SURGERY CENTER XYZ
QUARTERLY CLINICAL COMPETENCY

CRNA Name: ___________________________________________      Date:  ____________________
Reviewing Physician:  _________________________________________________________________
_____________________________________________________________________________________

Interview Review Questions:

Aseptic Technique

1) Do you utilize each Propofol vial as single patient use?


Yes

No

2) Do you utilize any vial marked “single dose only” as single

patient use?








Yes

No

3) Do you wipe the stopper of each medication vial you are going to

use prior to piercing with needle?





Yes

No

4) Do you keep all syringes and needles in their original packaging 

prior to immediate use?






Yes

No

5) Do you use each needle and syringe once and then discard

immediately following use?






Yes

No

6) Do you recap any needles?






Yes

No
7) Do you pre-fill any syringes with medications prior to use?


Yes

No

8) Do you wipe the saline-lock with alcohol prior to piercing




with needle?







Yes

No

Universal Precautions

1) Do you wear a new clean facility-provided gown at all times?

Yes

No

2) Do you wash your hands after contact with each patient and

anytime you come into contact with bodily fluids?



Yes

No

3) Do you keep any food or drink in the procedural rooms at any

time?








Yes

No

4) Do you don new gloves while handling medications?



Yes

No

5) Do you don new gloves with each patient you are caring for? 

Yes

No

6) Do you immediately discard the gloves following their immediate

Yes

No

use?

Anesthesia Record Review
1) Past medical HX included?






Yes

No

2) Complete list of medications, including dosages?



Yes

No

3) Allergies listed?







Yes

No

4) Initial set of vital signs present?





Yes

No

5) Pre-op Dx present?







Yes

No

6) All medications administered documented with dosages?


Yes

No

7) Post-op assessment completed?





Yes

No

8) Post-op assessment completed?





Yes

No

9) Beginning and ending patient care time documented?


Yes

No

CRNA Observation by Physician
1) Did CRNA utilize each Propofol vial as single patient use?


Yes

No

2) Did CRNA utilize any vial marked “single dose only” as multidose?

Yes

No

3) Did CRNA wipe the stopper of each medication vial prior to 

piercing with needle?






Yes

No

4) Did CRNA keep all syringes and needles in their original

packaging prior to immediate use?





Yes

No

5) Did CRNA use each needle and syringe once and then discard


immediately following use?






Yes

No

6) Did CRNA recap any needles?





Yes

No
7) Did CRNA pre-fill any syringes with medications prior to use?

Yes

No

8) Did CRNA wipe the saline-lock with alcohol prior to piercing

with needle?







Yes

No

9) Did CRNA wear a new clean facility-provided gown at all times?

Yes

No
10) Did CRNA wash hands after contact with each patient and

anytime after coming into contact with bodily fluids?


Yes

No

11) Did CRNA keep any food or drink in the procedural rooms at any

time?








Yes

No

12) Did CRNA don new gloves while handling medications?


Yes

No

13) Did CRNA don new gloves with each patient they cared for?


Yes

No

14) Did CRNA immediately discard the gloves following their use?

Yes

No

Deficiencies Noted:  __________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Comments:  _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Date Reported to Governing Body:  _________________________

Physician Signature:  _______________________________________________________________

