac Monitor__________________________________________
Defibrillator__________________________________________
Drills__________________________________________
K-Pads__________________________________________
C-Arm__________________________________________
Chest Tube__________________________________________
Lasers__________________________________________
Instrumentation__________________________________________
Dressings__________________________________________
CPR__________________________________________
Universal Precautions__________________________________________
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