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Lives Beyond Limitations

Missourians shall be free to live their lives and pursue
their dreams beyond the limitations of mental illness,
developmental disabilities, and alcohol and other drug abuse.

Mission
Working side by side with individuals, families, agencies and
diverse communities, the Department of Mental Health establishes
philosophy, policies, standards and quality outcomes for
prevention, education, habilitation, rehabilitation and treatment
for Missourians challenged by mental illness, substance
abuse/addiction and developmental disabilities.
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About the Division

The Division of Mental Retardation and Developmental Disabilities (MRDD), established in 1974, serves a population that has developmental disabilities such as mental retardation, cerebral palsy, head injuries, autism, epilepsy, and certain learning disabilities.  Such conditions must have occurred before age 22, with the expectation that they will continue.  To be eligible for services from the division, persons with these disabilities must be substantially limited in their ability to function independently.

The division improves the lives of persons with developmental disabilities through programs and services to enable those persons to live independently and productively.  In 1988, the division began participation in the Medicaid Home and Community-Based Waiver Program, designed to help expand needed services throughout the state.

The Division operates 17 facilities that provide or purchase specialized services. Eleven regional centers form the framework for the system, backed by six habilitation centers, which provide residential care and habilitation services for more severely disabled persons.
The regional centers, the primary points of entry into the system, provide assessment and case management services, which include coordination of each client’s individualized habilitation plan.

A regional center may refer a client to a habilitation center.  Habilitation centers primarily serve individuals who are severely disabled, behaviorally disordered, court-committed, or medically fragile.  All habilitation centers are Medicaid certified.
Map

Of

Regional Centers


	Missouri Department of Mental Health
Division of Mental Retardation & Developmental Disabilities

Regional Center Contact Listing



	Albany Regional Center
	Central Missouri Regional Center

	Michelle Smith, QM RN III
	Barbara Schaefer, QM RN III 

	660-726-5246 or Toll Free 800-560-8774 
	573-882-9835 X 24 or Toll Free 888-811-1128  

	
	Todd Rodemeyer, QM RN III

	
	573-526-4433 or Toll Free 888-811-1128 

	
	

	Hannibal Regional Center
	Joplin Regional Center

	Lori Carlton, QM RN III
	Matt Bernhagen, QM RN III

	573-248-2400 or Toll Free 800-811-1128 
	417-629-3570 or Toll Free 888-549-6634 

	
	

	Kansas City Regional Center
	Kirksville Regional Center

	Teresa Hicks, QM RN III
	Kim Stock, QM RN III

	816-889-6266 or Toll Free 800-454-2331 
	660-785-2500 or Toll Free 800-621-6082 

	Janet Owings, QM RN III
	

	816-889-6268 or Toll Free 800-454-2331 
	

	
	

	Poplar Bluff Regional Center
	Rolla Regional Center

	Linda Goldschmidt, QM RN III
	Kathy Skyles, QM RN III

	573-840-9300 or Toll Free 800-497-4214 
	573-368-2581 or Toll Free 800-828-7604 

	
	

	Sikeston Regional Center
	Springfield Regional Center

	Jane LeGrand, QM RN III
	Jan Bannister, QM RN III

	573-472-6551 or Toll Free 800-497-4647 
	417-895-7413 or Toll Free 888-549-6635 

	Cape Girardeau Office
	Terry Cain, QM RN III

	Paulette Scheper, QM RN III
	417-895-7532 or Toll Free 888-549-6635

	573-290-5360
	

	

	St. Louis Regional Centers

	North –Cindy Beilman, QM RN III

	314-340-6508 or Toll Free 800-374-6458

	Chouteau – Barbara Meyer, QM RN III

	314-301-4934  or 800-358-7665

	St. Charles – Lisa Buckles, QM RN III

	636-926-1234

	St. Louis Co. – Darlene Cunningham, QM, RN III

	314-340-6774
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Medication Certification Registry

The Regional Centers maintains a Statewide Medication Certification Registry.  This registry tracks the names of individuals who have been issued DMRDD Medication Aide Certificates and Two Year Updates.  This registry can be accessed by contacting your local Regional Center.
All DHSS Level I Medication Aides and Certified Medication Technician (CMT) employed or entering employment with DMRDD-contracted agencies with valid DHSS Medication Aide Certificates or CMT are required to complete the two (2) year updates.  
The Regional Centers will track the required Two (2) Year Updates on the registry as this is a requirement to remain in good standing to administer medications in DMRDD facilities.  The RN Instructor or agency must submit a copy of the Two Year Update form to the Regional Center to get into the registry. 

The Registry may be checked to confirm the status of DMRDD Medication Aides.  However, this confirmation will not replace the required documentation needed by the employer for the personnel file.  To check the registry, contact your Regional Center. (Refer to the map on page 3 of this manual)

Instructor Registry Resource Listing

The Regional Centers will maintain a resource list of approved instructors for the DMRDD Medication Aide Training Program.  If you wish to have your name listed as a resource please complete the “Instructor Resource Listing” form and submit to the Regional Center.  This form will provide you with the opportunity to state the geographical areas in which you wish to offer services.  Participation in this list will in no way obligate you to provide services; only your name and contact number as you specify will be provided to inquirers.  You may have your name removed from the listing at anytime, at your request. 
Department of Mental Health

Division of Mental Retardation and Developmental Disabilities

INSTRUCTOR RESOURCE LISTING

For DMRDD MEDICATION AIDE TRAINING

If you would like your name to be added to an instructor resource listing that will be maintained by the Regional Center and can be shared with those requesting this information, please complete the following information and return to the Regional Center.

Name:_____________________________________________  RN/LPN

License Number: _____________________________  (will not be given out)
Mailing Address: ___________________________________________________
Phone Number: 



DHSS Certified Instructor in: (Check all that apply)
· Level I Medication Aide Course

· Insulin Certification (RN’s only)

· Certified Medication Technician Instructor
__________________________________________________________________
Counties or areas where you would be willing to provide a class:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature:  







_____  Date:  _________
Note:  Participation in this resource listing does not obligate you in any way.  Upon inquiry, we will only provide your name and contact information. Your name may be removed at anytime upon request.




Definitions Associated with 9 CSR 45-3.070

(A) Approved Instructor, a licensed nurse in the state of Missouri who meets the qualifications as stated in 9 CSR 45-3.070 (10)(B). 

(B) Challenge, a request to obtain the DMRDD Medication Aide certificate by successful completion of the written test and practicum without participation in the course as stated in 9 CSR 45-3.070 (13)(B)3.

(C) Deemed Certified, has met the required criteria to be a DMRDD Medication Aide without repeating the medication administration course or testing as stated in 9 CSR 45-3.070 (13)(B)4. (This category was completed as of 8/31/03 and is no longer applicable.)

(D) DHSS, Department of Health and Senior Services. (Formerly known as DOA, Division of Aging.)
(E) DMH, Department of Mental Health.

(F) DMRDD, Division of Mental Retardation and Developmental Disabilities. 

(G) DMRDD Medication Aide, the title given to individuals who met the requirements in 9 SCR 45-3.070. This is the minimum level of training allowed to administer medications in contracted services funded, licensed or certified by the Department of Mental Health to provide services to persons with mental retardation or developmental disabilities.

(H) DMRDD Medication Aide Registry, a database for maintaining the record of certified DMRDD medication aides and their required updates.
(I) Employable, an individual who is at least 18 years of age; has a high school diploma or GED; or will complete their diploma or GED within 12  months of hiring; and who meets the requirements of 9 CSR 10-5.190 and 9 CSR 10-5.200; and is not on the Missouri Department of Mental Health Employee Disqualification Registry.
(J) Practicum, a supervised practical application of previously studied knowledge.
(K) Simulated Practicum, to imitate an application or practice of previously studied knowledge.

About The Regulation

9 CSR 45-3.070

Certification of Level I Medication Aides

Serving Persons with Developmental Disabilities

Regulations are numbered very specifically and it can be confusing when one first looks at numbers and letters which are not explained.  The first number, nine (9), indicates that this regulation pertains to the Department of Mental Health.  CSR stands for Code of State Regulations.  The second number, forty-five (45) indicates that the regulation applies specifically to the Division of Mental Retardation and Developmental Disabilities.  The third set of numbers, 3.070, is a reference as to where the regulation can be found in the Code of State Regulations.  

In 1998, the Division of Mental Retardation and Developmental Disabilities established a task force, composed of provider agency staff and division employees, to standardize medication administration training and the certification of medication aides.  The work of the task force, with input from the provider community prior to and after the Division filed the Rule (regulation) with the Secretary of State’s office, resulted in 9 CSR 45-3.070 as Certification of Level I Medication Aides Serving Persons with Developmental Disabilities.  The Regulation, which became effective August 31, 2001, sets forth the authority and requirements for training and certification of medication aides serving persons with developmental disabilities.  The full text of the regulation and Department Operating Regulations follows:

Web link for Codes State Regulations: http://www.sos.mo.gov
 Web link for Department Operating Regulations: http://www.dmh.mo.gov
Title 9--DEPARTMENT OF MENTAL HEALTH

Division 45--Division of Mental Retardation and Developmental Disabilities

Chapter 3--Care and Habilitation

9 CSR 45-3.070 Certification of Level I Medication Aides Serving Persons with Developmental Disabilities

PURPOSE: Individuals who administer medications or supervise self-administration of medications in any residential setting or day program funded, licensed or certified by the Department of Mental Health to provide services to persons who are mentally retarded or developmentally disabled, are required to be either a physician, a licensed nurse, a certified medication technician, a certified medication employee, a level I medication aide or Department of Mental Health medication aide. The provisions of the rule do not apply to family-living arrangements unless they are receiving reimbursement through the Medicaid Home and Community-Based Waiver for persons with developmental disabilities. This rule sets forth the requirements for approval of a Medication Aide Training Program designating the required course curriculum content, outlining the qualifications required of students and instructors, designating approved training facilities and outlining the testing and certification requirements. 

PUBLISHER’S NOTE: The publication of the full text of the material that the adopting agency has incorporated by reference in this rule would be unduly cumbersome or expensive. Therefore, the full text of that material will be made available to any interested person at both the Office of the Secretary of State and the office of the adopting agency, pursuant to section 536.031.4, RSMo. Such material will be provided at the cost established by state law.

(1) The purpose of the Medication Aide Training Program shall be to prepare individuals for employment as medication aides in any residential setting or day program funded, licensed or certified by the Department of Mental Health to provide services to persons with mental retardation or developmental disabilities. The training program does not prepare individuals for the parenteral administration of medications such as insulin or the administration of medications or other fluids via enteral feeding tubes. 

(2) All aspects of the Medication Aide Training Program included in this rule shall be met in order for a program to be considered approved.

(3) The objectives of the Medication Aide Training Program shall be to ensure that the medication aide will be able to—

(A) Define the role of a medication aide;

(B) Prepare, administer and chart medications by nonparenteral routes; 

(C) Observe, report and record unusual responses to medications; 

(D) Identify responsibilities associated with control and storage of medications; and 

(E) Utilize appropriate drug reference materials.

(4) The course shall be a minimum of sixteen (16) hours of integrated formal instruction and practice sessions supervised by an approved instructor. 

(5) The curriculum content shall include procedures and instructions in the following areas: basic human needs and relationships; drug classifications and their implications; assessing drug reactions; techniques of drug administration; documentation; medication storage and control; drug reference resources; and infection control.
(6) The approved course curriculum shall be the manual entitled Level I Medication Aide (IE 64-1), developed by the Department of Elementary and Secondary Education, Department of Mental Health and the Division of Aging and produced by the Instructional Materials Laboratory, University of Missouri-Columbia. This manual is incorporated by reference in this rule. Students and instructors each shall have a copy of this manual. 

(7) A student shall not administer medications without the instructor present until s/he successfully completes the course and obtains a certificate.

(8) Student Qualifications.

(A) Any individual employable in a residential setting or day program funded, licensed or certified by the Department of Mental Health to provide services to persons who are mentally retarded or developmentally disabled, and who meet the requirements of 9 CSR 10-5.190, shall be eligible to enroll as a student in this course or to challenge the final examination.

(B) An individual may qualify as a medication aide by successfully challenging the final examination if that individual has successfully completed a medication administration course and is currently employed to perform medication administration tasks in a residential setting or day program operated, funded, licensed or certified by the Department of Mental Health to provide services to persons who are mentally retarded or developmentally disabled. 

(C) Certain persons may be deemed certified under paragraph (13)(B)4 of this rule.

(9) Those persons wanting to challenge the final examination shall submit a request in writing to the Missouri Division of Mental Retardation and Developmental Disabilities enclosing applicable documentation. If approved to challenge the examination, the Division of Mental Retardation and Developmental Disabilities will send the applicant a letter to present to an approved instructor so arrangements can be made for testing. 

(10) Instructor Qualifications.

(A) An instructor shall be currently licensed to practice as either a registered nurse or practical nurse in Missouri or shall hold a current temporary permit from the Missouri State Board of Nursing. The licensee shall not be subject to current disciplinary action such as censure probation, suspension or revocation. If the individual is a licensed practical nurse, the following additional requirements shall be met:


1. Shall not be waived: the instructor has a valid Missouri license or a temporary permit from the Missouri State Board of Nursing; and


2. Shall be a graduate of an accredited program, which has pharmacology in the curriculum.
(B) In order to be qualified as an instructor, the individual shall—

1. Have attended a “Train the Trainer” workshop to implement the Level I Medication Aide Training Program conducted by a Missouri registered nurse presenter approved by the Missouri Division of Aging.

2. Meet at least one (1) of the following criteria:


A. Have had one (1) year’s experience working in a long-term care (LTC) facility licensed by the Division of Aging or in a residential facility or day program operated, funded, licensed or certified by the Department of Mental Health within the past five (5) years; or 


B. Be currently employed in a LTC facility licensed by the Department of Mental Health and shall have been employed by that facility for at least six (6) months; or



C. Shall be an instructor in a Health Occupations Education Program.
(11) Sponsoring Agencies.

(A) The Medication Aide Training Program may be sponsored by providers of residential or day programs operated, funded, licensed or certified by the Department of Mental Health, Division of Mental Retardation and Developmental Disabilities.

(B) The sponsoring agency is responsible for obtaining an approved instructor, determining the number of manuals needed for a given program, ordering the manuals for the students and presenting a class schedule for approval by the local regional center. The sponsoring agency shall maintain the following documentation: the name of the approved instructor; the instructor’s Social Security number, current address and telephone number; the number of students enrolled; the name, address, telephone number, Social Security number and age of each student; the name and address of the facility that employs the student, if applicable; the date and location of each class to be held; and the date and location of the final examination. If there is a change in the date and location of the training, the sponsoring agency shall notify the local regional center. 

(C) Classrooms used for training shall contain sufficient space, equipment and teaching aids to meet the course objectives as determined by the Division of Mental Retardation and Developmental Disabilities.

(D) If the instructor is not directly employed by the agency, there shall be a signed written agreement between the sponsoring agency and the instructor which shall specify the role, responsibilities and liabilities of each party.

(12) Testing.

(A) The final examination shall consist of a written and a practicum examination administered by the instructor.


1. The written examination shall include questions based on the course objectives developed by the Division of Mental Retardation and Developmental Disabilities. 


2. The practicum examination shall be conducted in a residential setting or day program operated, funded, licensed or certified by the Department of Mental Health, Division of Mental Retardation and Development-al Disabilities or an LTC facility which shall include the preparation and administration by nonparenteral routes and recording of medications administered to consumers under the direct supervision of the instructor and the person responsible for medication administration in the facility. When it is not feasible and/or possible to conduct the practicum examination in an approved residential or day program, the instructor may request a waiver from the local regional center to conduct the practicum examination in an approved simulated classroom situation.
(B) A score of eighty percent (80%) is required for passing the final written examination and one hundred percent (100%) accuracy in the performance of the steps of procedure in the practicum examination. 2. The practicum examination shall be conducted in a residential setting or day program operated, funded, licensed or certified by the Department of Mental Health, Division of Mental Retardation and Development-al Disabilities or an LTC facility which shall include the preparation and administration by nonparenteral routes and recording of medications administered to consumers under the direct supervision of the instructor and the person responsible for medication administration in the facility. When it is not feasible and/or possible to conduct the practicum examination in an approved residential or day program, the instructor may request a waiver from the local regional center to conduct the practicum examination in an approved simulated classroom situation.
(C) The final examination, if not successfully passed, may be retaken within ninety (90) days one (1) time without repeating the course, however, those challenging the final examination must complete the course if the examination is not passed in the challenge process.

(D) The instructor shall complete final records and shall submit these and all test booklets to the sponsoring agency.

(13) Records and Certification.

(A) Records.


1. The sponsoring agency shall maintain records of all individuals who have been enrolled in the Medication Aide Training Program and shall submit to the local regional center all test booklets, a copy of the score sheets and a complete class roster.


2. A copy of the final record shall be provided to any individual enrolled in the course.


3. A final record may be released only with written permission from the student in accordance with the provisions of the Privacy Act—PL 900-247.

(B) Certification.


1. The regional center shall issue a Department of Mental Health, Division of Mental Retardation and Developmental Disabilities, Medication Aide Certificate to employable individuals successfully completing the course upon receiving the required final records and test booklets from the sponsoring agency. 


2. The regional center shall enter the names of all individuals receiving a Medication Aide Certificate in the Division of Mental Retardation and Developmental Disabilities Medication Aide Registry.

3. Medication aides who do not currently meet certification requirements must successfully pass the Level I Medication Aide course or challenge the final examination, if eligible, and obtain a Division of Mental Retardation and Developmental Disabilities Medication Aide Certificate within eighteen (18) months from the effective date of this regulation. Individuals who fail to comply shall not be allowed to administer medications.


4. Individuals who hold a Medication Aide Certificate issued by a regional center or a Division of Aging Level I Medication Aide Certificate, and have completed bi-annual training as required in section (14) will meet the requirements of this rule. 
(14)  Bi-Annual Training Program.

(A) Level I medication aides shall participate in a minimum of  four (4) hours of medication administration training every two (2) years in order to administer medications in a residential setting or day program  funded, certified or licensed by the Department of Mental Health to provide services to persons who are mentally retarded or developmentally disabled. The training shall be taken in two (2) two (2)-hour blocks or a four (4)-hour block and must be completed by the anniversary date of the medication aide’s initial level I medication aide certificate. The training shall be—


1. Offered by a qualified instructor as outlined in section (10) of this rule; and


2. Documented on the Level I Medication Aide Bi-Annual Training form MO 650-8730 and kept in the employee’s personnel file. This form is incorporated by reference in this rule.
(B) The training shall address at the least the following:


1. Medication ordering and storage;


2. Medication administration;



A. Use of generic drugs;



B. How to pour, chart, administer and document;



C. Information and techniques specific to the following: inhalers, eye drops, topical medications and suppositories;



D. Infection control;



E. Side effects and adverse reactions;



F. New medications and/or new procedures;



G. Medication errors; 


3. Individual rights, and refusal of medications and treatments,

4. Issues specific to the facility/program as indicated by the needs of the consumers, and the medications and treatments currently being administered; and 


5. Corrective actions based on problems identified by the staff, the trainees or issues identified by regulatory and accrediting bodies, professional consultants or by any other authoritative source.

(C) The Department of Mental Health regional centers will routinely monitor the quality of medication administration. When quality assurance monitoring documents that a medication aide is not administering medications within training guidelines, the regional center may require the aide to take additional training in order to continue passing medications in the residential setting or day program.
(15) Revocation of Certification.

If the Department of Mental Health upon completion of an investigation, finds that a medication aide has stolen or diverted drugs from a consumer or facility or has had his/her name added to the Department of Mental Health Employee Disqualification Registry or Division of Aging Employee Disqualification Registry, the Department of Mental Health shall render the medication aide’s certificate invalid. 

AUTHORITY: sections 630.050 and 633.190, RSMo 2000.* Original rule filed Jan. 10, 2001, effective Aug. 30, 2001.

*Original authority: 630.050, RSMo 1980, amended 1993, 1995; 633.190, RSMo 1993, amended 1995.

Medication Aide Certification
Department Operating Regulation (DOR) 4.610

PURPOSE: Describes how the Division will implement the training, certification, and registration of DMRDD Medication Aides who administer medications or supervise self-administration of medications in any community residential setting or day habilitation, funded, licensed or certified by the Department of Mental Health to provide services to persons who are mentally retarded or   developmentally disabled as required in 9 CSR 45-3.070.  

APPLICATION:  Applies to the Division of Mental Retardation and Developmental Disabilities. 

(1) Definitions.


(A) Approved Instructor, a licensed nurse in the state of Missouri who meets the qualifications as stated in rule 9 CSR 45-3.070(10)(B). 

(B) Challenge, a request to obtain the DMRDD Medication Aide certificate by successful completion of the written test and practicum without participation in the course as stated in 9 CSR 45-3.070 (13)(B)4.  

(C) Deemed Certified, to meet the required criteria to be a DMRDD Medication Aide without repeating the medication administration course or testing as stated in 9 CSR 45-370 (13)(B)4.


(D) DHSS, Department of Health and Senior Services (formerly Division of Aging, DOA) 

(E) DMH, Department of Mental Health.


(F) DMRDD, Division of Mental Retardation and Developmental Disabilities 


(G) DMRDD Administrative Agent, the designated Regional Center or Habilitation Center for each region that serves as the point of entry for DMRDD Medication Aide Certification processing and registry maintenance. 


(H) DMRDD Medication Aide, the title given to individuals who meet the requirements in 9 CSR 45-3.070. This title is the minimum level of trained staff allowed to administer medications or supervise self-administration of medications in any residential setting or day habilitation funded, licensed or certified by the Department of Mental Health to provide services to persons with mental retardation or developmental disabilities.


(I) DMRDD Medication Aide Registry, a database for maintaining record of certified DMRDD medication aides and their required updates.  


(J) Employable, an individual who is at least 18 years of age; has a high school diploma or GED; or will complete their diploma or GED within12 months of hiring; and 

Who meets the requirements of 9 CSR 10-5.190 and 9 CSR 10-5.200; and is not on the Missouri Department of Mental Health Employee Disqualification Registry.  

(2)  Qualifications to Administer Medication or Supervise Self-Administration of Medication. Individuals who administer medications or supervise self-administration of medications are required to be either a physician, a licensed nurse, a DHSS certified medication technician, a DMH certified medication employee, a DHSS level I medication aide or a DMRDD medication aide.  

 (3)  DMRDD Medication Aide Program Requirements.


(A) The course must be a minimum of 16 hours of integrated formal instruction and practice, excluding final examination and practicum, supervised by an approved instructor.  

(B) The accepted curriculum will be the most recently revised edition of “Level I Medication Aide” curriculum produced by the Instructional Materials Laboratory, University of Missouri – Columbia, 2316 Industrial Drive, Columbia MO 65202.  

      (C) Applicants must meet employability requirements of 9 CSR 10-5.190 and 9 CSR 10-5.200; and not appear on the Missouri Department of Mental Health Employee Disqualification Registry.

(4)  Testing


(A)  Testing consists of a written exam developed and distributed by DMRDD, that must be administered by an approved instructor and passed with at least 80% accuracy;  AND


(B)  A practicum exam under the supervision of an approved instructor that must be passed with 100% accuracy. The approved instructor will conduct the practicum examination in a residential or day program setting unless they have approval from DMRDD to conduct a simulated practicum. Approval will be indicated on the instructor’s application to conduct a course. 


(C)  Individuals who do not pass the required written and practicum test with the required accuracy may retake the exam one time within 90 days, without having to retake the course. 

(5) Criteria to Challenge


(A)  Employable individuals who have successfully completed a pharmacology course such as pharmacy or nursing student, physician’s assistant, or paramedic, who can provide a copy of their transcript may qualify as a medication aide by successfully challenging the final examination. 

      (B)  Employable individuals who can produce evidence of successful completion of a sixteen (16) or more hour medication course other than the approved Level I Medication Aide curriculum (reference 3(B)) may request consideration for challenging the final examination. 


(C) A person wanting to challenge the course will submit the request on DMH form “Request to Challenge” to their DMRDD Administrative Agent who will reply in writing within 10 working days. 


(D) If approved to challenge, the applicant should present their written approval to an approved instructor for arrangements to challenge the test. 

(6)  Criteria for Deemed Certification.  Individuals may be deemed certified as a DMRDD Medication Aide if they hold a medication aide certificate issued or approved by a DMH Regional Center as of August 31st, 2001 and have evidence of participation in medication administration training updates every two years.  As a transition period, Deemed Certification will only be available for 18 months from the effective date of rule 9 CSR 45-3.070.  (August 31st 2001 to February 28, 2003).     
(7) Records


(A) The course instructors shall maintain records of all individuals who enroll in the Medication Aide Training Program and Two Year Updates and shall submit to their DMRDD Administrative Agent, all test booklets and answer sheets, a copy of the practicum score sheets, and copies of all completed two year update forms as applicable. 

(B) Applicant written records may be released only with documented permission from the applicant in accordance with the provisions of the Privacy Act – L900-247.  
(8) Certificates 


(A) Within 30 days of receipt of a student’s final record (test booklet, answer sheet, and practicum score sheet) the DMRDD Administrative Agent will issue a DMRDD Medication Adie Certificate for each person who has successfully completed the course or successfully challenged the exam.  

      (B) All individuals qualifying for deemed certification will be issued a certificate within 30 days of receipt of an approved “Application for Certificate” through Feb 28th, 2003; OR with the processing of their next Two-Year Update, whichever comes first.  


(C) A copy of the Practicum Score Sheet signed by the instructor, indicating successful completion of course requirements will serve as a temporary 30 day authorization until the certificate is received.  

(9) DMRDD Medication Aide Registry   

DMRDD Administrative Agents shall maintain a DMRDD Medication Aide Registry by entering required data fields of persons who have been issued a certificate; of persons who have completed the 2-year update training; and of course and/or  2-year update instructors.

(10) Two (2) Year Medication Aide Training


(A) All DHSS (formerly DOA) and DMRDD Medication Aides must participate in a minimum of four (4) hours of medication administration update training every 2 years to remain in good standing to administer or supervise the self-administration of medication to persons in DMRDD facilities.  This update training must be conducted by 

an approved course instructor and the documentation of this training must be done on form “MO 650-8730 Medication Aide 2 Year Update Training”.  


(B) The two (2) year medication aide update training will be conducted by an approved instructor in one 4-hour block or two 2-hour blocks and must be completed by the anniversary date of the medication aide’s initial Medication Aide Certification.  The update shall address at least the areas defined on DMH form MO 650-9730.  The update shall be documented on form “MO 650-8730 Medication Aide two (2) Year Update Training”; maintained in the employee’s personnel file and copied to the applicable MRDD Administrative Agent. 

 (11) Revocation of Certificate. 

      (A)  If the Department of Mental Health, upon completion of an investigation, finds that a medication aide has stolen or diverted drugs from a consumer or facility or has had his/her name added to the Department of Mental Health Employee Disqualification Registry or Division of Aging Employee Disqualification registry, the Department of Mental Health shall render the medication aide’s certificate invalid.  

      (B)  DMRDD Administrative Agents will routinely monitor the quality of medication administration.  When quality assurance monitoring documents that a medication aide is not administering medications within training guidelines, the Administrative Agent may require the aide to take additional training in order to continue passing medications for a DMRDD agency.  

(12) Compliance Failure of staff to comply or assure compliance with the DOR may result in disciplinary action, including dismissal.

(13) Quality Assurance  Each year, the Quality Assurance RN’s will analyze data from monitoring of medication management systems and present trends and analysis, including recommendations for changes in the rule or other.  The report shall be submitted to the DMRDD Deputy Director of Program Review and Quality Improvement. 

HISTORY: Original DOR effective January 1, 2003 


DMRDD Medication Aide Instructor Qualifications

9 CSR 45-3.070 (10)

Instructor Qualifications:

1) An instructor shall be currently licensed to practice as either a registered nurse or practical nurse in Missouri or shall hold a current temporary permit from the Missouri State Board of Nursing.  The licensee shall not be subject to current disciplinary action such as censure probation, suspension or revocation.  If the individual is a licensed practical nurse, the following additional requirements shall be met:

· Shall have a valid Missouri license or a temporary permit from the Missouri State Board of Nursing; and

· Shall be a graduate of an accredited program, which has pharmacology in the curriculum.

2)   A DMRDD Medication Aide Instructor must be a Department of Health and Senior Services (DHSS) approved instructor to qualify to administer the course and test for MRDD.

To Become a DHSS Approved Instructor:

· Apply to attend a “Train the Trainer” workshop on implementing the Level I Medication Aide Program.  This workshop is conducted by a Registered Nurse approved by DHSS.

· To be considered for the workshop, the trainee must also meet one of the following criteria:

1.  Have had one (1) year’s experience working in a long-term care facility licensed by the DHSS; or in a residential facility or day program operated, funded, licensed or certified by the Department of Mental Health within the past five (5) years; or

2.  Be currently employed in a long-term care facility licensed by the Department of Mental Health and shall have been employed by that facility for at least six (6) months; or

3.  Shall be an instructor in a Health Occupation Program. (This may include instruction of medication administration courses).  

· Associations that sponsor the “Train the Trainer” courses are:


Missouri League of Nursing Home Administrators – 573-634-5345


Missouri Assisted Living Association – 573-635-8750


Missouri Health Care Association – 573-893-2060

Each of the above certifying agencies maintains a registry of Level I Medication Aides which may be accessed by calling the agencies on the phone numbers listed.  

The DHSS Health Education Unit also maintains a computerized system of Level I Medication Aides and the certifying agency.  The numbers are:  573-522-6203 and 573-526-3871.

DHSS maintains an automated system of Certified Medication Techicians (CMT), Certified Nurse Aides (CNA) and R.N. / L.P.N. Instructors.  The number for the automated system is:  573-526-5686

Student Qualifications

9 CSR 45-3.070 (8)

Any person who is currently employed in a residential setting or day program funded, licensed or certified by the Department of Mental Health to provide services to persons who are mentally retarded or developmentally disabled would be eligible to apply to take the DMRDD Medication Aide Course.

A person not employed in a DMRDD facility or program, would need to be employable in a DMRDD facility as stated in the 9 CSR 45-3 regulation which includes being at least 18 years of age; have a high school diploma or GED, or is working on attaining a GED within one year.  The person would also have to meet requirements of 9 CSR 10-5.

Who Can Administer Medications in DMRDD Facilities and Programs?

9 CSR 45-3.070

Individuals who are delegated the task of Medication administration or supervise self-administration of meds in facilities or programs funded by or contracted with DMH/DMRDD are required to be either:

· Licensed Physician

· Licensed Nurse

· DHSS Certified Medication Technician

· DHSS Level I Medication Aide

· DMRDD Medication Aide
· DMRDD Medication Employee (State Habilitation Centers)



Procedures for Certification of DMRDD Medication Aides

1. Application

· When an approved instructor is prepared to conduct a class for DMRDD certification, they will complete the form, “Application to Conduct Course”, and submit it to their local Regional Center.  Please allow 15 working days for processing the application.
· The instructor will then receive a written response regarding approval/denial of the application from the regional center.  If application is approved, the instructor will also receive the requested number of testing packets (test booklets, answer sheets, test key, and instructor evaluation form).  If the application is denied, the instructor will be provided a reason in writing.

2. Course Criteria

Following receipt of test material, the instructor may conduct the course.

· The course must be a minimum of 16 instructional hours, the written and practicum exam are additional.  When scheduling the class, please allow for adequate study time outside the classroom. 
· The instructor must use the most current edition of the “Level I Medication Aide” curriculum produced by the Instructional Material Laboratory, University of Missouri-Columbia, Columbia, MO.  Catalog number 50-6064-I.  Revised 1993.  A 2001 revised edition will replace the 1993 edition and has the same catalog number.
· When arranging for a classroom, the area should be free of excessive noise and distractions.  It should have adequate space, light, ventilation, seating and writing surfaces for comfortable learning.  The instructor shall limit the enrollment in any given class to maintain the quality of the teaching environment and instructional management of that class.  It is recommended for your consideration, that class size not exceed 12 students per instructor. 

·   Suggested teaching materials: 


· Teaching stethoscope

· Blood Pressure Apparatus

· Disposable Gloves

· Liquid Soap and Paper Towels

· Thermometer – sample various forms 

· Watch with a Second Hand

· Easel or Marking Board or other equipment needed in presentation.

· Medication Administration Record

· Sample medication containers:  bubble cards/bottles/ etc.

· Sample forms of meds: tablet/powder/liquid/ inhaler etc.

· Drug Reference Manuals
3. Testing

· Upon completion of the instructional portion of the MR/DD Medication Aide Training Program, a final exam will be administered to each student.
· The final exam includes a written test and a practicum test.

· The Written Test:

· The instructor is accountable for maintaining the validity and integrity of the test documents by safeguarding them prior to and following testing sessions. The test booklet shall not be copied or reproduced in any fashion.

· The instructor must be present at all times during the test.  

· The test documents will consist of a variety of questions, including but not limited to: true-false, multiple choice, and matching, etc., taken from a statewide pool of questions based on the curriculum. The total value of the test questions will equal 100 points.  

· The administration of the test will be “closed book” and will be completed without the use of notes. 

· Score: The final written exam must be passed with at least 80% accuracy.  See section for “Re-examination of Unsuccessful Testing” if the written exam is failed. 
· The Practicum Exam:

· The practicum exam is a competency-based exam and shall include the preparation and administration of medications by non-parenteral routes including oral (tablets, liquids, powders); otic and ophthalmic medications, and recording of medications in accordance with the practicum score criteria.
· The practicum exam shall be conducted in a residential or day program setting with medications administered to consumers under the direct supervision of a certified instructor and the person responsible for administration of medication in the facility. 

· When a simulated clinical practicum is approved, the exam may be done in a simulated classroom setting but must provide the student the same opportunities to demonstrate competency as required by the practicum exam. 
The following is expected in preparation for clinical simulation: 



Use of realistic/authentic supplies 


1.  Written Physician’s orders. 


2.  Authentic Medication Administration Record, varied in the complexity of information contained and including necessary 
documentation of pulse, blood pressure, blood sugar, etc as appropriate.


3.  Medications (placebo or over-the-counter) must be dispensed from bubble cards/unit done/ or bottles with pharmacy labels containing the required information.
· Offer various realistic scenarios that will capture the student’s comprehension of the areas evaluated in the practicum.
· Other competency areas that are included in the practicum are: 

     Vital signs, medication storage, handling and documentation of controlled substances and narcotic counts, medication errors, infection control, phone orders, and transcription, and should be 
demonstrated in the classroom.
· The Practicum Score Sheet contains the competency exam record and a section for the final exam results and requires signature of the instructor see #5 below)
· The practicum exam must be completed with 100% accuracy.  See the section “Re-Examination of Unsuccessful Testing” if the practicum is failed.
4.  Final Documentation  

Upon completion of the course, testing and evaluation the instructor will:
· Return all test booklets, answer sheets, test key and Practicum Score sheets for each student and completed instructor evaluation forms. 

· The “Practicum Score Sheet” must be completed by the instructor for each student.

The Practicum Score Sheet has two areas for instructor signature:

· The first authorizing if the student passed or failed.

· The second is a signature line at the bottom of the page utilized only when a student passes authorizing the document to serve as temporary authorization (30 days from signature date) to begin tasks related to medication administration. 

· The signed and dated Practicum Score Sheet shall be returned to the Regional Center that issued the exam.
· A copy of the Practicum Score Sheet shall be issued to the student and a copy maintained by the instructor ad employer.
· The Instructor should maintain copies of their student records for at least  5 years.
5.   Certificates  


Within 30 days from receipt of the testing packet and practicum score sheets, the regional center will enter the information into the state registry and will issue certificates for each individual meeting course requirements.
· Certificates will be identified by assigned certificate numbers.

· Certificates will be issued to the Instructor for their signature.

· Instructors will distribute signed Certificates to the student.
· Students are responsible to provide their information to their employer.
Please note a Medication Aide’s Certificate may be rendered invalid if the Department of Mental Health upon completion of an investigation, finds that a medication aide has stolen or diverted drugs from a consumer or facility or has had his/her name added to the Department of Mental Health Employee Disqualification Registry or Division of Health and Senior Services Disqualification registry.  The regional center may suspend a Medication Aide’s authority to administer medications and require additional training and evidence of competency when there is concern identified through Quality Assurance monitoring (9 CSR 45-3.070)(14)&(15)
Department of Mental Health

Division of MR/DD Medication Aide Training Program

Application to Conduct Course

Instructor Name:  __________________________________________
Address:  ___________________________________________________________________________________

Phone Work: _____________________________   Home: ___________________________________________
Social Security Number: ________________   Nursing License Number:  __________________________
Are you an approved Department of Health and Senior Services (DHSS) instructor for: 

(Mark all that apply)
(  Level I Medication Aide Course  

(  Insulin Certification (RN’s only)  

(  Certified Medication Technician Instructor

Projected Class Dates / Hours:
MUST include 16 hours of instruction time – not including breaks, practicum or exam time.
Must be turned in 15 days before the first scheduled session is to begin.
Session # 1  _________________        Session # 3  ________________
Session # 2  ______________________________             Session # 4   _____________________________

Final Exam Date: ____________________        Number of Tests Requested: ____________
Training/Course Site (Name & Address): _________________________________________
Practicum Site (Name & Address): _________________________________________________________
Check Appropriate Response:

· Request Type:

· Initial Course (minimum 16 hours)

· Challenge (Request to Challenge form must be attached) 

· Type of Practicum to be conducted:

· Full On Site

· Simulated Site

· Combination of on site and simulation

Regional Center Use Only:
· Approved

· Denied 

Reason: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Authorizing Signature: __________________________________ Date___________________
Date Mailed to Instructor: ___________________ Initials__________ 
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PRACTICUM SCORE SHEET FOR
DMRDD MEDICATION AIDE EXAMINATION
Please print the following information:
It is the responsibility of the student to print legibly.  The certificate will be printed according to the information provided below.
Student Name:  _______________________________   Name of Provider Agency:  ______________________

Student Address:  _______________________________   Provider Agency Address: ________________________
Social Security Number: _____________________   Date Completed: __________/_________/__________
Date of Birth: ____________________             Student Home Phone Number: __________________________
Practicum Instructions:  At least 10 medications must be administered and must include oral (tablets, liquid, powder), otic, ophthalmic, and topical.  Also must include a medication type that requires vital signs prior to administration.
	COMPETENCY
	Competency Achieved 

Date Completed and Instructor’s Initials
	Comments

	1. Does the student compare physician’s order to medication records?
	
	

	2. Does the student note any discrepancies?
	
	

	3. Does the student indicate proper procedure to follow if discrepancy is found?
	
	

	4. Does the student assemble necessary equipment/supplies?
	
	

	5. Does the student demonstrate how to utilize side effect print out sheets?
	
	

	6. Does the student properly identify the individual they will be administering medication to?
	
	

	7. Does the student use proper procedure when preparing medications i.e. hand-washing, reading the label 3 times, pour/punch meds into cup, initial and date bubble card, check expiration date of meds, obtain vital signs?
	
	

	8. Does the student prepare all medications according to medication record i.e. time, correct meds, correct number of pills, correct dosage?
	
	

	9. Does the student verify consumption?
	
	

	10. Does the student document correctly medications given?
	
	

	11. Does the student demonstrate proper protocol if medication given causes any adverse reactions?
	
	

	12. Does the student have an understanding of administering prn medications?
	
	

	13. Does the student have an understanding of documentation of prn medications?       Follow up needed?
	
	

	14. Does the student verbalize the correct procedure for administering otic medications?
	
	

	15. Does the student verbalize the correct procedure for administering ophtalmic medications?
	
	

	16. Does the student verbalize the correct procedure for administering topical medications?
	
	

	COMPETENCY
	Competency Achieved

Date Completed and Instructor’s Initials
	Comments

	17. Does the student verbalize the correct procedure for administering rectal medications?
	
	

	18. Does the student verbalize the correct procedure for administering vaginal medications?
	
	

	19. Does the student verbalize the correct procedure for administering inhaler/oral-metered medications?
	
	

	20. Does the student verbalize the correct procedure for administering nasal medications?
	
	

	21. Does the student verbalize the correct procedure for administering sublingual/buccal medications?
	
	

	22. Does the student verbalize the correct procedure for administering transdermal medications?
	
	


	OTHER COMPETENCY AREAS

Competency can be demonstrated during classroom instruction.

	Competency Achieved 

Date Completed and Instructor’s Initials
	Comments

	1. Does the student demonstrate an understanding of taking and documenting vital signs?
	
	

	2. Does the student demonstrate knowledge of proper storage of medications?
	
	

	3. Does the student demonstrate an understanding of what constitutes a medication error?  Charting error?
	
	

	4. Does the student demonstrate an understanding of proper techniques needed for infection control?  Includes proper hand-washing, donning and removal of gloves.
	
	

	5. Does the student demonstrate an understanding of the proper procedure for taking phone orders?
	
	

	6. Does the student demonstrate an understanding of transcription of orders including D/C and new orders? 
	
	


Practicum Site: Instructor MUST circle where practicum occurred:     on-site  / fully simulated  /  combination

Final Written Examination Score (80% accuracy required to pass) Score: __________%_   Date: ___________   Test Form: 
________
Practicum: (100% accuracy required to pass)                     Pass  

________
Fail  
______________________
Instructor’s Signature: 



__________________________________________________________
_____________________________________________________________  Date:

  _____________________
Instructor’s License Number: 






	Comments (if needed):

	

	

	

	


Temporary authorization (30 days from this date) to administer medications is granted. 

Please contact your instructor if certificate has not been received within 30 days.
___________________________________________________________________         ______________________
Instructor’s signature






Date
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DMH/MR/DD Medication Aide

Course Evaluation

Instructor’s Name: _________________________     Class Dates: ____________   Location: _________
Please circle the response you feel to be the most accurate.

Ratings:  1-Strongly Disagree      2-Disagree      3-Agree      4-Strongly Agree

1. The instructor was organized and prepared for the class.

1         2         3         4

        2.    Classes started and ended as scheduled.



1         2         3         4

        3.    The classroom site provided an atmosphere for learning.



1         2         3         4

        4.    The course outline effectively guided my course study.



1         2         3         4

        5.    The course objectives were clearly stated.

1         2         3         4 
        6.    Handouts and other visual aids were informative.



1         2          3        4

        7.    Classroom instruction adequately prepared me for the written test.



1         2         3         4

        8.    The following teaching aides were available:



A)  Drug Reference Manual


1     2     3     4



B)  Medication Containers with authentic labels
1     2     3     4



C)  Physician’s Orders



1     2     3     4



D)  Medication Administration Records

1     2     3     4



E)  Blood Pressure Apparatus


1     2     3     4



F)  Gloves, soap, water, paper towels

1     2     3     4



G)  Various types of thermometers

1     2     3     4



H)  Watch or clock with second hand

1     2     3     4

      9.    I had adequate opportunity to practice the skills taught in this class.



1         2         3         4

      10.    I was able to practice administration of various forms of medications.



1         2         3         4

      11.    The instructor adequately demonstrated all tasks.



1         2         3         4

      12.    The instructor was available and helpful during practice sessions.



1         2         3         4

13.    I felt adequately prepared to administer medications safely and effectively after taking course.


1        2          3         4

      14.    Rate the overall course content:  Poor     Fair     Good     Excellent
      15.    Which course components were most helpful?  

  
  Textbooks/Handouts     Lectures     Examples     Assignments     Practice Sessions
16.   Which course components were least helpful:

         
Textbooks/Handouts     Lectures     Examples     Assignments     Practice Sessions

     Comments: ____________________________________________________________________________________
    
____________________________________________________________________________________
____________________________________________________________________________________

_____________________________________________________________________________________________
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[image: image2]
Re-examination of Unsuccessful Testing

9 CSR 45-3.070 (12)(C)

· If a student does not successfully pass either the written or practicum exam or both, they may request to re-take the exam one time without retaking the course.  This re-examination must occur within 90 days of the original failed test or practicum
· When a person needs to be re-examined for either  portion of the final exam, the instructor will complete the “Request for Re-Examination” form and submit it to the Regional Center. The Regional Center will respond by issuing a new written test as requested or if only the Practicum is being repeated, there will be no response and the instructor may proceed with re-administering the test.  

· Once the test is re-administered, the instructor will complete a new Practicum Score Sheet reflecting the results of the testing.  The form requires the signature of the instructor and the date.  If the student successfully passes, the instructor will provide a copy of the Practicum Score Sheet with a signature authorizing temporary (30 days) approval to administer medications.

· Return the Practicum Score sheet to the Regional Center for entry into the registry.

· The Regional Center will enter data into the statewide registry and issue certificates to the instructor for his/her signature and distribution to the student.


NOTE:  A person who is challenging must successfully pass the test and 
practicum and may not be offered a re-take exam without taking the full course. 
Department of Mental Health

Division of Mental Retardation and Developmental Disabilities

DMRDD Request for Re-Examination

For DMRDD Medication Aide Certification

Instructor Name: _____________________________________ Date _________________
Mailing Address: ____________________________________________________________
Projected date for re-test: ____________________________________________________
     Need to Retake 

Student Name                                           Social Security #              Original Test Date   Test Form #     Practicum        Written
	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Note to Instructor:

· Individuals unsuccessful in passing the test may retake it one time within 90 days  of the failed test or practicum without repeating the course.
· Individuals who are challenging the exam are not eligible to retake the test without repeating the course. 
For Office Use Only

Test Form Issued: __________________________          Date Issued: __________________
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Criteria to Challenge:

To Challenge means to request to obtain the DMRDD Medication Aide certificate by successful completion of the written test and practicum without participation in the course.

Who may request to challenge:

· Individuals who have successfully completed a pharmacology course such as pharmacy or nursing students; physician’s assistants; and paramedics who can provide a copy of the transcript; may request consideration for challenging the final.
· Individuals, who have successfully completed a medication administration course of at least sixteen hours and can provide evidence of course curriculum and their certification, may request consideration for challenging the final examination.
How to request to challenge:

· Complete the DMH/MRDD form “Request to Challenge” and submit the form to the regional center in their region.  

· The regional center will provide a written response approving or denying the challenge.

· If approved, the applicant should present their written approval to an approved instructor to request testing.

· The instructor will complete the “application to conduct course” form marking the appropriate section for requesting tests for challenging.  A copy of the request to challenge and approval must be attached to the application before tests can be distributed.

· Upon receipt of the test, the instructor administers both the written and practicum exam using the same procedures as regular certification. 

· The same score requirements are required for passing:

· Written at least 80% proficiency.

· Practicum 100% accuracy.

· The instructor completes the Practicum Score Sheet, signs appropriately, and provides a copy to the student.

· The signed practicum score sheet can serve as temporary authorization to administer medications (30 days).

· The test packet (booklet, answer sheet, key) is returned with the Practicum Score sheet, to the regional center.  The regional center will enter data into the (DMRDD) state wide Certification Registry. 
· A certificate will be issued by the regional center and returned to the instructor for signature and distribution to the student.
Department of Mental Health

Division of Mental Retardation and Developmental Disabilities
Request to Challenge

DMRDD Medication Aide Examination

Name: ______________________________________________________________________________
Address: ____________________________________________________________________________
Telephone:  (____)______________________

Date of Birth: ____________________   Social Security Number:  ____________________________
I request consideration to challenge the written and practicum test without completion of the course because: 

· I have successfully completed a pharmacology course:

Institution: ________________________________________________________________________
Date of completion: __________________

Please attach a copy of transcript.

· I have successfully completed a medication administration course of at least 16 hrs:

Instructor: ________________________________________________________________________
Date of completion: __________________
Agency sponsoring course: _________________________________________________________

Please attach a copy of your certificate.

Please attach evidence of the curriculum content.

· Other.  Please explain: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature: __________________________________________________________________________ 
(Submit this request to your local Regional Center)

(For Office Use Only)

Your Request to Challenge as been:

· Approved    (Please present this approval to an approved instructor for testing)

· Denied
Reasons/Comments: __________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________
If you have questions or concerns please contact:

Name:  ______________________________________________________________________________________
Phone:  ___________________________________
Thank you, ___________________________________________________________________________________
    (Authorizing Signature)
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Two Year Update Training

Regulation 9 CSR 45-3.070 14)
Medication Aides and Certified Medication Technicians will participate in a minimum of four-(4) hours of medication administration training every two-(2) years in order to administer medications in a residential setting or day program funded, certified, or licensed by the Department of Mental Health to provide services to persons who are mentally retarded or developmentally disabled.  The training shall be taken in (2) two; (2) hour blocks or one four (4) hour block and must be completed by the two-year anniversary date of the medication aide’s initial medication aide certificate or the individual may not continue to pass medications.
The Two Year Update Training Program:

· An approved instructor shall conduct the Update Training.
· Two-Year Update Training will be initiated by the agency or medication aide to the instructor; there is no application process.
· The Training shall be provided in a four-hour block or two (2); two (2) hour blocks and in an environment conducive to learning.
· The Training shall be documented on DMRDD Medication Aide 2 Year Update Training form #MO 650-8730(8-01)
· Two-Year Update Form shall be provided to the medication aide and maintained in their personnel records.  *A copy must always be issued to the Regional Center for entry into the Registry.  

· The Training shall address at least the following:

1. Medication ordering and storage

2. Medication administration
A. Use of generic drugs
B. How to pour, chart, administer, and document
C. Information and techniques specific to the following:  inhalers, eye drops, topical medications, and suppositories;

D. Infection control
E. Side effects and adverse reactions
F. New medications and/or new procedures

G. Medication errors; documentation
3. Individual rights, and refusal of medications and treatments

4. Issues specific to the facility/program as indicated by the needs of 
the consumers, and the medications and treatments currently being administered; and

5. Corrective actions based on problems identified by the staff, the trainees or issues identified by regulatory and accrediting bodies, professional consultants or by any other authoritative source.

· An Instructor’s guide for the Two-Year Update Training is available for reference.   For additional copies, contact the regional center in your area.  

· The Regional Centers will periodically distribute information on new medications and procedures in the field of Mental Retardation and Developmental Disabilities. 
The Division of Mental Retardation and Developmental Disabilities requires all medication aides employed with DMRDD contracted facilities to participate in two-year updates regardless of who issued their original certification (DHSS or DMRDD).  This Two-Year Update is required to continue to administer medications in DMRDD facilities. The Division may require a medication aide to take additional training in order to continue passing medications should patterns of inadequacies develop.   


	NAME


	DATE OF BIRTH

      /           /
	SOCIAL SECURITY NUMBER

· -

	ADDRESS


	MMMEDICATION CERTIFICATE 
 CCERTIFICATE #____________  DATE ISSUED _____/ ____/ _____
SOURCE: (CHECK ONE):  (  DHSS  (Formally DOA)     (  MRDD
TYPE: (check one):

· MEDICATION AIDE   

· CERTIFIED MEDICATION TECHNICIAN (CMT)
· CERTIFIED MEDICATION EMPLOYEE (CME)

	EMPLOYER NAME
	

	EMPLOYER ADDRESS

	A.  Training shall address at least the following
	DATE OF TRAINING

_____ / _____ / _____

HOURS COMPLETED ______
	DATE OF TRAINING

______ / ______ / ______

HOURS COMPLETED _______

	1.  Medication ordering and storage

	2.  Medication administration

	     (  Use of generic drugs

	     (  How to pour, chart, administer and document

	     (  Information and techniques specific to the following:  inhaler, eye drops, topical medications and suppositories

	     (  Infection Control

	     (  Side effects and adverse reactions

	     (  Medication errors

	3.  Individual rights, and refusal of medications and treatments;

	4.  Issues specific to the facility/program as indicated by the needs of the residents/clients, and the medications and treatments currently
     being administered 

	5.  Corrective actions based on problems identified by the staff, the trainees or issues identified by regulatory and accrediting bodies,
     professional consultants or by any other authoritative source; and

	Other specify:



	The training shall be taken in two (2) two (2) hour blocks or a four (4) hour block.  Medication aides who do not participate in at least 4 hours of medication administration training every two years will not be allowed to administer medication in accordance with 9CSR 45-3.060. A signed copy of this form denotes compliance with the training requirement.  The form must be included in the employee’s personnel file and copied to the regional center.  It is the responsibility of the agency to offer and the employee to participate in the required training.

	RN/LPN SIGNATURE (INSTRUCTOR)
	LICENSE NUMBER
	DATE

	EMPLOYEE SIGNATURE
	DATE


MO 650-8730 (3-20)        Jan. 2006

Department of Mental Health

Division of Mental Retardation and Developmental Disabilities

INSTRUCTOR RESOURCE LISTING

For DMRDD MEDICATION AIDE TRAINING

If you would like your name to be added to an instructor resource listing that will be maintained by the Regional Center and can be shared with those requesting this information, please complete the following information and return to the Regional Center.

Name:_____________________________________________  RN/LPN

License Number: _____________________________  (will not be given out)
Mailing Address: ___________________________________________________
Phone Number: 



DHSS Certified Instructor in: (Check all that apply)

· Level I Medication Aide Course

· Insulin Certification (RN’s only)

· Certified Medication Technician Instructor
__________________________________________________________________
Counties or areas where you would be willing to provide a class:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature:  







_____  Date:  _________
Note:  Participation in this resource listing does not obligate you in any way.  Upon inquiry, we will only provide your name and contact information. Your name may be removed at anytime upon request.
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Department of Mental Health

Division of MR/DD Medication Aide Training Program

Application to Conduct Course

Instructor Name:  __________________________________________
Address:  ___________________________________________________________________________________

Phone Work: _____________________________   Home: ___________________________________________

Social Security Number: ________________   Nursing License Number:  __________________________

Are you an approved Department of Health and Senior Services (DHSS) instructor for: 

(Mark all that apply)

(  Level I Medication Aide Course  

(  Insulin Certification (RN’s only)  

(  Certified Medication Technician Instructor

Projected Class Dates / Hours:
MUST include 16 hours of instruction time – not including breaks, practicum or exam time.
Must be turned in 15 days before the first scheduled session is to begin.
Session # 1  _________________        Session # 3  ________________
Session # 2  ______________________________             Session # 4   _____________________________

Final Exam Date: ____________________        Number of Tests Requested: ____________
Training/Course Site (Name & Address): _________________________________________
Practicum Site (Name & Address): _________________________________________________________

Check Appropriate Response:

· Request Type:

· Initial Course (minimum 16 hours)

· Challenge (Request to Challenge form must be attached) 

· Type of Practicum to be conducted:

· Full On Site

· Simulated Site

· Combination of on site and simulation

Regional Center Use Only:
· Approved

· Denied 

Reason: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Authorizing Signature: __________________________________ Date___________________

Date Mailed to Instructor: ___________________ Initials__________ 
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PRACTICUM SCORE SHEET FOR
DMRDD MEDICATION AIDE EXAMINATION
Please print the following information:
It is the responsibility of the student to print legibly.  The certificate will be printed according to the information provided below.
Student Name:  _______________________________   Name of Provider Agency:  ______________________

Student Address:  _______________________________   Provider Agency Address: ________________________

Social Security Number: _____________________   Date Completed: __________/_________/__________
Date of Birth: ____________________             Student Home Phone Number: __________________________
Practicum Instructions:  At least 10 medications must be administered and must include oral (tablets, liquid, powder), otic, ophthalmic, and topical.  Also must include a medication type that requires vital signs prior to administration.
	COMPETENCY
	Competency Achieved 

Date Completed and Instructor’s Initials
	Comments

	23. Does the student compare physician’s order to medication records?
	
	

	24. Does the student note any discrepancies?
	
	

	25. Does the student indicate proper procedure to follow if discrepancy is found?
	
	

	26. Does the student assemble necessary equipment/supplies?
	
	

	27. Does the student demonstrate how to utilize side effect print out sheets?
	
	

	28. Does the student properly identify the individual they will be administering medication to?
	
	

	29. Does the student use proper procedure when preparing medications i.e. hand-washing, reading the label 3 times, pour/punch meds into cup, initial and date bubble card, check expiration date of meds, obtain vital signs?
	
	

	30. Does the student prepare all medications according to medication record i.e. time, correct meds, correct number of pills, correct dosage?
	
	

	31. Does the student verify consumption?
	
	

	32. Does the student document correctly medications given?
	
	

	33. Does the student demonstrate proper protocol if medication given causes any adverse reactions?
	
	

	34. Does the student have an understanding of administering prn medications?
	
	

	35. Does the student have an understanding of documentation of prn medications?       Follow up needed?
	
	

	36. Does the student verbalize the correct procedure for administering otic medications?
	
	

	37. Does the student verbalize the correct procedure for administering ophthalmic medications?
	
	

	38. Does the student verbalize the correct procedure for administering topical medications?
	
	

	COMPETENCY
	Competency Achieved

Date Completed and Instructor’s Initials
	Comments

	39. Does the student verbalize the correct procedure for administering rectal medications?
	
	

	40. Does the student verbalize the correct procedure for administering vaginal medications?
	
	

	41. Does the student verbalize the correct procedure for administering inhaler/oral-metered medications?
	
	

	42. Does the student verbalize the correct procedure for administering nasal medications?
	
	

	43. Does the student verbalize the correct procedure for administering sublingual/buccal medications?
	
	

	44. Does the student verbalize the correct procedure for administering transdermal medications?
	
	


	OTHER COMPETENCY AREAS

Competency can be demonstrated during classroom instruction.

	Competency Achieved 

Date Completed and Instructor’s Initials
	Comments

	7. Does the student demonstrate an understanding of taking and documenting vital signs?
	
	

	8. Does the student demonstrate knowledge of proper storage of medications?
	
	

	9. Does the student demonstrate an understanding of what constitutes a medication error?  Charting error?
	
	

	10. Does the student demonstrate an understanding of proper techniques needed for infection control?  Includes proper hand-washing, donning and removal of gloves.
	
	

	11. Does the student demonstrate an understanding of the proper procedure for taking phone orders?
	
	

	12. Does the student demonstrate an understanding of transcription of orders including D/C and new orders? 
	
	


Practicum Site: Instructor MUST circle where practicum occurred:     on-site  / fully simulated  /  combination

Final Written Examination Score (80% accuracy required to pass) Score: __________%_   Date: ___________   Test Form: 
________
Practicum: (100% accuracy required to pass)                     Pass  

________
Fail  
______________________
Instructor’s Signature: 



__________________________________________________________
_____________________________________________________________  Date:

  _____________________
Instructor’s License Number: 






	Comments (if needed):

	

	

	

	


Temporary authorization (30 days from this date) to administer medications is granted. 

Please contact your instructor if certificate has not been received within 30 days.
___________________________________________________________________         ______________________
Instructor’s signature






Date
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DMH/MR/DD Medication Aide

Course Evaluation

Instructor’s Name: _________________________     Class Dates: ____________   Location: _________

Please circle the response you feel to be the most accurate.

Ratings:  1-Strongly Disagree      2-Disagree      3-Agree      4-Strongly Agree

2. The instructor was organized and prepared for the class.

1         2         3         4

        2.    Classes started and ended as scheduled.



1         2         3         4

        3.    The classroom site provided an atmosphere for learning.



1         2         3         4

        4.    The course outline effectively guided my course study.



1         2         3         4

        5.    The course objectives were clearly stated.

1         2         3         4 
        6.    Handouts and other visual aids were informative.



1         2          3        4

        7.    Classroom instruction adequately prepared me for the written test.



1         2         3         4

        8.    The following teaching aides were available:



A)  Drug Reference Manual


1     2     3     4



B)  Medication Containers with authentic labels
1     2     3     4



C)  Physician’s Orders



1     2     3     4



D)  Medication Administration Records

1     2     3     4



E)  Blood Pressure Apparatus


1     2     3     4



F)  Gloves, soap, water, paper towels

1     2     3     4



G)  Various types of thermometers

1     2     3     4



H)  Watch or clock with second hand

1     2     3     4

      9.    I had adequate opportunity to practice the skills taught in this class.



1         2         3         4

      10.    I was able to practice administration of various forms of medications.



1         2         3         4

      11.    The instructor adequately demonstrated all tasks.



1         2         3         4

      12.    The instructor was available and helpful during practice sessions.



1         2         3         4

13.    I felt adequately prepared to administer medications safely and effectively after taking course.


1        2          3         4

      14.    Rate the overall course content:  Poor     Fair     Good     Excellent
      15.    Which course components were most helpful?  

  
  Textbooks/Handouts     Lectures     Examples     Assignments     Practice Sessions
17.   Which course components were least helpful:

         
Textbooks/Handouts     Lectures     Examples     Assignments     Practice Sessions

     Comments: ____________________________________________________________________________________
    
____________________________________________________________________________________

____________________________________________________________________________________

_____________________________________________________________________________________________
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Department of Mental Health

Division of Mental Retardation and Developmental Disabilities

DMRDD Request for Re-Examination

For DMRDD Medication Aide Certification

Instructor Name: _____________________________________ Date _________________
Mailing Address: ____________________________________________________________
Projected date for re-test: ____________________________________________________
     Need to Retake 

Student Name                                           Social Security #              Original Test Date   Test Form #     Practicum        Written
	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Note to Instructor:

· Individuals unsuccessful in passing the test may retake it one time within 90 days  of the failed test or practicum without repeating the course.
· Individuals who are challenging the exam are not eligible to retake the test without repeating the course. 

For Office Use Only

Test Form Issued: __________________________          Date Issued: __________________
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Department of Mental Health

Division of Mental Retardation and Developmental Disabilities
Request to Challenge

DMRDD Medication Aide Examination

Name: ______________________________________________________________________________

Address: ____________________________________________________________________________

Telephone:  (____)______________________

Date of Birth: ____________________   Social Security Number:  ____________________________

I request consideration to challenge the written and practicum test without completion of the course because: 

· I have successfully completed a pharmacology course:

Institution: ________________________________________________________________________

Date of completion: __________________

Please attach a copy of transcript.

· I have successfully completed a medication administration course of at least 16 hrs:

Instructor: ________________________________________________________________________

Date of completion: __________________

Agency sponsoring course: _________________________________________________________

Please attach a copy of your certificate.

Please attach evidence of the curriculum content.

· Other.  Please explain: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature: __________________________________________________________________________ 

(Submit this request to your local Regional Center)

(For Office Use Only)

Your Request to Challenge as been:

· Approved    (Please present this approval to an approved instructor for testing)

· Denied
Reasons/Comments: __________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________

If you have questions or concerns please contact:

Name:  ______________________________________________________________________________________

Phone:  ___________________________________

Thank you, ___________________________________________________________________________________
    (Authorizing Signature)
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_____________________________________________________________________________
	NAME


	DATE OF BIRTH

      /           /
	SOCIAL SECURITY NUMBER

· -

	ADDRESS


	MMEDICATION CERTIFICATE 
 CCERTIFICATE #____________  DATE ISSUED _____/ ____/ _____
SOURCE: (CHECK ONE):  (  DHSS  (Formally DOA)     (  MRDD
TYPE: (check one):

· MEDICATION AIDE   

· CERTIFIED MEDICATION TECHNICIAN (CMT)
(      CERTIFIED MEDICATION EMPLOYEE (CME)

	EMPLOYER NAME
	

	EMPLOYER ADDRESS

	A.  Training shall address at least the following
	DATE OF TRAINING

_____ / _____ / _____

HOURS COMPLETED ______
	DATE OF TRAINING

______ / ______ / ______

HOURS COMPLETED _______

	1.  Medication ordering and storage

	2.  Medication administration

	     (  Use of generic drugs

	     (  How to pour, chart, administer and document

	     (  Information and techniques specific to the following:  inhaler, eye drops, topical medications and suppositories

	     (  Infection Control

	     (  Side effects and adverse reactions

	     (  Medication errors

	3.  Individual rights, and refusal of medications and treatments;

	4.  Issues specific to the facility/program as indicated by the needs of the residents/clients, and the medications and treatments currently
     being administered 

	5.  Corrective actions based on problems identified by the staff, the trainees or issues identified by regulatory and accrediting bodies,
     professional consultants or by any other authoritative source; and

	Other specify:



	The training shall be taken in two (2) two (2) hour blocks or a four (4) hour block.  Medication aides who do not participate in at least 4 hours of medication administration training every two years will not be allowed to administer medication in accordance with 9CSR 45-3.060. A signed copy of this form denotes compliance with the training requirement.  The form must be included in the employee’s personnel file and copied to the regional center.  It is the responsibility of the agency to offer and the employee to participate in the required training.

	RN/LPN SIGNATURE (INSTRUCTOR)
	LICENSE NUMBER
	DATE

	EMPLOYEE SIGNATURE
	DATE


MO 650-8730 (3-20)
Jan. 2006[image: image3.png]
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