
Psychopharmacologic Medication Monitoring 
“The Big 10" 

 

Parents, providers, and advocates often inquire about 
psychopharmacologic medication monitoring concepts for 
individuals with developmental disabilities or special 
needs. The following items represent the "Big 10" of 
psychopharmacologic medication monitoring. Providers 
should review the items in terms of the question, “Are we 
doing this?” Parents or advocates should review the items 
in terms of the question, “Is this being done?” Please note 
the items are only a basic summary, technical details are 
omitted, and exceptions exist. The items do not 
necessarily reflect regulatory requirements. 
 
1. Psychopharmacologic Medication 
 
Treat any medication prescribed for mood, mental status, 
or behavior as a psychopharmacologic drug (also referred 
to as psychotropic drug). This is the definition used by the 
Standards of Care Committee of the International 
Consensus Conference on Psychopharmacology. 
 
2. Index Behavior(s) 
 
Identify the specific index behavior or sign or symptom 
that the medication is to change. This may also be 
referred to as a target behavior. If there is a psychiatric 
diagnosis, identify the specific behaviors or symptoms 
that the medication is to change. If possible, try to 
determine “prodromal signs.” These are other signs or 
symptoms (or stress-related situations) that tend to occur 
early before the index behavior or a relapse. 
 
3. Data Collection Method 
 
Select a data collection method to objectively measure the 
index behavior(s) in order to evaluate medication 
effectiveness. In addition to frequency, consider if the 
intensity (or severity) of an index behavior needs to be 
measured. Data collection methods include frequency 
count, duration recording, time sample, interval recording, 
rating scales, or permanent products. Determine how the 
data will be summarized. Some choices are daily, weekly, 
monthly, or by drug and dose condition. 
 

Establish a “baseline” to compare changes against. If no 
baseline exists, future changes may be compared against 
data collected at the current drug and dose level. 
 
Also attempt to define "indicator" levels. These are data 
levels outside expected or typical levels that help to 
prompt review of the situation by the prescriber and team. 
 
4. Informed Consent 
 
Obtain written informed consent before the initiation or 
addition of any psychopharmacologic medication from 
the individual, or, if not capable, the individual’s 
authorized representative. 
 
A professional, courteous, and educational oral 
explanation is a part of this process. Another aspect is 
professionally designed written information in 
layperson’s language about the diagnosis, medication, 
dose, dose range, possible side effects, etc. 
 
Prior informed consent is not required in an emergency 
situation. An emergency is usually defined as imminent 
and substantial danger to self or others. However, the 
authorized representative must be informed as soon as 
possible within 24-72 hours and written informed consent 
obtained for subsequent use. 
 
5. Side Effects Monitoring 
 
Check for side effects on a regular basis using a 
standardized side effects assessment instrument at least 
once every three to six months. This should also be done 
within one month of starting, adding, or changing to any 
new psychopharmacologic medication. 
 
If the psychopharmacologic medication is an 
antipsychotic medication or amoxapine, also check the 
individual at least once every 6 months for tardive 
dyskinesia (TD) using a standardized assessment 
instrument. 
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6. Active Treatment 
 
Be certain that active treatment in the form of an 
educational, behavioral, or therapeutic program occurs in 
addition to the psychopharmacologic medication. While 
this will vary depending on the individual, a rule of thumb 
is to insure that active treatment: (a) is directly related to 
the behavior or condition, and (b) attempts to teach the 
person a skill related to the behavior or condition. An 
analogy is that while medication may be prescribed for 
high blood pressure, programs to alter diet, exercise, and 
stress are critical for optimal treatment outcome. 
 
Attempt to identify situations or activities where the index 
behavior tends to occur, and use this to identify the 
strategies or skills the person needs to be taught to better 
handle the situation. Determine if a problem tends to occur 
at certain times, on certain days, in certain locations, with 
certain people, etc. Is the person seeking something, 
avoiding or escaping something, or does the behavior seem 
to be entirely “internally” driven? 
 
Restraint programs are not active treatment. “General” 
programs and procedures used across individuals do not 
provide or represent individualized active treatment. 
 
7. Quarterly Review 
 
Conduct a standardized quarterly medication review that 
synthesizes data, programs, side effects, and other variables 
into a documented explanation of the decisions made. 
Relate this to the larger diagnosis or hypothesis, treatment 
plan, and expected outcomes. 
 
8. Lowest Optimal Effective Dose 
 
Determine at least once per year if the lowest optimal 
effective dose is being used (also referred to as minimal 
effective dose). If a medication decrease is possible, 
reductions should usually be done gradually. Depending on 
the medication and length of time the medication has been 
prescribed, this is generally about 10 to 25% of the dose 
once every one to three months. 
 
If a reduction is not in an individual’s best interests (for 
example, bipolar disorder is being successfully treated), 
document the reasons in a risk:benefit manner. If prior 
reduction failures are referenced, be certain these used 
proper methodology, especially gradual reductions. 

9. “Red Flag” Indicators 
 
Closely examine a situation if any of the following 
indicators are present. While exceptions exist, even 
exceptions require further inquiry if there is a loss of 
functional status. 
 
• Are two psychopharmacologic drugs prescribed from 

the same class (intraclass polypharmacy)? 
• Are three or more psychopharmacologic drugs 

prescribed (interclass polypharmacy)? Treatment 
resistant bipolar disorder may be an exception. 

• If a new psychopharmacologic drug is prescribed, are 
there plans to decrease and discontinue one already 
prescribed? This is especially important if two or more 
psychopharmacologic drugs are already prescribed. 

• Is a sedative-hypnotic or benzodiazepine prescribed 
for more then a short period of time? A short period of 
time is generally 14 days to three months. 

• Are higher crisis doses prescribed for long periods of 
time instead of lower maintenance dose levels? 

• Are drugs and dosages being continually and rapidly 
changed outside of a documented titration plan? 

• Is phenobarbital, primidone, or another barbiturate 
medication prescribed and behavior still a problem? 

 
10. Loss of Functional Status 
 
Insure the individual’s functional status is not adversely 
affected or compromised by the medication. Areas to 
consider include the loss of: 
 
• Activities of Daily Living (locomotion, bathing, 

dressing, eating, etc.) 
• Cognition or Thinking (memory, orientation, etc.) 
• Communication 
• Bladder or Bowel Control 
• Motivation and Interest in Preferred Activities 
 
 
Psychopharmacologic medications are extremely valuable, 
but can be misused or overused. Rather than viewing these 
medications from a predetermined positive or negative 
perspective, they should be viewed objectively and in terms 
of the individual's quality of life. The 10 items provide a 
balanced monitoring model that respects professional 
judgement. The model, however, is not a replacement for 
professional knowledge regarding individual clinical 
situations encountered. 
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