Skill Checklists

Colostomy Care Checklist
	Application Steps
	Not Performed (0 points)

	Performed
(1 point)

	1. Washes hands
	
	

	2. Prepares necessary materials
	
	

	3. Verifies the patient’s identity
	
	

	4. Informs the patient about the procedure
	
	

	5. Ensures the patient’s privacy and communicates
	
	

	6. Wears disposable gloves and personal protective equipment
	
	

	7. Positions the patient appropriately (sitting or lying in bed; standing or sitting in the bathroom)
	
	

	8. Places a waterproof drape under the stoma bag
	
	

	9. Assesses the stoma for any fecal leakage
	
	

	10. Moistens the adhesive part of the adapter with gauze soaked in warm water, supports the skin with a dry cloth in one hand, and removes the adapter starting from the upper part moving downward with the other hand
	
	

	11. Disposes of the stoma bag and adapter
	
	

	12. Cleans feces from the stoma with toilet paper
	
	

	13. Assesses the color, moisture, diameter, height, and healing status of the stoma
	
	

	14. Changes gloves and covers the stoma with gauze
	
	

	15. Cleans the skin around the stoma with a cloth soaked in warm water
	
	

	16. Removes the gauze over the stoma and measures the stoma diameter with a stoma measuring guide
	
	

	17. Cuts the adapter 2–3 mm larger than the stoma diameter and applies paste around the stoma
	
	

	18. Waits 1–2 minutes for the paste to dry
	
	

	19. When attaching the stoma bag to the stoma: If a single stoma bag is to be attached, removes the papers in proper order and adheres it so that the stoma is in the center
	
	

	20. Removes the paper from the adhesive part of the new bag or adapter and places the central hole to fit around the stoma (asks the patient to inflate their abdomen to flatten the stoma area)
	
	

	21. Applies light pressure for 1–2 minutes to ensure adhesion of the stoma bag
	
	

	22. If a two-piece stoma bag is to be attached: removes the cut part from the back of the adapter and the adhesive paper from the stoma bag, adheres the sticky side to the skin starting from the lower part
	
	

	23. Asks the patient to inflate their abdomen and attaches the stoma bag to the adapter from the bottom up
	
	

	24. Gently pulls the bag backward to check if it is fully adhered to the skin
	
	

	25. Closes the bottom of the bag with a clamp
	
	

	26. Applies light pressure with fingers around the adapter
	
	

	27. Removes and disposes of gloves
	
	

	28. Performs hand hygiene
	
	

	29. Positions the patient comfortably
	
	

	30. Records the procedures in the nurse observation form
	
	




Insulin Pen Administration Checklist
	Application Steps
	Not Performed (0 points)

	Performed
(1 point)

	1. Washes hands
	
	

	2. Prepares necessary materials
	
	

	3. Verifies the patient’s identity
	
	

	4. Informs the patient about the procedure
	
	

	5. Ensures the patient’s privacy and communicates
	
	

	6. Wears disposable gloves and personal protective equipment
	
	

	7. Positions the patient appropriately
	
	

	8. Inserts the appropriate cartridge into the pen, or if using a prefilled pen, opens it by pulling off the cap
	
	

	9. Opens the package of a disposable insulin pen needle
	
	

	10. Attaches the needle to the insulin pen by screwing it on
	
	

	11. Mixes premixed insulin before administration (20 times)
	
	

	12. Primes the pen to remove air
	
	

	13. Sets the insulin dose
	
	

	14. Identifies the injection site
	
	

	15. Cleans the injection site with 70% alcohol swab and waits for it to dry
	
	

	16. Holds the insulin pen in a proper position so the dose display can be seen
	
	

	17. Inserts the insulin needle vertically into the selected site
	
	

	18. After injection, keeps the needle in the skin for 10 seconds before removal
	
	

	19. Removes the needle from the skin in the same direction it was inserted
	
	

	20. Checks the injection site for bleeding, leakage, etc.
	
	

	21. Places the protective outer cap back on the needle
	
	

	22. Removes the needle from the pen and disposes of it
	
	

	23. Uses the insulin needle only once
	
	

	24. Disposes of the insulin needle in a sharps container
	
	

	25. Puts the cap back on the insulin pen
	
	

	26. Stores the insulin pen under appropriate conditions
	
	

	27. Removes and disposes of gloves
	
	

	28. Performs hand hygiene
	
	

	29. Positions the patient comfortably
	
	

	30. Records the procedure in the nurse observation form
	
	

















Nasogastric Tube Insertion Checklist
	Application Steps
	Not Performed (0 points)

	Performed
(1 point)

	1. Washes hands
	
	

	2. Prepares necessary materials: Age-appropriate NG tube, adhesive tape for fixation, syringe, stethoscope, protective drape, saline or distilled water, gloves, water, protective drape, kidney basin
	
	

	3. Knows the appropriate NG tube sizes by age (Preterm and newborn: 5 Fr; 0–1 year: 5 or 8 Fr; 1–3 years: 8 or 10 Fr; 4–6 years: 10–12 Fr; 7–11 years: 12 or 14 Fr; Adolescent: 14 or 18 Fr)
	
	

	4. Verifies the patient’s identity
	
	

	5. Informs the parent about the procedure
	
	

	6. Informs the child about the procedure according to their age
	
	

	7. Ensures the patient’s privacy and communicates
	
	

	8. Wears disposable gloves
	
	

	9. Wears personal protective equipment
	
	

	10. Positions the patient appropriately (semi-Fowler position)
	
	

	11. Places a towel or protective drape over the chest and brings the kidney basin close
	
	

	12. Measures the NG tube (from the tip of the nose to the earlobe, then to the xiphoid process)
	
	

	13. Moists the distal end of the NG tube with sterile water or saline
	
	

	14. Since the esophagus is located behind the trachea, places the infant’s/child’s head in hyperextension to facilitate tube passage
	
	

	15. After passing the NG tube through the nasopharynx, flexes the child’s head forward / asks them to bend their head towards the chest
	
	

	16. If possible, asks the patient to swallow; if able to drink, offers water; advances the tube to the marked point during swallowing
	
	

	17. Recognizes signs indicating the NG tube is in the lungs (coughing, cyanosis, air sounds from the end of the tube, dyspnea)
	
	

	18. If misplacement occurs, withdraws the tube and re-inserts it
	
	

	19. Checks placement of the NG tube in the stomach: air insufflation with a syringe (preterm: 0.5–1 cc; children: 2–5 cc) and/or aspirating gastric contents
	
	

	20. Secures the tube to the nose and/or cheek with hypoallergenic tape in a V-shape using two pieces
	
	

	21. If no procedure will be performed immediately, keeps the NG tube cap closed
	
	

	22. Places the child in a sitting position
	
	

	23. Injects 1–15 ml of air (according to age) into the tube to clear secretions and closes the cap
	
	

	24. Removes the adhesive tapes
	
	

	25. Instructs the child to take a deep breath
	
	

	26. Pinches the tube and gently withdraws it
	
	

	27. Removes and disposes of gloves
	
	

	28. Performs hand hygiene
	
	

	29. Positions the patient comfortably
	
	

	30. Records the procedure in the nurse observation form
	
	




Postpartum Hemorrhage Assessment Checklist
	Application Steps
	Not Performed (0 points)

	Performed
(1 point)

	1. Washes hands
	
	

	2. Prepares necessary materials: Gloves, equipment for measuring vital signs, sanitary pad, nurse observation/record form
	
	

	3. Introduces herself/himself to the mother
	
	

	4. Verifies the mother’s identity
	
	

	5. Provides information to the mother and family about the procedure and obtains informed consent
	
	

	6. Ensures the mother’s privacy and maintains communication
	
	

	7. Wears disposable gloves and personal protective equipment
	
	

	8. Asks and records the date and time of delivery, evaluates for postpartum hemorrhage risk factors
	
	

	9. Asks whether the mother has urinated (ensures emptying if the bladder is full)
	
	

	10. Assesses the mother’s vital signs and evaluates for signs of hemorrhagic shock
	
	

	11. Asks when and how often the mother last changed her sanitary pad
	
	

	12. Positions the mother and exposes the perineal area
	
	

	13. Lifts the pad from front to back and assesses the lochia
	
	

	14. Palpates the top of the fundus to determine its height
	
	

	15. Assesses uterine tone/contraction before checking for hemorrhage
	
	

	16. Performs bleeding control: presses on the symphysis pubis and allows blood to flow onto the pad
	
	

	17. Performs bleeding control: checks the pad and bleeding characteristics 
	
	

	18. Performs bleeding control: lifts the mother’s hips to check for leakage onto the bedsheet; uses weighing method if available
	
	

	19. Inspects the perineum and episiotomy site
	
	

	20. Determines the exact cause of postpartum hemorrhage
	
	

	21. If postpartum hemorrhage is present, informs the physician and manages accordingly
	
	

	22. Evaluates the need for uterotonic administration and administers if necessary
	
	

	23. Performs uterine massage when indicated
	
	

	24. If normal, provides clean sanitary pad, ensures underwear change, and covers perineum
	
	

	25. Explains bleeding status, lochia characteristics, and importance of monitoring
	
	

	26. Informs about normal/abnormal bleeding and when to seek care
	
	

	27. Encourages breastfeeding and explains its importance
	
	

	28. Washes hands
	
	

	29. Records findings, date, and time in the nurse observation form
	
	

	30. Records results: vital signs, uterus status, bleeding amount and characteristics, breastfeeding status
	
	








Mental Status Examination Cehcklist
	Application Steps
	Not Performed (0 points)

	Performed
(1 point)

	1. Did you come to the doctor voluntarily?
	
	

	2. While awake, have you ever seen images or visions?
	
	

	3. What was the name of your primary school teacher?
	
	

	4. Do you know where you are right now?
	
	

	5. When there is no one around, do you hear voices?
	
	

	6. Please repeat the following three words after me: 'Table, 25, bus'
	
	

	7. What did you have for dinner last night?
	
	

	8. What month are we in?
	
	

	9. What complaints brought you to the doctor?
	
	

	10. What is your roommate’s name?
	
	

	11. What was the name of your favorite childhood friend?
	
	

	12. Do you see things that other people cannot see?
	
	

	13. Can you repeat the three words I asked you to remember five minutes ago?
	
	

	14. What day of the week is it today?
	
	

	15. What year is it?
	
	

	16. Do you know why you are here?
	
	

	17. What is your name?
	
	

	18. When did your current complaints first begin?
	
	

	19. What do you think might be the cause of your illness?
	
	

	20. Did you have visitors yesterday?
	
	

	21. Do you perceive smells that others cannot detect?
	
	

	22. Did you have breakfast today?
	
	

	23. What season are we in?
	
	

	24. Do you think you need help?
	
	

	25. What did you have for breakfast this morning?
	
	

	26. What day is it today?
	
	

	27. Do you sometimes perceive tastes in your mouth that should not be there?
	
	

	28. What have you done to cope with your problems?
	
	

	29. Do you feel abnormal sensations on your skin?
	
	

	30. What was the name of your primary school teacher?
	
	




