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Provide care by qualified persons according to each resident's written plan of care.
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Based on interview and record review, the facility failed to ensure a staff member that was hired as a 
medication aide was certified or licensed. This deficient practice had the potential to affect all residents in the 
facility receiving medications, to include 1 (#2) resident. Findings include: 

During an interview on [DATE] at 2:46 p.m., staff member C stated during the time when staff member E was 
hired the previous DON had checked licensing and certifications for new hires. Staff member E had a 
certified medical assistant certificate but not a medication aide license. 

During an interview on [DATE] at 2:57 p.m., staff member B stated she audited nursing staff licensing in 
February 2024 and discovered staff member E did not have a medication technician license or certificate. 

During an interview on [DATE] at 9:54 a.m., staff member A stated the previous DON confused medication 
aide with medical assistant certification when staff member E was hired. 

A review of an Offer of employment, document dated [DATE], addressed to staff member E, and signed by 
staff member A, showed:

Dear [Staff member E]: on behalf of [Company name], I am pleased to offer you a position as a Certified 
Medical Assistant with a start date of [DATE].

A review of staff member E's timecards showed, she worked as a medication aide for approximately 102 
shifts from [DATE] to February 8, 2024. 

A review of resident #2's MAR in the facility's EHR showed for the month of [DATE], staff member E 
administered medications approximately 69 times to resident #2.

A review of the facility policy titled, New Licensed Employee Policy, with a release date of [DATE], showed:

POLICY

[Facility Name] ensures that all employees who apply for a licensed position are qualified to work the 
required field of practice and have a valid and active license in the State of Montana.
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A review of a facility document titled, New Hire Checklist, with a revised date of ,d+[DATE], for staff member 
E, with a start date of [DATE], showed, a check box for Check Licenses/CPR (RN, LPN, PT, OT, SLP, CNA) 
not checked. 

 A review of a facility policy titled, Medication Aide - Certified in Skilled Nursing Facility, with a revision date 
of [DATE], showed:

 . POLICY

Certified Medication Aide (CMA), Medication Assistant - Certified (MA-C), Certified Medication Technician 
(CMT), Medication Aide I & II (MA I & II) may be used in accordance with the Nursing Board Standards of 
Practice of the state in which the aide practices.

Definitions:

Certified medication aides are nursing assistants who have been certified by the Board of Nursing in the 
state in which they practice. Their main function is to administer routine oral medications and perform other 
clinical duties in which they have been trained and demonstrate competency.

PROCEDURE

1. Certified medication aides are to meet the following requirements unless otherwise specified by state 
regulation: .

a. Successfully completed an approved state medication aide program or national council of state boards of 
nursing curriculum.

b. Passed the state medication aide certification exam approved by the national council of state boards of 
nursing or other nationally recognized testing organization that provides testing for certified medication aides.

c. Become certified by the state board of nursing as a CMA, MA-C, CMT, or equivalent.

Based on the investigation, the facility acted timely by identifying the deficient practice, and had corrected the 
deficiency on [DATE]. The facility reported the incident as required by the Centers for Medicare and 
Medicaid. 
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