
COMPETENCY STANDARD 3: 
Psychopharmacology  

 
OVERVIEW 
 
Pharmacotherapy is most commonly thought of as a form of treatment that involves 
medications and other biologically active compounds. Psychopharmacology refers to 
the use of drugs that affect the central nervous system in the treatment of both 
challenging behaviors and psychiatric disorders. Psychotropic drugs are usually 
classified in terms of their mechanism of action (serotonin reuptake inhibitions) or 
condition specificity (antidepressants or mood stabilizers). In general the effectiveness 
of a drug can be assessed based on best practices or evidence-based criteria. Best 
practices are those that are judged by fellow prescribers, experts and clinical practice as 
effective. Some of these standards may not meet the level of well designed randomized 
controlled double blind studies required for evidence-based medical criteria. A second 
issue is whether a drug is approved by the Food and Drug Administration (FDA). This is 
a long process that requires demonstrating the safety and efficacy of a new drug. The 
manufacturer seeks approval or indication for a specific syndrome (depression) or 
function (irritability among individuals with autism). For persons with IDD, there are 
many drugs that are not approved for a specific indication by the FDA. Their use is 
based on community best practices or in some circumstances randomized controlled 
trials demonstrating their efficacy for a particular indication.  
 
Informed consent is required in order to prescribe a drug to an individual. For individuals 
who are legally competent to make medical decisions this requires a thorough 
discussion of what the drug is being used for, efficacy, and safety of use and a review of 
pertinent side effects. For a person adjudicated as incompetent, informed consent 
requires approval by the guardian or parent for a minor. Assent by the recipient of the 
drug is needed in research studies and when possible before the medication is given.  
 
AREA OF KNOWLEDGE AND SKILL 
 
The following area of knowledge and skill has been identified as a benchmark for 
satisfying Competency Standard 3:  Psychopharmacology. 
 
BENCHMARK 3: The Use of Psychotropic Medication 
 
Psycho-pharmacotherapy is adjunct to already established therapies. These include 
behavioral, family, and individual psychotherapy. When possible, medications should be 
used in a time limited basis and polypharmacy minimized. Drug selection should be 
based on the best available evidence (FDA approved indications), best practice 
standards for that drug, and a careful risk -benefit analysis.  
 



Benchmark 3 Performance Indicators 
 
The qualified clinician should demonstrate working knowledge of the following elements 
in their consideration of the use of psychopharmacological intervention. 
 

 A thorough past and current medical history; medical, neurological, mental 
status examination, baseline laboratory studies, and neuro-diagnostic testing 
when appropriate. These studies should be repeated on at least a yearly 
basis if there are no adverse medication effects.  
 

 Effective drug monitoring requires the integration of the psychiatric 
assessment, functional behavioral analysis, and information from family, 
caregivers, and other sources to monitor response. Decisions regarding 
efficacy should be based on a combination of rating scales, clinical 
assessment by the prescriber, and data-driven monitors of selected target 
symptoms. 
 

 Side effects assessment by a trained clinician, considering appropriate serum 
drug levels, laboratory monitors of potential adverse drug effects (liver, 
cardiac, neurological and renal complications). Drug-drug interactions should 
be reviewed with team members and polypharmacy should be kept to a 
minimum. This includes non psychotropic medications by other physicians or 
health care providers.    
 

 A mechanism for timely communication and action plan for dealing with 
adverse medication side effects. Life threatening side effects should be 
treated as a medical emergency or reviewed as soon as possible by the 
prescriber or team nurse. Any side effects, additional assessment, and 
treatment plan should be recorded in the progress notes. 
 

 Based on ICF-MR regulations, the treatment team is required to review all 
psychotropic medications at regular and emergency team meetings. The 
team should discontinue or replace ineffective medications, those with 
significant adverse events, and determine the risk-benefits of continued use 
of an effective medication. For persons with severe mental disorders such as 
bipolar disorders, recurrent depression, or schizophrenia this decision should 
be based on the severity of symptoms, outcome of past attempts, and 
understand the risk factors for relapse and loss of drug effects with more 
frequent episodes. 
 

 Ineffective medications should be tapered under close supervision. Cross 
tapers include a protocol for replacing ineffective drugs. This process should 
also be data driven either through the behavioral plan or based on ongoing 
assessment and measures of efficacy.   Because many medication side 
effects can mimic symptoms of a mental disorder or create an exaggeration in 



existing baseline rates of target behaviors the team should be vigilant to 
unexpected changes.  

 

 Demonstrates knowledge of lifespan and development as related to use of 
psychopharmalogical intervention 
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