
PEDIATRIC
INTENSIVE CARE

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__________________________________________
Levels of Consciousness__________________________________________
Seizure Precautions__________________________________________

Care of the Patient With:__________________________________________
Seizures__________________________________________
CVA__________________________________________
Spinal Cord Injury__________________________________________
Craniotomy__________________________________________
Neuromuscular Disease__________________________________________
Pre & Post Mylogram__________________________________________
Assist With Lumbar Puncture__________________________________________
Maintenance of Skin__________________________________________
Coma__________________________________________
Seizure Disorders__________________________________________
Overdose / Poison Ingestion__________________________________________

__________________________________________
CARDIOVASCULAR:__________________________________________

Cardiovascular Assessment__________________________________________
Auscultation of Heart Sounds__________________________________________
Peripheral Perfusion__________________________________________
Capillary Refill__________________________________________

Apical Pulse__________________________________________
Doppler__________________________________________

Obtaining 12 - Lead EKG__________________________________________

Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

CARDIOVASCULAR:  Continued__________________________________________
Cardiopulmonary Resuscitation__________________________________________
Defibrillation / Cardioversion__________________________________________
Care of Patient With:__________________________________________

Acute MI__________________________________________
Cardiogenic Shock__________________________________________
Cardiomyopathy__________________________________________
Congenital Heart Disease__________________________________________
Heart Defects__________________________________________
Heart Sounds / Murmurs__________________________________________
Central Venous Pressure__________________________________________
Post Cardiac Surgery__________________________________________

__________________________________________
RESPIRATORY:__________________________________________

Respiratory Assessment__________________________________________
Breath Sounds__________________________________________
Apnea Monitor__________________________________________
Chest Tube Insertion__________________________________________
Detection of Cyanosis__________________________________________
Nasal Flaring__________________________________________
ECMO__________________________________________
CPAP/PEEP__________________________________________
High Frequency Ventilator__________________________________________
IMV__________________________________________
Pressure Ventilator__________________________________________
Volume Ventilator__________________________________________
Weaning from Ventilator__________________________________________

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__________________________________________

RESPIRATORY:  Continued__________________________________________
Care of Child With:__________________________________________

Bronchiolitis (RSV)__________________________________________
Chronic Respiratory Disease__________________________________________
Epiglottitis__________________________________________
Flail Chest__________________________________________
Fresh Tracheostomy__________________________________________
LTB / Croup__________________________________________
Pneumonia__________________________________________
RDS__________________________________________
Severe Respiratory Distress__________________________________________
Asthma__________________________________________

__________________________________________

__________________________________________

__________________________________________
GASTROINTESTINAL:__________________________________________

Abdominal Assessment__________________________________________
Nutritional Assessment__________________________________________
Assist with Breast Feeding__________________________________________
Bottle Feeding__________________________________________
Breast Milk Handling / Storage__________________________________________
Gavage__________________________________________
Gastrostomy / Button__________________________________________
Jejunal__________________________________________
Nasogastric / Orogastric__________________________________________
Test for Occult Blood__________________________________________
Care of Child With:__________________________________________

Fresh Ostomy__________________________________________
Gastroenteritis / Dehydation__________________________________________
GE Reflux__________________________________________
GI Bleeding__________________________________________
Hepatic Failure__________________________________________
Hepatitis__________________________________________
NEC__________________________________________
Pancreatitis__________________________________________
Post Abdominal Surgery__________________________________________
Stress Ulcer__________________________________________
Surgical Abdomen__________________________________________

Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

INFESTIOUS DISEASES:__________________________________________
CBC/Differential__________________________________________
Culture Reports__________________________________________
Assist with Lumbar Puncture__________________________________________
Collect Culture Specimens__________________________________________
Isolation Techniques__________________________________________
Care of Child With:__________________________________________

Cytomegalo Virus (CMV)__________________________________________
HIV / AIDS__________________________________________
Septic Shock__________________________________________
Tuberculosis__________________________________________

PHLEBOTOMY / IV THERAPY:__________________________________________
Interpretation of Lab Results__________________________________________
Administration of Blood / Blood Products:__________________________________________

Cryoprecipitate__________________________________________
Packed Red Blood Cells__________________________________________
Plasma / Albumin__________________________________________
Whole Blood__________________________________________
Via Implantable Venous Port__________________________________________
Via Percutaneous Arterial Line__________________________________________
Via Percutaneous Venous Line__________________________________________
Via PICC__________________________________________
Drawing Blood from Central Line__________________________________________
Drawing Venous Blood__________________________________________

Managing IV Therapy__________________________________________
IV site and Patency Assessment__________________________________________
Starting Angiocath__________________________________________
Starting Butterfly__________________________________________
Starting Heparin Lock__________________________________________
Scalp Veins__________________________________________

__________________________________________

__________________________________________
CALCULATIONS OF PEDIATRIC DOSAGES:__________________________________________
MCG/KG/MIN__________________________________________
MCG/KG__________________________________________
MG/MIN__________________________________________
Units/Hr__________________________________________
CC/HR__________________________________________
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Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

WOUND MANAGEMENT:__________________________________________
Wound Assessment__________________________________________

Skin for impending breakdown__________________________________________
Stasis Ulcers__________________________________________
Surgical Wound Healing__________________________________________

Equipment and Procedures:__________________________________________
Air Fluidized, Low Airloss Beds__________________________________________
Sterile Dressing Changes__________________________________________
Wound Care / Irrigations__________________________________________

Care of Child With:__________________________________________
Burns__________________________________________

First Degree__________________________________________
Second Degree__________________________________________
Third Degree__________________________________________

Pressure Sores__________________________________________
Staged Decubitus Ulcers__________________________________________
Surgical Wounds with Drain(s)__________________________________________
Traumatic Wounds__________________________________________

PAIN MANAGEMENT:__________________________________________
Assessment of Pain Level/Tolerance__________________________________________
Care of Child With:__________________________________________

Epidural Anesthesia/Analgesia__________________________________________
IV Conscious Sedation__________________________________________

ENDOCRINE/METABOLIC:__________________________________________
Assessment of Electrolyte Balance__________________________________________
Equipment and Procedures__________________________________________

Blood Glucosea Testing (type):__________________________________________
Care of Child With:__________________________________________

Diabetic Ketoacidosis__________________________________________
Hyper/Hypocalcemia__________________________________________
Hyperbilirubinemia__________________________________________
Thyroid Dysfunction__________________________________________

Medication - Insulin__________________________________________

Check Proficiency__________________________________________
SKILL 1 2 3__________________________________________

MEDICATION ADMINISTRATION:__________________________________________
Albuterol (Ventolin)__________________________________________
Aminophylline__________________________________________
Ampicillin__________________________________________
Atropine__________________________________________
Carbamazepine (Tegretol)__________________________________________
Chemotherapeutic Agents__________________________________________
Chloral Hydrate__________________________________________
Clonazapam (Clonopin)__________________________________________
Corticosteroids__________________________________________
Dobutamine__________________________________________
Dopamine__________________________________________
Diazepam (Valium)__________________________________________
Digoxin__________________________________________
Epinephrine__________________________________________
Gentamycin__________________________________________
Growth Hormone__________________________________________
Insulin__________________________________________
Lasix__________________________________________
Metaproterenol (Alupent)__________________________________________
Nipride__________________________________________
Nitroglycerine__________________________________________
Paralytic Agents__________________________________________
Phenobarbital__________________________________________
Phenytoin (Dilantin)__________________________________________
Prostaglandin__________________________________________
Sodium Bicarbonate__________________________________________
Thyroid Replacement__________________________________________
Vancomycin__________________________________________
Continuous IV Infusion__________________________________________
Eye/Ear Instillations__________________________________________
IM Injections__________________________________________
IV Push__________________________________________
Metered Dose Inhalers__________________________________________
Nebulizer__________________________________________
Rectal Infusion/Suppository__________________________________________
SQ Injections__________________________________________
Z-track Injections__________________________________________
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