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	BOWEL MANAGEMENT COMPETENCY ASSESSMENT TOOL
	Employee Surname: ……………………………………
Employee Forename: ……………………………………
Job Title/Designation: ………………………………...
Personal number: …………………………………………
Locality: ……………………………………………………..
Service: ………………………………………………………

	Self-Verification of Competence is undertaken by assessment against the following statements: These statements are designed to indicate competence to complete this procedure, Responsibility remains with the staff member, so if you are in any doubt regarding your competence with this intervention, you should seek education to bring about improvement. Various methods of assessment include self-directed learning or formal training may be initiated. (Consider local resources, the intranet and discussion with colleagues)
Competency is dependent on you being able to answer ‘YES’ to all of the considerations below following an initial assessment: (If you are not competent, instigate learning and then repeat the self-verification)
	

	Questions to ask yourself?
Do you know:
	Initial assessment date
	Final Assessment date

	· The theory behind manual evacuation (Have you attended DRE MRF training day?
	
	

	· The patient requirement/ratioanle for DRE/MRF intervention and medical/bowel history?
	
	

	· Does the patient have anal tone or sensation?
	
	

	· The level of the injury for a patient with a known Spinal Cord Injury (SCI)?
	
	

	· The current requirement for an aperient and when this prescription was last reviewed?
	
	

	· Have you seen the procedure demonstrated?
	
	

	· Have you been supervised performing the procedure?
	
	

	· Under what circumstances the manual evacuation procedure should not be carried out or stopped if already in progress?
	
	

	· Is the patient at risk of Autonomic Dysreflexia? If so what precautions need to be observed?
	
	

	· Does that patient have the relevant care plans implemented and being actively reviewed?
	
	

	Statement: Having answered “yes” to all the questions above and taken into account my personal assessment of my competence, I declare that: (Delete as appropriate)
· I am competent to carry out this procedure without further training
· I require further training before I can carry out this procedure in a competent manner – Indicate how you plan to meet this training need………………………………………………………………………………………………………………………………………………..
            Signature: ……………………………………………………………….
            Print Name: …………………………………………………………….                        Date: ………………………………………………………………………………….
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