
CHILDREN’S NURSING SPECIALTIES, INC.

PEDIATRIC NURSING SKILLS & KNOWLEDGE COMPETENCY CHECKLIST

Skills/Knowledge Assessment Key

1=Not Confident
3=Can Perform Independently

2=Some Experience; Need Additional Training
4=Proficient; Can Teach Others

Check Appropriate Level

Topic Skills/Knowledge
Self Assessment

Needs Further 
Education/Training

FOR OFFICE USE ONLY
1. General

A. Rate your experience with:

1. High risk/premature infants
2. Normal birth weight infants
3. Toddlers (ages 1-2)
4. Preschool children (ages 3-4)
5. School-age children (ages 5-11)
6. Adolescent children (ages 11-18)
7. Young Adults (ages 18-25)

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

_________________
_________________
_________________
_________________
_________________
_________________
_________________

2. Assessments

A. Rate your comfort level with the following age 
specific assessments:

1. High risk infant
2. Normal infant
3. Toddler
4. Preschool 
5. School-age 
6. Adolescent 
7. Young Adults

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

_________________
_________________
_________________
_________________
_________________
_________________
_________________

3. Procedures

A. Rate your comfort level with the following: 

1. Measurements:
a. Apical pulse
b. Axillary temperature
c. Tympanic (ear) temperature
d. Weight
e. Length
f. Head circumference
g. Chest circumference

2. Care Of:
a. Tracheostomy 
      1.   Trach Care
      2.   Trach Tie Change
b.   Ostomy:
      1.   Stoma Site Care
      2.   Irrigation

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

_________________
_________________
_________________
_________________
_________________
_________________
_________________

_________________
_________________

_________________
_________________
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  3.    Procedures (Continued)

c.   Implanted Port
      1.   Monitoring
      2.   Site Care
      3.   Flushing
d.   Central Venous Catheters

1. Monitoring
2. Site Care
3. Flushing

               e.   Peripheral IV Catheter
1. Monitoring
2. Site Care
3. Flushing

3.  Insertion/Reinsertion of:
a. Trach Tube

1.   Uncuffed
                         2.   Cuffed

b. Gastrostomy Tube/Button
c. Foley Catheter
d. NG Tube

4.   Suctioning:
a. Tracheal
b. Nasal
c. Oral
d. Oro/Nasopharyngeal

5.   Feedings by:
a. Gravity Bolus
b. Feeding Pump
c. PO

6. CPR

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

____1 ____2 ____3 ____4

_________________
_________________
_________________

_________________
_________________
_________________

_________________
_________________
_________________

_________________
_________________
_________________
_________________
_________________

_________________
_________________
_________________
_________________

_________________
_________________
_________________

_________________

4. Medication Administration

A. Rate your comfort level with pediatric drug 
calculations.

B. Rate your comfort level with the following 
routes for medication administration
1. Feeding Tube
2. Inhalation

a.  MDI (puffer)
b.  Nebulizer

3. Oral
4. Per Rectum
5. Eye Installation
6. Ear Installation
7. Dermal Patch
8. IM
9. SQ
10. Intravenous Drip
11. Intravenous Push

   

____1 ____2 ____3 ____4

____1 ____2 ____3 ____4

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

_________________

_________________

_________________
_________________
_________________
_________________
_________________
_________________
_________________
_________________
_________________
_________________
_________________
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5. Equipment

A. Rate your experience with the following:
1. Ventilators (List types)
______________________________
______________________________

2. Pulse Oximeters
3. Enteral (Feeding) Pumps
4. List and rate other equipment you are 

familiar with:
______________________________
______________________________

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

_________________
_________________

_________________
_________________

_________________
_________________

6. Diagnoses/Conditions
A. Rate your experience with the following:
1. Respiratory Insufficiency/Distress
2. Ventilator Dependence
3. Seizure Disorders
4. Cerebral Palsy
5. Muscular Dystrophy
6. Hydrocephaly
7. Microcephaly
8. Spinal Muscular Atrophy
9. Congenital Myasthenia Gravis
10. Scoliosis
11. GERD
12. Asthma
13. Bronchio/Tracheomalacia
14. Paraplegia
15. Quadriplegia
16. Developmental Delays
17. Oncology

____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4
____1 ____2 ____3 ____4

_________________
_________________
_________________
_________________
_________________
_________________
_________________
_________________
_________________
_________________
_________________
_________________
_________________
_________________
_________________
_________________
_________________

Additional Skills/Certifications:

Name Date

Reviewed By Date


