Nursing Operation Skill Assessment Scoring Criteria (15 Items for Core Staff)
List of 15 Operation Items
	Chinese Operation Name
	English Operation Name

	静脉输液
	Intravenous Infusion

	静脉输血
	Intravenous Blood Transfusion

	心电监护
	Electrocardiogram (ECG) Monitoring

	吸氧
	Oxygen Inhalation

	吸痰
	Sputum Aspiration

	微量泵的使用
	Use of Microinfusion Pump

	静脉采血
	Venous Blood Collection

	肌肉注射
	Intramuscular Injection

	皮下注射
	Subcutaneous Injection

	皮内注射
	Intradermal Injection

	胃肠减压
	Gastrointestinal Decompression

	除颤
	Defibrillation

	导尿（女）
	Female Urinary Catheterization

	心肺复苏
	Cardiopulmonary Resuscitation (CPR)

	简易呼吸器
	Use of Bag-Valve-Mask (BVM) Resuscitator


1. Scoring Criteria for Intravenous Infusion
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Clean, quiet, comfortable and safe.
	4
	

	
	2. Nurse preparation: Neat work clothes, hand washing and mask wearing.
	3
	

	
	3. Supplies preparation: PDA, treatment tray, povidone-iodine, cotton swabs, curved tray, liquid and medication (prepared according to doctor's order), infusion set, 2 indwelling needles, transparent dressing, tourniquet, adhesive tape, disposable treatment towel, infusion card, bottle mouth sticker, infusion record sheet, hand sanitizer.
	5
	

	
	4. Patient preparation: Understand the purpose, method, precautions and key points of cooperation of infusion.
	4
	

	Operation Procedure
	1. Check the label of the medicine bottle (drug name, concentration, dosage), administration time and method, check the quality of the liquid, fill in and paste the infusion bottle sticker.
	9
	

	
	2. Gather all supplies, go to the patient's bedside, check the bed number, name and wristband information (PDA scanning), help the patient take a comfortable lying position, evaluate the infusion site, and adjust the infusion stand.
	9
	

	
	3. Hand hygiene, check the liquid medicine and infusion card, scan the liquid medicine with PDA, hang the liquid on the infusion stand, exhaust the air, close the regulator, and make the liquid level in the dropper reach 1/2-2/3.
	9
	

	
	4. Lay a treatment towel on the puncture limb, disinfect the skin with a diameter of ≥8cm, wait for it to dry, and prepare the dressing.
	9
	

	
	5. Hand hygiene, tie a tourniquet 8-10cm above the puncture point, disinfect the skin, confirm the model of the indwelling needle, open the package, connect the infusion set, loosen the needle core, exhaust the air, and check again.
	9
	

	
	6. Ask the patient to make a fist, tighten the skin, puncture with the needle bevel upward, lower the puncture angle after seeing the blood return, withdraw the needle core and send the catheter in completely, release the tourniquet, open the regulator, ask the patient to loosen the fist, and discard the needle core in the sharps box.
	9
	

	
	7. Standardize the film application (one pair, two shaping, three smoothing), fix the flow stop clip, paste the identification, and adjust the drip rate.
	6
	

	
	8. Check the patient's information again, remove the treatment towel and tourniquet, observe whether the infusion is unobstructed, organize the supplies, tidy the bed unit, help the patient take a comfortable lying position, perform hand hygiene, and record.
	8
	

	Health Education
	Tell the patient not to adjust the infusion drip rate at will, inform the patient to use the call button in time once the symptoms of infusion reaction occur, and provide good psychological care for the patient.
	6
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
	


2. Scoring Criteria for Intravenous Blood Transfusion
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Clean, quiet, comfortable and safe.
	3
	

	
	2. Nurse preparation: Neat work clothes, hand washing and mask wearing.
	3
	

	
	3. Supplies preparation: PDA, povidone-iodine, cotton swabs, curved tray, treatment tray, blood transfusion form, disposable blood transfusion set, indwelling needle, dressing, normal saline, verification form, tourniquet, adhesive tape, disposable treatment towel, bottle mouth sticker, blood transfusion record sheet, hand sanitizer.
	5
	

	
	4. Patient preparation: Understand the purpose and operation method of intravenous blood transfusion, and guide the patient to cooperate.
	4
	

	Operation Procedure
	1. Double-check the blood transfusion form and blood bag: patient's bed number, name, gender, age, medical record number, ward/emergency department, ABO blood group, RH blood group, blood transfusion type, blood volume, blood bag number, blood product validity period, whether there is damage, whether there is agglutination and turbidity in the blood matching.
	8
	

	
	2. Gather all supplies, go to the patient's bedside, double-check the patient's name, gender, age, medical record number, bed number, blood group, blood validity period, ask the patient or family to state their name and blood group, and confirm that it is consistent with the blood matching result.
	8
	

	
	3. Assist the patient to take a comfortable and safe lying position.
	4
	

	
	4. Select the correct puncture site and establish a venous access.
	5
	

	
	5. Infuse an appropriate amount of normal saline, double-check again, ask the patient or family to state their blood group, and perform blood transfusion after confirming no error.
	8
	

	
	6. After observing that the infusion is unobstructed, gently shake the blood bag to make it uniform, disinfect the interface of the blood bag, horizontally insert the blood transfusion set into the blood bag, and hang the blood bag on the infusion stand.
	8
	

	
	7. Adjust the infusion speed to no more than 20 drops/min, and infuse slowly for 15 minutes.
	6
	

	
	8. Double-check again, record the start time of blood transfusion, and inform the patient of precautions.
	8
	

	
	9. Observe for adverse reactions after 15 minutes. If no reaction occurs, adjust the appropriate infusion speed according to the condition and age (40-60 drops/min for adults generally).
	8
	

	
	10. Double-check again, wash hands, record, and organize supplies.
	4
	

	Health Education
	1. Explain the basis for adjusting the blood transfusion speed to the patient, and inform the patient not to adjust the drip rate without authorization.
	4
	

	
	2. Introduce the symptoms and prevention methods of common blood transfusion reactions to the patient, and inform the patient to use the call button in time once discomfort symptoms occur.
	4
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
	


3. Scoring Criteria for Electrocardiogram (ECG) Monitoring
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Spacious, bright, suitable temperature and humidity, no electromagnetic wave interference, screen for privacy protection.
	2
	

	
	2. Nurse preparation: Standard work clothes, hand washing and mask wearing.
	3
	

	
	3. Supplies preparation: ECG monitor, electrode patches, curved tray, gauze, skin preparation kit, wire board, hand sanitizer.
	3
	

	
	4. Patient preparation: Understand the purpose, method and precautions of ECG monitoring; comfortable posture, stable mood, and monitoring in a quiet state.
	4
	

	Operation Procedure
	1. Carry supplies to the bedside, check the patient's bed number, name and wristband, perform hand hygiene after evaluating the patient.
	10
	

	
	2. Connect the power supply, turn on and check the monitor, connect the electrode patches to the monitor lead wires, assist the patient to take a supine position, use a screen for privacy protection.
	10
	

	
	3. Select and clean the areas below the midpoint of the left and right clavicles, and the 6th intercostal space at the left and right anterior axillary lines.
	10
	

	
	4. Lead connection: RA: below the midpoint of the right clavicle; LA: below the midpoint of the left clavicle; RL: 6th intercostal space at the right anterior axillary line; LL: 6th intercostal space at the left anterior axillary line; V: midpoint below the sternum.
	10
	

	
	5. Select a suitable posture to tie the cuff, with appropriate tightness, the arrow on the cuff pointing to the brachial artery pulsation, press the measurement key to start blood pressure measurement.
	10
	

	
	6. Fix the infrared probe of the blood oxygen saturation monitor on the fingertip, and observe the blood oxygen saturation.
	8
	

	
	7. Adjust the alarm limits of each parameter according to the patient's condition.
	5
	

	
	8. Tidy the bed unit and supplies, help the patient take a comfortable posture, explain the precautions, wash hands and record.
	5
	

	Health Education
	1. Explain the function of the monitor and the significance of the monitoring indicators, and inform the patient to avoid using electronic products.
	5
	

	
	2. Provide good psychological care for the patient, and inform the patient not to move or remove the electrode patches by themselves.
	5
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
	


4. Scoring Criteria for Oxygen Inhalation
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Spacious, bright, suitable temperature and humidity, away from fire sources.
	5
	

	
	2. Nurse preparation: Standard work clothes, hand washing and mask wearing.
	5
	

	
	3. Supplies preparation: In the treatment tray: small medicine cup (with cold boiled water), nasal oxygen tube, cotton swabs. Outside the treatment tray: pipeline oxygen device and oxygen pressure gauge device, oxygen use record sheet, pen, label, flashlight, etc.
	5
	

	
	4. Patient preparation: Understand the purpose, method, precautions and key points of cooperation of oxygen inhalation.
	5
	

	Operation Procedure
	1. Carry supplies to the bedside, check the patient's bed number, name and wristband, evaluate the patient, check and clean both nasal cavities with wet cotton swabs.
	10
	

	
	2. Connect the humidification bottle and oxygen pressure gauge to the central oxygen supply device.
	10
	

	
	3. Connect the nasal oxygen tube to the outlet of the humidification bottle, and adjust the oxygen flow rate.
	10
	

	
	4. Moisten the front end of the nasal oxygen tube and check whether the tube is unobstructed.
	10
	

	
	5. Insert the protruding end of the nasal oxygen tube into the nostril 1cm with the back to the patient, wrap the catheter around the patient's ear and place it downward, adjust the tightness, and fix it stably.
	10
	

	
	6. Record the oxygen supply time, oxygen flow rate, and patient's reaction, help the patient take a comfortable posture, organize supplies, and wash hands.
	10
	

	Health Education
	1. Before using oxygen, check whether the oxygen device has leakage and is unobstructed.
	2
	

	
	2. Strictly follow the operating procedures, pay attention to the safety of oxygen use, do a good job of "four preventions" (fire prevention, oil prevention, explosion prevention, shock prevention), and strictly prohibit using open flames near the equipment belt.
	3
	

	
	3. When using oxygen, adjust the flow rate first and then apply it; when changing the flow rate midway, first separate the nasal oxygen tube from the humidification bottle, adjust the flow rate and then connect it.
	2
	

	
	4. Strengthen patrol and monitoring during oxygen use.
	3
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
	


5. Scoring Criteria for Sputum Aspiration
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Spacious, bright, suitable temperature and humidity.
	2
	

	
	2. Nurse preparation: Standard work clothes, hand washing and mask wearing.
	3
	

	
	3. Supplies preparation: In the treatment tray: 2 covered cans (test suction can and rinse can, filled with sterile normal saline), several disposable sterile sputum aspiration tubes, sterile gauze, sterile gloves, curved tray. Outside the treatment tray: electric aspirator or central aspirator. If necessary, prepare tongue depressor, tongue forceps, mouth opener, electric plug board, etc.
	10
	

	
	4. Patient preparation: Understand the purpose, method, precautions and key points of cooperation of sputum aspiration.
	8
	

	Operation Procedure
	1. Carry supplies to the bedside, check the patient's bed number, name and wristband, evaluate the patient, check the patient's mouth and nasal cavity, remove the removable denture, and increase the oxygen flow rate.
	8
	

	
	2. Connect the power supply, turn on the switch, check the performance of the aspirator, and adjust the negative pressure.
	8
	

	
	3. Turn the patient's head to one side, facing the operator, connect the sputum aspiration tube, and test suction a small amount of normal saline in the test suction can.
	10
	

	
	4. One hand folds the end of the sputum aspiration catheter, the other hand wears gloves to hold the front end of the sputum aspiration tube, insert it into the oropharynx (10-15cm), then release the end of the catheter, first suck the oropharyngeal secretions, replace the sputum aspiration tube and then suck the tracheal secretions, and the suction time for each part shall not exceed 15 seconds.
	10
	

	
	5. When withdrawing the sputum aspiration tube, observe whether the airway is unobstructed and the patient's reaction; observe the color, character and amount of the aspirated fluid, and suction with normal saline in the rinse can.
	10
	

	
	6. Wipe off the secretions on the patient's face, help the patient take a comfortable posture, tidy the bed unit, organize supplies, adjust the oxygen flow rate, wash hands, and record.
	10
	

	Health Education
	1. Guide the conscious patient to correctly cooperate with the method during sputum aspiration, and explain the prevention and health care knowledge of respiratory diseases to the patient and their family.
	5
	

	
	2. Guide the patient to cough up secretions in the respiratory tract as much as possible, and inform the patient to suck out the secretions in time if necessary, to ensure the airway is unobstructed, improve breathing and correct hypoxia symptoms.
	6
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
	


6. Scoring Criteria for Use of Microinfusion Pump
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Spacious and bright, suitable temperature and humidity.
	5
	

	
	2. Nurse preparation: Neat work clothes, hand washing and mask wearing.
	5
	

	
	3. Supplies preparation: Microinfusion pump, povidone-iodine, cotton swabs, 20ml or 50ml syringe, intravenous extension tube, treatment towel, liquid medicine label, hand sanitizer (if necessary, prepare disposable infusion set, three-way stopcock, indwelling needle, sterile dressing).
	5
	

	
	4. Patient preparation: The patient and their family understand the purpose, method, precautions and key points of cooperation of the microinfusion pump, as well as the drug's effects and side effects.
	10
	

	Operation Procedure
	1. Check the treatment card and liquid medicine, draw the liquid medicine according to the doctor's order, correctly paste the barcode, and place it in the sterile tray.
	5
	

	
	2. Carry supplies to the patient's bedside, check the bed number and name, explain and inform the purpose of using the microinfusion pump, input the drug name, explain its effects, and eliminate tension.
	10
	

	
	3. Ask the patient about their allergy history, evaluate the patient's infusion site and venous access, and assist the patient to take a comfortable posture.
	10
	

	
	4. Place the microinfusion pump stably, connect the power supply, turn on the microinfusion pump switch, and adjust the parameters according to the doctor's order.
	5
	

	
	5. Second check, exhaust the air, loosen the knob of the microinfusion pump, push the slider, fix the syringe, with the graduated side of the syringe facing up.
	10
	

	
	6. After routine disinfection, connect the extension tube with the indwelling needle, turn on the start button of the microinfusion pump, and infuse the liquid medicine.
	10
	

	
	7. Check again, confirm that the microinfusion pump is working normally, help the patient take a comfortable posture and tidy the bed unit, organize supplies, wash hands and record.
	5
	

	Health Education
	1. Inform the patient and their family that they shall not adjust the parameters at will, and inform the medical staff in time in case of discomfort or machine alarm.
	5
	

	
	2. Inform the patient of the importance of using the microinfusion pump, avoid liquid dumping, and ensure the safety of use.
	5
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
	


7. Scoring Criteria for Venous Blood Collection
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Clean, quiet, spacious and bright, suitable temperature and humidity.
	2
	

	
	2. Nurse preparation: Neat work clothes, trimmed nails, hand washing and mask wearing.
	3
	

	
	3. Supplies preparation: Treatment tray, laboratory application form, label or barcode, cotton swabs, povidone-iodine, tourniquet, disposable pad towel, adhesive tape, curved tray, disposable closed-type double-way blood collection needle and vacuum blood collection tube, hand sanitizer.
	5
	

	
	4. Patient preparation: Understand the purpose, method and clinical significance of venous blood collection; take a comfortable lying position and expose the puncture site.
	5
	

	Operation Procedure
	1. Check the doctor's order, laboratory application form (or barcode) and specimen container (or vacuum blood collection tube), and paste the label (or barcode) on the outer wall of the specimen container (or vacuum blood collection tube).
	7
	

	
	2. Carry supplies to the patient's bedside, check the patient's bed number, name, medical record number and wristband; check whether the specimen container (or vacuum blood collection tube) is consistent with the label (or barcode), and explain the purpose and cooperation method of specimen collection to the patient and their family.
	10
	

	
	3. Select a suitable vein, pad a disposable pad towel, routinely disinfect the skin, wear gloves, and tie a tourniquet.
	10
	

	
	4. Second check, perform blood collection, remove the protective cap of the vacuum blood collection needle, hold the blood collection needle, perform venous puncture, see blood return, loosen the tourniquet, fix the needle handle, insert the other end of the blood collection needle into the vacuum tube, and collect blood to the required volume.
	12
	

	
	5. Needle withdrawal and pressing: After blood collection, quickly pull out the needle, and press the local area for 1-2 minutes.
	6
	

	
	6. After the operation, remove the disposable pad towel, take off the gloves, tidy the bed unit, and help the patient take a comfortable lying position.
	6
	

	
	7. Check the laboratory application form, patient and specimen again, dispose of supplies, wash hands, record, and send the specimen for inspection.
	6
	

	Health Education
	1. Explain the purpose and cooperation requirements of blood specimen collection, explain the significance of fasting blood collection, and ask the patient to fast before blood collection; after blood collection, the hemostasis time shall not be too short, and do not rub the puncture site.
	6
	

	
	2. Strictly implement the check system and aseptic operation principles, and clarify that different blood test items have different requirements for the collection time of blood specimens.
	6
	

	
	3. Send the specimen for inspection in time after collection to avoid affecting the test results, safely dispose of the used materials, and classify the garbage.
	6
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
	


8. Scoring Criteria for Intramuscular Injection
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Spacious, bright, suitable temperature and humidity.
	3
	

	
	2. Nurse preparation: Standard work clothes, hand washing and mask wearing.
	3
	

	
	3. Supplies preparation: Injection tray, 2-5ml syringe, 6-7 gauge needle, injection card, liquid medicine prepared according to doctor's order, treatment towel, povidone-iodine, cotton swabs, hand sanitizer.
	5
	

	
	4. Patient preparation: The patient and their family understand the purpose, method, precautions and key points of cooperation of intramuscular injection, as well as the drug's effects and side effects.
	5
	

	Operation Procedure
	1. Check the treatment card and liquid medicine, draw the liquid medicine according to the doctor's order, and place it in the sterile tray.
	10
	

	
	2. Carry supplies to the patient's bedside, check the bed number and name, explain the purpose and method of the operation, the injected drug and its effects to the patient, and evaluate the medication history and allergy history.
	6
	

	
	3. Assist the patient to take a good posture, expose the limb, select and evaluate the injection site (orally state the commonly used positioning methods of this injection method), and accurately locate it.
	10
	

	
	4. Correctly disinfect the skin, the disinfection range is greater than 5cm, wait for it to dry, perform a second check, and exhaust the air in the syringe.
	10
	

	
	5. One hand tightens the skin, the other hand holds the syringe to fix the needle handle, the needle tip is perpendicular to the skin at 90° and quickly pierces into the muscle (do not pierce the needle completely to prevent the needle from breaking at the connection), release the hand that tightens the skin, pull the piston, and if there is no blood return, slowly inject the liquid medicine. During the operation, ask the patient about their feelings and observe the patient's reaction.
	10
	

	
	6. After the injection, press the needle hole with a sterile cotton swab, and quickly pull out the needle at the same time, press the needle hole until there is no bleeding.
	6
	

	
	7. Check again, assist the patient to take a comfortable lying position, tidy the bed unit, organize supplies, wash hands and record.
	10
	

	Health Education
	1. For hip injection, to relax the local muscle, ask the patient to straighten the upper leg and slightly bend the lower leg when in the lateral position; when in the prone position, the toes are opposite, the heels are separated, and the head is turned to one side.
	6
	

	
	2. Inform the patient of the local treatment method when local induration occurs after long-term injection.
	6
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
	


9. Scoring Criteria for Subcutaneous Injection
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Spacious, bright, suitable temperature and humidity.
	2
	

	
	2. Nurse preparation: Standard work clothes, hand washing and mask wearing.
	3
	

	
	3. Supplies preparation: Injection tray, 75% alcohol, povidone-iodine, sterile cotton swabs, treatment towel, 2ml syringe, injection card, liquid medicine prepared according to doctor's order, hand sanitizer.
	5
	

	
	4. Patient preparation: Know the medication plan, the patient and their family understand the purpose, method, precautions, drug effects and key points of cooperation of subcutaneous injection.
	5
	

	Operation Procedure
	1. Check the treatment card and liquid medicine, draw the liquid medicine according to the doctor's order, and place it in the sterile tray.
	12
	

	
	2. Carry supplies to the patient's bedside, check the bed number, name and wristband, explain the purpose and method of the operation, the injected drug and its effects to the patient.
	10
	

	
	3. Assist the patient to take a good posture, expose the limb, select and evaluate the injection site.
	8
	

	
	4. Routinely disinfect the skin twice, with a disinfection range of 5*5cm.
	8
	

	
	5. Take out the syringe from the treatment towel, exhaust the air, check again, tighten the skin with the left hand, hold the syringe with the right hand, the needle bevel is upward, and the needle is inserted into the subcutaneous tissue at an angle of 30-40° to the skin, with a depth of 1/2-2/3 of the needle stem. Fix the needle handle with the index finger, and slowly and evenly inject the liquid medicine when there is no blood return after withdrawing the needle stem with the left hand, and observe the patient's reaction at the same time.
	12
	

	
	6. After the injection, pull out the needle, press the needle hole with a dry cotton swab until there is no bleeding, and check again.
	5
	

	
	7. Organize supplies, assist the patient to take a comfortable lying position; observe the medication reaction; wash hands and record.
	10
	

	Health Education
	1. For patients with long-term injection, inform them to change the injection site frequently to promote the absorption of the liquid medicine.
	5
	

	
	2. Inform the patient of the local hot compress method when local induration occurs after long-term injection.
	5
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
	


10. Scoring Criteria for Intradermal Injection
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Clean, quiet, comfortable and safe.
	2
	

	
	2. Nurse preparation: Standard work clothes, hand washing and mask wearing.
	3
	

	
	3. Supplies preparation: Sterile tray, 1ml syringe, 5ml syringe, liquid medicine according to doctor's order, normal saline, 1 ampoule of 0.1% epinephrine hydrochloride injection, sterile cotton swabs, skin disinfectant, hand sanitizer.
	5
	

	
	4. Patient preparation: Understand the condition, explain the purpose, method, precautions and key points of cooperation of the operation.
	3
	

	Operation Procedure
	1. Check and inspect the medicine, lay a sterile tray, disinfect, draw the liquid medicine, exhaust the air, and place it in the sterile tray.
	10
	

	
	2. Gather all supplies, go to the patient's bedside, check the bed number, name and wristband information (PDA scanning), take a comfortable lying position, and evaluate the condition, consciousness, family history, medication history, allergy history, and limb activity ability.
	5
	

	
	3. Select the lower segment of the volar forearm, evaluate the skin condition, expose the injection site, disinfect twice, and wait for it to dry.
	10
	

	
	4. Check during the operation and exhaust the air.
	5
	

	
	5. Tighten the local skin with the left hand, hold the syringe with the right hand in a flat holding style, the needle bevel is upward, and the needle is inserted at a 5° angle to the skin. After the needle is completely inserted into the skin, lay the syringe flat, fix the needle handle with the left thumb, and inject 0.1ml of the liquid medicine to form a hemispherical skin bulge locally, with the skin turning white and the pores exposed.
	10
	

	
	6. After the injection, quickly pull out the needle, check the information again, tidy the bed unit, take a comfortable lying position, perform hand hygiene, and record.
	10
	

	
	7. After 20 minutes, two people check the test result, observe the local situation (Positive: the local skin bulge increases, redness appears, the diameter is greater than 1cm, with pseudopods around and local itching, may have dizziness, palpitation, nausea, and even anaphylactic shock; Negative: the local skin bulge has no change in size, no redness and swelling around, no redness, no conscious symptoms, no discomfort), make a record and report the result to the doctor in time.
	10
	

	Health Education
	1. Inform the patient to tell the nurse in time if there is discomfort during the skin test for corresponding treatment.
	3
	

	
	2. Ask the patient not to leave the ward during the skin test, wait for 20 minutes, and do not press or rub the skin test site.
	5
	

	
	3. Before the skin allergy test, the medication allergy history and family history shall be asked in detail, and the allergy test is strictly prohibited for those with allergy history.
	5
	

	
	4. Inform the patient of the skin test result, and provide good health education if the result is positive.
	4
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
	


11. Scoring Criteria for Gastrointestinal Decompression
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Spacious, bright, suitable temperature and humidity, good privacy.
	3
	

	
	2. Nurse preparation: Standard work clothes, hand washing and mask wearing.
	3
	

	
	3. Supplies preparation: In the treatment tray: gastric tube, disposable syringe, sterile gauze, curved tray, cotton swabs, povidone-iodine, adhesive tape, treatment towel, hand sanitizer. Outside the treatment tray: gastrointestinal decompression device or negative pressure suction device, warm water, etc.
	5
	

	
	4. Patient preparation: Understand the purpose, method, precautions and key points of cooperation of gastrointestinal decompression, and assist the patient to take a semi-recumbent position.
	5
	

	Operation Procedure
	1. Carry supplies to the patient's bedside, check the bed number, name and wristband, evaluate the patient's condition, nasal cavity, and oral cavity.
	10
	

	
	2. Connect the power supply, turn on the gastrointestinal decompression device, check the performance of the device, and adjust the negative pressure.
	10
	

	
	3. Assist the patient to take a semi-recumbent position, tilt the head back slightly, select the unobstructed nasal cavity, and clean the nasal cavity with a cotton swab.
	10
	

	
	4. Measure the length of the gastric tube to be inserted (from the tip of the nose to the earlobe and then to the xiphoid process, about 45-55cm), mark it, and lubricate the front end of the gastric tube with sterile gauze dipped in warm water.
	10
	

	
	5. Hold the gastric tube with the right hand, insert it slowly along the selected nasal cavity, and ask the patient to swallow when it reaches the pharynx (about 10-15cm), and send the gastric tube to the measured length with the swallowing action.
	10
	

	
	6. Verify that the gastric tube is in the stomach: ① Draw out the gastric contents with a syringe; ② Inject 10-20ml of air into the gastric tube, and hear the sound of air entering the stomach with a stethoscope; ③ The end of the gastric tube is placed in water, and no air bubbles overflow.
	10
	

	
	7. After confirming that the gastric tube is in the stomach, connect the gastric tube to the gastrointestinal decompression device, fix the gastric tube with adhesive tape, adjust the negative pressure, and observe the decompression effect.
	8
	

	
	8. Tidy the bed unit and supplies, help the patient take a comfortable posture, explain the precautions, wash hands and record.
	6
	

	Health Education
	1. Explain the purpose and importance of gastrointestinal decompression to the patient and their family, and inform the patient not to pull out the gastric tube by themselves.
	5
	

	
	2. Inform the patient that they should not eat or drink water during the decompression period, and strengthen oral care.
	5
	

	
	3. Inform the patient to report in time if there is abdominal pain, distension or other discomfort during the decompression process.
	5
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
	


12. Scoring Criteria for Defibrillation
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Safe, no conductive articles around, and ensure the safety of the operator and others.
	3
	

	
	2. Nurse preparation: Standard work clothes, quickly assess the patient's condition, and call for help.
	3
	

	
	3. Supplies preparation: Defibrillator, electrode pads, gauze, scissors, alcohol swabs, etc.
	4
	

	
	4. Patient preparation: The patient is in a supine position, the chest is exposed, and the chest hair is shaved if necessary to ensure good skin contact.
	5
	

	Operation Procedure
	1. Quickly carry the defibrillator to the bedside, turn on the power, and check the performance of the defibrillator.
	10
	

	
	2. Select the defibrillation mode (synchronous/asynchronous) according to the patient's arrhythmia type.
	10
	

	
	3. Select the appropriate energy level: biphasic defibrillator 150-200J, monophasic defibrillator 360J.
	10
	

	
	4. Clean the patient's chest skin with alcohol swabs, and dry the skin with gauze.
	10
	

	
	5. Paste the electrode pads correctly: one pad is placed on the right side of the sternum, below the clavicle; the other pad is placed on the left side of the apex of the heart, at the level of the 5th intercostal space in the midclavicular line.
	10
	

	
	6. Connect the electrode pads to the defibrillator, charge the defibrillator, and prompt "charging, please stay away".
	10
	

	
	7. After charging is completed, confirm that no one is in contact with the patient and the bed, and shout "leave the bed" three times.
	10
	

	
	8. Press the discharge button to perform defibrillation, and immediately perform cardiopulmonary resuscitation after defibrillation, and observe the patient's heart rhythm and vital signs.
	8
	

	
	9. Tidy up the defibrillator and supplies, and record the defibrillation time, energy level, and patient's reaction.
	2
	

	Health Education
	1. Explain the purpose and necessity of defibrillation to the patient's family, and inform them of the possible risks and complications.
	3
	

	
	2. Guide the patient's family to cooperate with the treatment, and inform them to call the medical staff in time if the patient has any discomfort.
	2
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
	


13. Scoring Criteria for Female Urinary Catheterization
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Spacious, bright, suitable temperature and humidity, screen for privacy protection.
	2
	

	
	2. Nurse preparation: Standard work clothes, hand washing and mask wearing.
	3
	

	
	3. Supplies preparation: In the treatment tray: sterile catheterization kit (including urinary catheter, urine bag, forceps, cotton swabs, povidone-iodine, normal saline, gauze), disposable gloves, curved tray, treatment towel, adhesive tape, hand sanitizer. Outside the treatment tray: urine collection container, etc.
	10
	

	
	4. Patient preparation: Understand the purpose, method, precautions and key points of cooperation of catheterization, and assist the patient to take a supine position with knees bent and legs separated.
	5
	

	Operation Procedure
	1. Carry supplies to the patient's bedside, check the bed number, name and wristband, evaluate the patient's condition and perineal skin, and explain the operation purpose to the patient.
	10
	

	
	2. Use a screen to protect the patient's privacy, lay a treatment towel under the patient's buttocks, and place the curved tray between the patient's legs.
	10
	

	
	3. Open the sterile catheterization kit, take out the sterile gloves, wear them, and disinfect the perineal area with povidone-iodine cotton swabs from top to bottom and from inside to outside, with a diameter of about 10cm, and place the sterile forceps and cotton swabs in the curved tray.
	10
	

	
	4. Lubricate the front end of the urinary catheter with sterile gauze dipped in normal saline, and connect the urinary catheter to the urine bag.
	10
	

	
	5. Hold the urinary catheter with sterile forceps, insert it into the urethral mouth slowly, about 4-6cm, until urine flows out, then insert it 1-2cm more.
	10
	

	
	6. After the urine flow is smooth, fix the urinary catheter with adhesive tape, hang the urine bag on the bed rail, and ensure the urine bag is lower than the bladder level.
	8
	

	
	7. Tidy the bed unit and supplies, help the patient take a comfortable posture, explain the precautions, wash hands and record the urine volume and character.
	2
	

	Health Education
	1. Explain the purpose and importance of catheterization to the patient and their family, and inform the patient not to pull out the urinary catheter by themselves.
	5
	

	
	2. Inform the patient to drink more water appropriately, and keep the urinary catheter unobstructed.
	5
	

	
	3. Instruct the patient to perform pelvic floor muscle training, and inform the patient to report in time if there is any discomfort such as urinary tract irritation.
	5
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
	


14. Scoring Criteria for Cardiopulmonary Resuscitation (CPR)
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Safe, flat and hard ground, ensure the safety of the rescuer and the patient.
	2
	

	
	2. Nurse preparation: Quickly assess the patient's consciousness, breathing, and circulation, and call for help immediately.
	3
	

	
	3. Supplies preparation: CPR board, pocket mask, AED (if available), gauze, etc.
	5
	

	
	4. Patient preparation: Place the patient in a supine position on a hard surface, expose the chest, and remove foreign bodies from the mouth and nose.
	5
	

	Operation Procedure
	1. Assess the patient's consciousness: tap the patient's shoulders and shout "Are you okay?", check the patient's breathing for no more than 10 seconds, and call for help if there is no breathing or only agonal breathing.
	10
	

	
	2. Place the patient on a hard and flat surface, and the rescuer kneels beside the patient's chest.
	5
	

	
	3. Chest compressions: ① Compression site: the lower half of the sternum, the midpoint of the line connecting the two nipples; ② Compression method: overlap the hands, interlock the fingers, straighten the arms, and press down vertically with the weight of the upper body; ③ Compression depth: 5-6cm for adults; ④ Compression rate: 100-120 times per minute; ⑤ Ensure full chest recoil after each compression.
	20
	

	
	4. Airway management: Tilt the head back and lift the chin, or use the jaw thrust method to open the airway, and remove foreign bodies from the mouth and nose.
	10
	

	
	5. Artificial ventilation: Use a pocket mask or mouth-to-mouth ventilation, pinch the patient's nose, cover the patient's mouth with the mask, blow air for about 1 second, and see the chest rise.
	10
	

	
	6. Compression-ventilation ratio: 30 compressions to 2 ventilations, complete 5 cycles (about 2 minutes) as a group.
	10
	

	
	7. After 5 cycles, re-assess the patient's breathing and circulation, and continue CPR if there is no recovery.
	5
	

	
	8. If AED is available, turn on the AED, paste the electrode pads, analyze the heart rhythm, and perform defibrillation if indicated, then immediately resume CPR.
	5
	

	Health Education
	1. Explain the purpose and importance of CPR to the patient's family, and guide them to learn the basic steps of CPR.
	3
	

	
	2. Inform the patient's family to call the emergency number immediately when the patient has cardiac arrest, and perform CPR on site.
	2
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
	


15. Scoring Criteria for Use of Bag-Valve-Mask (BVM) Resuscitator
	Item
	Item Requirements
	Score
	Deduction

	Operation Preparation
	1. Environment preparation: Safe, ensure the safety of the operator and the patient.
	2
	

	
	2. Nurse preparation: Standard work clothes, quickly assess the patient's breathing and circulation, and call for help.
	3
	

	
	3. Supplies preparation: BVM resuscitator (bag, valve, mask), oxygen source, oxygen tube, gauze, etc.
	5
	

	
	4. Patient preparation: Place the patient in a supine position, tilt the head back to open the airway, and remove foreign bodies from the mouth and nose.
	5
	

	Operation Procedure
	1. Carry the BVM resuscitator to the patient's bedside, check the bed number, name and wristband, and explain the operation purpose to the patient's family.
	10
	

	
	2. Connect the oxygen tube to the oxygen source and the BVM resuscitator, and adjust the oxygen flow rate to 10-15L/min.
	10
	

	
	3. Select a suitable mask size to ensure a good fit with the patient's face.
	5
	

	
	4. Open the patient's airway: use the head tilt-chin lift method or jaw thrust method to keep the airway unobstructed.
	10
	

	
	5. Hold the mask with the left hand, cover the patient's mouth and nose, and ensure a tight seal; hold the resuscitator bag with the right hand.
	10
	

	
	6. Squeeze the resuscitator bag with the right hand, squeeze it for about 1 second each time, and see the patient's chest rise.
	10
	

	
	7. Ventilation rate: 10-12 times per minute for adults, 12-20 times per minute for children and infants.
	10
	

	
	8. During ventilation, observe the patient's chest rise and fall, and the color of the skin and mucous membranes.
	5
	

	
	9. After the operation, disconnect the oxygen source, organize the supplies, and record the ventilation time and the patient's reaction.
	5
	

	Health Education
	1. Explain the purpose and importance of BVM ventilation to the patient's family, and inform them of the possible risks and complications.
	3
	

	
	2. Guide the patient's family to cooperate with the treatment, and inform them to call the medical staff in time if the patient has any discomfort.
	2
	

	Team Cooperation
	Efficient cooperation between members, strong emergency response ability, timely and effective communication, and complete operation.
	10
	

	Total Score
	
	100
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