
COMPETENCY STANDARD 1: 
Assessment of Medical Connection to Challenging Behavior 

 
OVERVIEW 
 
The brain behavior relationships that underlie both challenging behaviors and mental 
disorders are intimately connected to physical health and well-being. Medical illness can 
have a profound effect on brain functioning. These effects include: delirium (abrupt 
change in the brain causing mental confusion and emotional disruption); worsening of 
pre-existing mental status, target symptoms, or psychiatric symptoms; and emergence 
of new patterns of behavior that mimic mental disorders. 
 
Medication side effects or iatrogenic causes can create similar problems. The 
differential diagnoses of these complications can require an extensive medical or 
neurological workup. 
 
Being aware of these conditions can improve the quality of life for many individuals with 
IDD. It can also be helpful in minimizing psychiatric misdiagnosis and inappropriate 
pharmacotherapies. 
 
The candidate needs to be able to recognize common medical/neurological sources of 
mental status change. The medical provider in concert with the treatment team can use 
this information to begin the medical assessment, refer to an outside specialist, or, in 
the case of an emergency, refer for acute medical care. 
 
Culturally sensitive trauma-informed care is needed in medical assessment and refers 
to the capacity for health care professionals to effectually provide trauma-
informed assessment and intervention that acknowledges, respects, and integrates 
patients' and families' cultural values, beliefs, and practices. 
 
 
AREAS OF KNOWLEDGE AND SKILL 
 
The following areas of knowledge and skill have been identified as benchmarks for 
satisfying the following  
 

Benchmark 1A: Assessment of Medical Conditions  
Benchmark 1B:  Cultural Considerations in Assessing Medical Connections to 

Behavioral Issues  
 
BENCHMARK 1A: Assessment of Medical Issues 
 
The qualified clinician demonstrates knowledge about the connection between 
physiological or neurological disorders and behavioral problems or psychiatric 
symptoms. 
 



Benchmark 1A Performance Indicators 
 
The qualified clinician: 
 

   Acknowledges that medical and neurological disorder can mimic most  
primary mental disorders. 

   Demonstrate knowledge of common causes of cognitive/behavioral changes 
or the intensification or emergence of medical symptoms similar to those seen 
in primary mental disorders, including: 
o Behavior changes due to polypharmacy, medication side effects, or errors in 

dosing. 
o Rapid changes in level of consciousness. Behavior can occur in association 

with a seizure, stroke, or brain injury. It is important to be aware of a history 
of past seizures, current seizure medications, and side effects of these 
drugs. Abrupt changes can be related to stroke or intra-cerebral bleeding. A 
recent head injury, past history of stroke, paralysis, difficulty understanding 
or speaking, disorientation, and confusion are common symptoms. Brain 
tumors are rare but shunt failure in someone with hydrocephalus or 
degenerative disorders such as Parkinson’s may present over an extended 
period of time 

o Elevated blood sugar and diabetic ketosis, electrolyte problems, acute 
oxygen deprivation, and liver failure are suspected when an individual has a 
current history of diabetes, kidney problem, liver disease, and chronic lung 
disease. 

o Age related or neurocognitive disorders such as Alzheimer’s, vascular 
(stroke-related), and other types of dementia are at increased risk for 
agitation, aggression, and acute onset of psychosis. Vitamin B12 and folic 
acid deficiencies are associated with dementia, mood and anxiety disorders, 
and psychosis in some extreme cases. Urinary tract infections can cause a 
change in behavior in older people and people with dementia. Appearing as 
confusion, agitation, or withdrawal, UTI may actually be the cause 
of behavioral shifts. 

o Thyroid and other endocrine disorders can present with the gradual onset of 
mood and anxiety related symptoms. Lethargy, depressed mood, and loss of 
interest in activities due to hypothyroidism are common and may be 
exacerbated by some medications like lithium. Premenstrual changes in 
mood and behavior can be a challenge to sort out and the cyclical hormone 
changes along with the response to pain and discomfort can be mistaken for 
bipolar disorder or recurring depression. 

o Sleep deficiency such as sleep apnea can contribute to chronic mood and 
cognitive abnormalities, high blood pressure, worsening diabetes, and heart 
disease. Obesity and anatomical changes seen in Down syndrome are 
apnea risk factors. Children with enlarged adenoids and tonsils can also 
present with sleep apneas as well as worsening of hyperactivity, agitation, 
irritability, and in some situations contribute to increased self-injury and 
aggression. 



 
BENCHMARK 1B Cultural Considerations 
 
Culture is a pattern of ideas, customs, and behaviors shared by a particular people or 
society. The candidate recognizes the influence of culture on mental and physical 
health.  Both health professionals and patients are influenced by their respective 
cultures. Culture and bias can affect perceptions of health, illness and death, beliefs 
about causes of disease, approaches to health promotion, how illness, pain and 
emotions are experienced and expressed, where patients seek help, and the types of 
treatment patients prefer. Cultural bias may result in very different health-related 
preferences and perceptions.  
 
Cultural competence is the awareness of how issues of culture may be relevant and the 
ability to negotiate such differences. This perspective allows care providers to ask about 
various beliefs or sources of care specifically and to incorporate new awareness into 
diagnosis and treatment planning. The candidate uses this understanding not only when 
assessing the concern but also in identifying the treatment and determining how this 
information is communicated to the person in a way that promotes best possible 
outcomes. 
 
The candidate is not expected to make diagnoses, but to have an elevated index of 
professional suspicion for various diagnostic possibilities. These observations and 
hypotheses should be raised with the treatment team to promote appropriate medical 
assessment.  
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COMPETENCY STANDARD 2: 
Clinical Assessment 

 
OVERVIEW 
 
Clinical Assessment is an examination into a person’s mental health conducted by a 
professional who is trained and credentialed within his/her own discipline with the 
purpose of arriving at a mental health diagnosis or arriving at a formulation of a person’s 
problems. The expected outcome of a clinical assessment is to recommend relevant 
treatment, intervention, and supports consistent with the findings of the examination. 
 
AREAS OF KNOWLEDGE AND SKILL 
 
The following areas of knowledge and skill have been identified as benchmarks for 
satisfying Competency Standard 2: Clinical Assessment. 
 

Benchmark 2A: Recognizing the challenges of making an accurate assessment 
in individuals with co-occurring intellectual disability and mental illness. 

Benchmark 2B: Knowledge of tools/instruments and strategies for making an 
accurate assessment in individuals with co-occurring intellectual disability and 
mental illness 

Benchmark 2C: Understanding of the uses of assessment. 
Benchmark 2D: Cultural awareness in assessment 

 
BENCHMARK 2A: Recognizing the Challenges of Making an Accurate 
Assessment 
 
Benchmark 2A Performance Indicators 
 
In the area of Challenges of Making an Accurate Assessment, the qualified clinician: 
 

 Recognizes the special challenges in clinical assessment of individuals with 
intellectual disability and understands that limited communication and information 
processing problems will affect individuals’ ability to self-report. 

 Utilizes appropriate strategies to assess an individual who has limited verbal 
ability or who is non-verbal. 

 Demonstrates an ability to include information from observation, direct 
assessment of the individual, and collateral sources of information into his/her 
assessment protocols. 

 Demonstrates an appreciation of cultural factors impacting upon the assessment 
process. 

 Demonstrates an appreciation of the multi-disciplinary nature of comprehensive 
clinical assessment. 

 



BENCHMARK 2B: Knowledge of Tools/Instruments and Strategies 
 
Benchmark 2B Performance Indicators 
 
In the area of Tools/Instruments and Strategies, the qualified clinician:  

 Demonstrates a working knowledge of the DM-ID -2. 

 Demonstrates knowledge of specific tools/instruments and strategies that have 
been used in examination of individuals with intellectual disability. 

 Understands the limitations in using tools/instruments and strategies that are 
used for the general population and have not included individuals with intellectual 
disability within the normative sample. 

 Can identify an instrument or strategy to identify children (or adults) as being on 
the spectrum and is aware of the tools that are used for early identification of 
spectrum disorders. 

  Can identify at least one test used to assess emotional functioning developed for 
individuals with intellectual disability and mental health needs. 

 Can identify at least one adaptive behavior screening used to profile adaptive 
skills for our population of interest. 

 Can identify at least one tool/instrument/strategy used to identify cognitive 
decline in individuals with intellectual disabilities suspected as having dementia. 

 
BENCHMARK 2C: Understanding the Uses of Assessment 
 
Benchmark 2C Performance Indicators 
 
In the area of Uses of Assessment, the qualified clinician: 
 

 Understands how guardianship status is assessed in persons with intellectual 
disability and mental health needs. 

 Can identify methods to adapt techniques based on the needs of the individual 
being assessed. 

 Can identify other special instances in which clinical assessment of individuals 
with intellectual disability might be requested, including: 
o Forensic assessment 
o Eligibility for entitlements 
o Competency 
o Treatment recommendations 
o Recommendations for level of support 

 
BENCHMARK 2D: Cultural Considerations in Assessment 
 
According to the DSM-5, intellectual and developmental disability (IDD) occurs in all 
races and cultures. Cultural sensitivity and knowledge are needed during assessment. 
The individual’s ethnic, cultural and linguistic background, available experiences, and 
adaptive functioning within his or her community and cultural settings must be taken into 
account. (APA-DSM-5, 2013)  



 
Benchmark 2D Performance Indicator 
 
The qualified clinician demonstrates the consideration of cultural factors for case 
conceptualization, the delivery of diagnoses, and subsequent recommendations 
following clinical assessment and evaluation.  
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COMPETENCY STANDARD 3: 
Positive Behavior Support and Effective Environments 

 
OVERVIEW 
 
Positive Environments is a term that reflects the emphasis of the field of Positive 
Behavior Support (PBS). Individuals with intellectual disability and co-occurring mental 
health conditions often have multiple factors effecting the presentation of their 
challenging behaviors (i.e., symptoms). While PBS cannot cure underlying biological 
bases for mental illnesses, it has been shown that it can reduce the behaviors of 
concern for those who have mental health conditions. PBS does this by first identifying 
those factors that predict and trigger challenging behaviors (e.g., those environmental 
variables that cause heightened anxiety; the presentation of a request to engage in an 
activity that is considered aversive by the person). This process is called Functional 
Behavioral Assessment. First, PBS interventions are targeted to those identified 
variables to design positive environmental conditions that reduce, remove, or modify 
those variables known to trigger challenging behaviors. The Functional Behavioral 
Assessment also identifies the function, or purpose, of the challenging behavior. 
Intervention also focuses on teaching the individual a more socially acceptable behavior 
that will serve the same purpose as the problem behavior (e.g., requesting to leave a 
situation that provokes high anxiety, rather than resorting to aggression to be allowed to 
escape that situation). PBS includes Applied Behavior Analytic perspectives and 
interventions. 
 
The primary goal of PBS interventions is to improve the quality of life of the individual so 
that he or she can experience: (a) positive relationships with others, (b) a sense of 
personal agency through experiencing sufficient choice and control in their life, (c) 
positive status for positive contributions, and (d) improving competence in managing 
their daily life. The PBS approach includes direct educational strategies to help teach 
individuals the skills needed to achieve these quality of life goals. Creating positive 
environments also includes arranging the social environment so that caregivers 
reinforce pro-social behaviors and eliminate reinforcement for the challenging 
behaviors. PBS always eschews the use of aversive procedures such as punishment 
but may include those restrictive procedures necessary to protect the individual or 
others in a crisis situation. 
 
AREAS OF KNOWLEDGE AND SKILL 
 
The following areas of knowledge and skill have been identified as benchmarks for 
satisfying Competency Standard 3: Positive Behavior Support and Effective 
Environments. 
 

Benchmark 3A: Performing a comprehensive functional behavioral assessment  
Benchmark 3B: Understanding the development and use of positive intervention 

practices 
Benchmark 3C: Cultural Considerations for PBS & Environments 



 
BENCHMARK 3A: Assessment Practices 
 
The qualified clinician demonstrates knowledge about the factors involved in 
performing a comprehensive functional behavioral assessment that addresses all 
relevant aspects of the person’s social environment and those aspects of their 
internal/physiological (medical and mental health disorders and rule-out conditions) 
into an assessment of the predictors and reasons (functions) for problem behavior. 
 
Benchmark 3A Performance Indicators 
 
In the area of Assessment Practices, the qualified clinician: 
 

 Demonstrates the ability to operationally define the problem behaviors and 
assess their frequency and intensity/severity. 

 Demonstrates use of data and other data collection methods (informant 
interviews, record reviews, observation, etc.) in order to identify the setting and 
antecedent factors that appear to predict the problem behavior(s). 

  Describes the potential multiple causes of challenging behaviors.  
o Demonstrates an understanding of medical or mental health disorders that 

may act as setting events and/or antecedents, and prescribes actions needed 
to rule out potential medical/mental health conditions, if relevant. 

o Understands and recognizes behavioral phenotypes (characteristic behaviors 
associated with genetic syndromes), when relevant. 

o Differentiates differentiate internal vs. external triggers to behavior (i.e., 
Respondent vs. Operant process; e.g., trauma issues, anxiety disorders, etc. 
vs. task demands), when relevant. 

  Communicates the results of the functional behavioral assessment clearly in 
written form (e.g., in a Summary Statement or similar form).  

  Includes the person and all other relevant stakeholders in the assessment 
process and in the planning for behavior supports.  

 
BENCHMARK 3B: Positive Intervention Practices 
 
The qualified clinician demonstrates skill in planning and carrying out Positive 
Intervention Practices. 
 
Benchmark 3B Performance Indicators 
 
In the area of Positive Intervention Practices, the qualified clinician: 
 

 Makes clear how the behavior support strategies are based on the results of the 
functional behavioral assessment. 

 Creates a comprehensive (multi-component) treatment plan for the person.  
o Identifies needed social/emotional and other quality of life supports for a 

person and integrates them into a treatment plan. 



o First identifies strengths and works from a strength-based, individualized, and 
person-centered perspective. 

o Utilizes specific procedures that will prevent the challenging behavior, drawn 
from the antecedent events identified in the functional assessment. 

o Plans how identified triggers and setting event factors will be avoided, 
minimized, or modified in order to reduce the likelihood of the challenging 
behavior(s). 

o Identifies environmental adaptations/ supports for the person. 
o Identifies needed medical and mental health evaluations and/or supports/ 

treatments for the person. 
o Understands the role of communication and communication disorders in 

supporting persons with ID/MI. 
o Identifies instructional/skill building supports for the person to address 

identified skill deficits and to teach functionally equivalent replacement 
behaviors. 

o Identifies specific consequence strategies to reinforce positive behaviors, 
including the replacement behavior and avoiding or minimizing the 
reinforcement of problem behavior. 

o Identifies crisis management procedures to use in case the person engages in 
problem behavior. 

  Demonstrates an understanding of the developmental stage of the person and 
prescribes strategies that are developmentally appropriate for the person (i.e. not 
setting expectations too high or too low for the person’s current abilities).  

  Avoids relying on restrictive procedures and, if necessary for protection from 
harm, uses the least restrictive procedure necessary to insure protection. 

  Eschews aversive (procedures that cause physical pain or emotional distress) 
and demeaning procedures (i.e., demeaning or dehumanizing —for a teen or 
adult, using techniques commonly used with children; being overly controlling, 
etc.) 

  Demonstrates knowledge of the professional literature on the use of Positive 
Behavior Supports (e.g., by the AAIDD, APBS, The Arc, or other state/province 
and local organizations). 

  Demonstrates knowledge of lifespan and development as related to positive 
environments. 

 
 

BENCHMARK 3C: Cultural Considerations for Positive Behavior Supports and 
Effective Environments  
 
Communities and residential facilities are not culturally neutral terrains, but rather are 
constructed around sets of norms, values, and expected behaviors that are culturally 
bound. Low tolerance levels and expectations may be an indication of possible 
incongruence between the environment and the individual. Cultural and/or linguistic 
differences for people with intellectual and developmental disabilities may reflect the 
possible reduced opportunities to socialize and learn community  expectations.  
Combining Positive Behavior Supports with cultural and linguistic variables will help to 



enhance positive behavior of the culturally and linguistically diverse.  
 
Benchmark 3C Performance Indicators 
 
In the area of Positive Intervention Practices, the qualified clinician will demonstrates a 
sensitivity to the needs of different cultures, and identify the need and or introduce 
replacement skill instruction that relates to  the person’s culture.   
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COMPETENCY STANDARD 4: 
Therapeutic Interventions  

 

 
OVERVIEW 
 
Therapy is an intentional relationship between a trained professional (therapist) and 
client with the express purpose of improving the client’s mental health or helping the 
client better cope with psychosocial problems or other problems of living. This 
arrangement can be undertaken by an individual, a couple, a family, or a group. It is a 
special relationship between client(s) and a professional, who is trained and 
credentialed within his/her own discipline to provide non-medical treatment of mental 
and emotional problems. Psychotherapy comes in many forms that have been 
adapted to individuals with IDD including but not limited to Adapted DBT, CBT, EMDR, 
& Positive Identity Development. Other therapies to address personal challenges 
include, but are not limited to, occupational therapy, physical therapy, and speech 
therapy.  
 
AREAS OF KNOWLEDGE AND SKILL 
 
The following areas of knowledge and skill have been identified as benchmarks for 
satisfying Competency Standard 4: Therapeutic Interventions.  
 

Benchmark 4A: Psychotherapy Assessment  
Benchmark 4B: Plan for Psychotherapeutic 
Intervention 
Benchmark 4C: Exploration of Other Therapeutic Interventions  
Benchmark 4D: Cultural Consideration for Therapeutic Interventions  

 
BENCHMARK 4A: Psychotherapy Assessment 
 
The qualified clinician demonstrates a comprehensive assessment strategy that 
addresses the full array of factors that may be relevant to the individual’s clinical 
presentation. In broad terms, the clinician gives thought to the following three key 
domains: (1) Bio/Medical; (2) Psychological; and (3) Social/Family. 
 
Benchmark 2A Performance Indicators 
 
In the area of Psychotherapy Assessment, the qualified clinician: 
 

   Considers Bio/Medical factors 
o Suspected or known medication side effects 
o Suspected or known medical illness 
o Suspected or known medical conditions, including, but not limited to, 

the following conditions commonly associated with 



behavioral/psychiatric presentation: seizure disorders or pre-seizure 
irritability, sleep apnea, otitis media, blocked shunt, migraine 
headaches, menstrual/premenstrual problems, dental problems, and 
thyroid problems. 

   Considers Psychological factors 
o Premorbid personality 
o History of presenting problem/symptom 
o Communication difficulties 
o Life events/stressors: phase-of-life change; loss of significant 

other; abuse; rejection; victimization; accidents, illness, disability. 

   Considers Social/Family factors 
o Family structure/system dynamics (staffing, family living providers, 

community members etc.)  
o Bereavement/loss 
o Change: some common examples include: a new boss, a new group 

home manager, new work assignment, a move, a sibling getting 
married. 

   Communicates the results of the assessment in written form (e.g., in a 
Summary Statement or similar form). 

   Includes the person and all other relevant stakeholders in the assessment 
process. 

 
BENCHMARK 4B: Plan for Psychotherapeutic Intervention 
 
The qualified clinician demonstrates skill in planning for psychotherapeutic intervention. 
 
Benchmark 4B Performance Indicators 
 
In the area of planning for psychotherapeutic intervention, the qualified clinician 
identifies what assessment tool(s) were used in the development of the plan. 
 

 Provides a diagnosis or diagnoses, if appropriate, and indicates how they are 
supported by assessment findings. 

 Makes clear how the proposed therapy relates to the assessment. 
 Provides a rationale for his or her choice of therapeutic intervention that 

evidences awareness of the individual’s needs as well as strengths. 
 Notes the need for referral to other services, in addition to psychotherapy, that 

might be critical to the individual’s maximal well-being (for example, social 
support through recreational services, or evaluation by a psychiatrist for 
medication issues). 

 Reports suspected abuse, where indicated. 
 Recognizes the possible need for multi-modal intervention (for example, the 

use of a positive behavioral support plan including training for caregivers, 
along with individual or group psychotherapy). 

 Notes possible suicide risks and other self-harm where relevant. 



 Demonstrates knowledge of lifespan and development as related to 
psychotherapeutic intervention. 

 
BENCHMARK 4C: Exploration of other therapeutic interventions:  
 
In addition to using or recommending appropriate forms of psychotherapy the qualified 
clinician will identify the needs and deliver or collaborate with credentialed professionals 
for assessment and treatment in areas including but not limited to:  
 

Occupational Therapy 
 Meaningful and purposeful activities; 
 Self-care (e.g., grooming, dressing, feeding, bathing) that improves self 

concept; 
 Employment activities and skills to address self efficacy; 
 Leisure activities (e.g., knitting, playing games to address perception of 

competence & determination;  
 Domestic activities to increase competence and self concept. 
Speech Therapy 
 Improves communication skills and enhances social opportunity as does:  

o Improved receptive and expressive languages skills; 
o Improved speech articulation; 
o Improved vocabulary. 

Physical Therapy 
 Enhances quality of life by maximizing mobility and self-locomotion; 
 Provides adaptive solutions to mobility problems; 
 Increases sensory integration. 
Recreational Therapy 
 Enhance body image perceptions; 
 Improve gross/fine motor skills, cooperation skills, coping skills, life 

satisfaction, mobility, ROM, appetite, strength, locomotion, development; 
 Increase immune system activity, attention span, mental alertness, 

conversation skills, participation in age-appropriate activities. 
 
BENCHMARK 4D: Cultural Consideration for Therapeutic Interventions  
 
Disabilities, and intellectual disability in particular, are often collectively 
recognized as a culture that frequently does not receive access to appropriate 
therapeutic services due to diagnostic overshadowing (the perception that 
because one has intellectual disability they are incapable of having mental 
health challenges). A qualified clinician provides competent therapeutic services 
based on the findings of the assessment. 
 
Other clinical qualities and practices include but are not limited to: 
 

 Qualified clinicians are cognizant of relevant research and practice 
issues as related to the population being served. 



 Qualified clinicians acknowledge and consider the culture of the 
person, supporters, and or family involved.  

 Qualified clinicians avoid assumptions about a family’s cultural practices and 
beliefs. 

 Qualified clinicians work with the social and cultural framework of the person 
and, when appropriate, family, ideally by involving cultural experts.  

 Regardless of ethnic/racial background, qualified clinicians are aware of how 
their own cultural background/experiences, attitudes, values, past trauma, 
and biases influence psychological processes. They make efforts to correct 
any prejudices and biases. 

 Qualified clinicians consider the validity of a given instrument or procedure 
and interpret resulting data, keeping in mind the cultural and linguistic 
characteristics of the person being assessed. The clinician is aware of the 
test's reference population and possible limitations of such instruments with 
other populations.  

 Qualified clinicians recognize the limits of their competencies and expertise. 
Clinicians who do not possess knowledge and training about a group seek 
consultation with, and/or make referrals to, appropriate experts as necessary.  

 Qualified clinicians seek out educational and training experiences to enhance 
their understanding to address the needs of these populations more 
appropriately and effectively. These experiences include cultural, social, 
psychological, political, economic, and historical material specific to the 
particular group being served. 
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COMPETENCY STANDARD 5: 
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 challenging 
behaviors that result from psychiatric symptoms and 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. 
Because of various beliefs, experiences and biological differences in medication 
response, cultural consideration is needed when obtaining consent and informing the 
individual, their family, and or their supporters about prescribed medication.  
 
AREAS OF KNOWLEDGE AND SKILL 
 
The following area of knowledge and skill has been identified as a benchmark for 
satisfying the following:  
 

Competency Standard 5A: The Use of Psychotropic Medication  
Competency Standard 5B: Cultural Considerations for Differences in Medication Use 

& Response 
 
BENCHMARK 5A: 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 5A 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. 
o 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.  

o 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.  

o 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-ID 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. 

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



o 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.  

 Use of medication to treat behavior in the absence of mental health symptoms is 
avoided 

 
BENCHMARK 5B: Cultural Considerations for Differences in Medication Use & 
Response. 
 
Cultural influences of psychotropic and other medications create significant complexities 
experienced by psychiatrists, primary care physicians, and other prescribing 
professionals. Ignoring studies that identify differences in such things as metabolism 
and drug sensitivity may inadvertently result in increased patient suffering, an increase 
in side effects, or both. Pharmacokinetic differences, in medication such as 
polymorphism, are more relevant if the patient's condition is severely compromised and 
there is narrow therapeutic range in the medication. The good thing is that if 
medications are carefully selected and the dosage is calculated according to the 
person’s metabolic & therapeutic response, adverse outcomes can usually be 
minimized.  
 
Regarding cultural influences on beliefs about medications and medication adherence,  
a  2004 article identifies a cross-sectional study that examined the effect of self-reported 
cultural background on beliefs about medicines (modern pharmaceuticals) and 
perceptions of personal sensitivity to the adverse effects of taking medication. Using a 
validated questionnaire, beliefs about pharmaceutical medication were compared 
between 500 undergraduate students who identified themselves as having an Asian or 
European cultural background. There was a significant association between cultural 
background and beliefs about the benefits and dangers of medicines. Students who 
self-reported to have an Asian cultural background expressed more negative views 
about medication than those who reported a European cultural background. Students 
with an Asian cultural background were significantly more likely to perceive medicines 
as being intrinsically harmful, addictive substances that should be avoided. When 
applied to the families of individuals with intellectual and developmental disabilities 
similar difference regarding the beliefs about medications exists and qualified clinicians 
should be prepared to address culturally related concerns and issues as they arise.  
 
Cultural competence is a set of behaviors, attitudes, and policies that include the 
language, thoughts, communications, actions, customs, beliefs, values, and institutions 
of different racial, ethnic, religious, diverse ability, genetic, sexual identity, nationality or 
social groups that provide a trusting environment that promotes  greater treatment 
engagement, medication adherence and overall improved health outcomes. 
 



Benchmark 5B Performance Indicators 
 

 Qualified clinicians exhibit cultural competence and sensitivity to build trust between 
themselves, the patient and their supporters that increases the likelihood of feelings 
of comfort, understanding and respect during the healthcare process. 

 Qualified clinicians adapt communication methods (use of interpreters, receptive 
adaptive communication devices etc.…) to ensure that every individual receiving 
service and their supporters feel heard and respected.  

 Qualified clinicians consider possible differences in drug metabolism and responses 
and adjust treatment accordingly.  
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