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INTRODUCTION
Since the last revision of the Medication Guidelines in January 2005, new psychotropic
medications have been approved for use by the FDA. The FDA approved indications for
existing medications continues to expand.
Beginning in 2007, RCDMH began implementation of new formats for documentation
for psychiatrists including Psychiatric Assessments/Reassessments, Progress Notes, and
Consumer Care Plans. As of this publication, these formats have been fully
implemented. Currently RCDMH is continuing to revise these formats in order to meet
Medi-Cal standards, to provide formats that are “user-friendly” for psychiatrists and to
prepare for implementation of an electronic medical record system that is expected to be
completed over the next several years.
Also, beginning in 2007, the RCDMH Medical Director established new policies
regarding psychotropic medications that had not existed before. This was done in order
to set specific standards and policy expectations for all RCDMH psychiatrists and
contract providers for providing consistent, high quality psychotropic medication services
for enrolled clients/consumers.
These Psychotropic Medication Guidelines also incorporate current policies and other
information regarding the use of psychotropic medications in children as well as adults.
They will also be utilized by the RCDMH Division of Quality Improvement is the
process of conducting quality of care reviews and audits of RCDMH psychiatric
providers.
Any questions regarding these Psychotropic Medication Guidelines may be addressed to
the RCDMH Medical Director at (951) 358-4621 or the Division of Quality Improvement
at (951) 358-7720.
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MEDICATION RELATED POLICIES
RCDMH POLICY 547:
ORDERING, RECEIVING, STORING, PROVIDING, DISPOSING,
ADMINISTERING, AND PAYING FOR MEDICATIONS
Effective Date: October, 9, 2007
Policy 547 combines several older policies into one new policy. Procedures incorporated
include:
x Ordering Stock Medications for County Clinics
x Receiving Medication Samples and Patient Assistance Program (PAP)
Medications
x Medication Inventory
x Medication Storage
x Administering Injectable Medications
x Providing Medications
x Emergency Refills and “Bridging” of Medication
x Re-labeling or Repackaging Medications
x Medication Disposal
x Certification of Organizational Contract Providers by the Mental Health Plan
x County Paid Medications (Outpatient Services)
Attached to Policy 547 are several forms that are required for documentation of these
issues.
Of particular importance to prescribing psychiatrists of the county clinics is Section K
that describes the parameters for prescribing psychotropic medications for
indigent/unfunded clients, the limitations on county payment for medications and the
requirements for clinic psychiatrists to request authorization for county payment for
medications that apply to all county outpatient clinics.
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MEDICATION RELATED POLICIES
RCDMH POLICY 548:
PSYCHOTROPIC MEDICATION: PRESCRIBING AND MONITORING
Effective Date: April 7, 2008
Policy 548 establishes new policy requirements for prescribing and monitoring
psychotropic medications that apply to RCDMH clinics and contract/managed care
providers.
Procedures incorporated include:
x General Standards/Expectations:
o Qualifications for prescribing clinicians
o Basic requirements for assessments and reassessments of clients
o Requirements regarding medication informed consent
x

Policy Requirements Regarding:
o Monitoring the Use of Psychotropic Medications
o Polypharmacy
o Psychotropic Medication Maximum Dosages
o Prescribing Controlled Substances to Clients with Substance Abuse or
Dependence Disorders
o Adverse Drug Reactions or Other adverse Psychotropic Medication
Related Incidents
o Quality Improvement Monitoring of Psychiatrist Medication Practices

Attached to Policy 547 are several forms that are required for documentation of
psychotropic medication prescribing and monitoring, and other information related to the
standards established in this policy.
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MEDICATION RELATED POLICIES
RCDMH POLICY 549:
PSYCHOTROPIC MEDICATION: INFORMED CONSENT FOR PSYCHOTROPIC
MEDICATIONS
Effective Date: April 7, 2008
Policy 549 establishes new policy that places existing practice in policy standards. This
RCDMH policy applies to all psychotropic medications prescribed and to RCDMH
clinics and contract/managed care providers. RDCMH utilizes a standardized form to
document the informed consent process for up to four medications on one form. The
form is available in both English and Spanish and both versions are attached to the
policy.
Procedures incorporated include:
x General Standards/Expectations:
o Providing information to clients and others involved in assisting or
supporting the client in adherence to prescribed medications and to
promote an understanding of the medication risks, benefits and side effects
o Required elements of informed consent that must be documented for all
medications prescribed
o Signature requirements
o The RCDMH form used for documentation of informed consent.
Note that RCDMH does not require that psychiatrists provide information sheets to the
client regarding the specific medications prescribed. However, the form does have a
place to indicate whether or not such information was provided. It is up to the
prescribing psychiatrist to determine what, if any, written specific information is
provided as the extent of this may vary depending on the client.
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MEDICATION FORMULARY
RCDMH has not established a specific medication formulary for the Department.
Instead, RCDMH refers to the Medi-Cal approved list for formulary medications.
Psychiatrists are free to prescribe any psychotropic medications that are on the approved
Medi-Cal formulary. However, they should only prescribe psychotropic medications,
and not prescribe medications utilized for other medical treatment purposes. To obtain
these medications, clients must be seen by a primary care provider or other specialist.
Medi-Cal funding for psychotropic medications is carved out of the state’s Medi-Cal
funding. Psychotropic medications prescribed by RCDMH providers are generally billed
directly by the pharmacy to Medi-Cal.
For any medication that is being prescribed for the client that is not on the Medi-Cal
approved formulary, a Treatment Authorization Request (TAR) form. TARs are
available at community pharmacies and must be completed by the prescribing clinician.
The completed TAR for must be submitted directly to Medi-Cal by a pharmacy for
approval before the prescription can be filled.
The Medi-Cal managed care plans (IEHP or Molina) have their own formularies that are
more restrictive than the Medi-Cal formulary. When prescribing psychotropic
medications for clients of a Medi-Cal managed care plan, psychiatrists must prescribe
medications that are on the health plan’s approved formulary. In order to prescribe a
non-formulary medication, the psychiatrist must complete the health plan’s prior
authorization request and receive approval before the prescription can be filled by a
pharmacy.
In accordance with the Center for Medicaid/Medicare Services (CMS) 2008 regulatory
changes, all Medi-Cal prescriptions must now be written on a prescription form that is
secure and inalterable. For RCDMH, all prescription written by employed psychiatrists
must be on the current approved secure prescription form.
RESTRICTED FORMULARY ACCESS IN CORRECTIONAL SETTINGS:
Due to the serious and ongoing problems with abuse, misuse, diversion and black
marketing of certain psychotropic medications in correctional settings either for adults or
children, the RCDMH Medical Director has established a policy that prescriptions for
Seroquel (Quetiapine) and Wellbutrin (Bupropion) be restricted. The only exception for
prescribing these medications to inmates in the jails or juvenile detention facilities is if
the inmate/client has already been stabilized on and is responding to either or both of

these medications upon transfer from another facility. Even then, it is left to the treating
psychiatrist to determine if the medication will be continued. Anytime that these
medications are prescribed for treatment of an inmate/client, he/she should be informed
that any abuse, misuse, diversion or black marketing of these medications by the
inmate/client will result in immediate discontinuation of the medication.
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DOCUMENTATION
RCDMH has created a number of computerized formats for documentation including in
preparation for implementation of an electronic health record system that is expected to
be completed by 2010.
New formats were implemented beginning in 2007 to establish improved formats needed
to capture essential data elements for quality review and analysis as well as billing and
reporting purposes. The new formats also help to assure that important elements of client
information are documented as part of the evaluation and treatment process. The formats
incorporate various components of documentation to facilitate utilizing the Recovery
Model in a client/family-based approach toward identifying and meeting the needs of
clients. These formats periodically undergo revisions geared toward facilitating client
care and related documentation.
Mental health clinicians utilize formats that have been developed to provide a
standardized method for documentation and data collection including formats for
evaluations/assessments, progress notes, consumer care plans, and other documentation.
RCDMH employees are required to utilize the current approved formats for all
documentation. It is suggested that RCDMH contract providers also utilize these or
similar formats to assure that required elements of documentation are consistently
captured. By utilizing them, documentation is more likely to meet the requirements of
Medi-Cal regulations or other insurance regulatory bodies. All RCDMH providers
should contact the offices of the RCDMH Division of Quality Improvement in order to
obtain the current approved versions of all formats.
When documentation is handwritten, it is essential that all entries in the clinical record be
legible.
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ASSESSMENT AND TREATMENT ISSUES
I. GENERAL ASSESSMENT AND TREATMENT ISSUES.
Reasonable clinical judgment, supported by available assessment information, must guide
the prescription of psychotropic medications. To the extent possible, candidates for
psychotropic medications must be assessed prior to prescribing and providing
psychotropic medications. Psychotropic medication assessments must be documented in
the client’s medical record and must be scheduled in a timely manner. Prescribing
clinicians can use assessment information that has already been collected by other
sources and are not required to document existing assessment information that is part of
the client’s medical record. At a minimum, assessments for psychotropic medications
must include:
x An adequately detailed medical and behavioral health history
x A mental status examination
x A diagnosis
x Target Symptoms for treatment
x A review of possible medication allergies
x A review of previously and currently prescribed medications including any noted
side effects and/or potential drug-drug interactions.
The use of psychotropic medications is often an integral part of ongoing treatment for
persons receiving care for behavioral health conditions. As such, reassessments must be
completed on a regular basis to assess the client’s adherence to prescribed medications
and to substantiate that the prescribed psychotropic medication(s) are the most effective
treatment for the client. RCDMH requires that all psychiatric assessments and consumer
care plans be revised and updated at least annually or more frequently when there is a
significant change in the client’s condition.
The use of psychotropic medications must be monitored closely to help ensure that
clients are treated safely and effectively. RCDMH Policy 548 establish guidelines and
minimum requirements that apply to the RCDMH clinics and contract /managed care
providers that are designed to:
x Ensure the safety of persons taking psychotropic medications
x Reduce or prevent the occurrence of adverse side effects
x Help clients who are taking psychotropic medications restore and maintain
optimal levels of functioning and achieve positive clinical outcomes.

The client’s target symptoms and clinical responses to treatment must be identified for
each medication prescribed and documented in the client’s medical record. Also, the use
of psychotropic medication must always be referenced and incorporated into the clients
care plan.
Education regarding all prescribed medications must be routinely provided to the client,
family members, conservator or legal guardian in a culturally competent, language
appropriate manner.
Psychotropic medications that are not clinically effective after reasonable trials should be
discontinued, unless the rationale for continuation can be supported and is documented in
the person’s comprehensive clinical record.
The prescription of psychotropic medications must be coordinated with primary care
providers (PCPs) or other health care providers to minimize the potential for adverse
clinical outcomes.
Informed consent must be obtained from the client and/or legal guardian for each
psychotropic medication prescribed. (See RCDMH Policy No. 549, Psychotropic
Medication: Informed Consent for Psychotropic Medication) When obtaining informed
consent, the prescribing clinician must communicate in a manner that the client and/or
legal guardian can understand and comprehend. The client’s medical record must include
documentation of the essential elements for obtaining informed consent, including the
benefits, risks and side effects for each medications prescribed and the signature of the
client and/or legal guardian.
Psychotropic medications, especially those that are identified as high-risk medications,
e.g., Lithium, must be monitored adequately to avoid, diminish, or relieve side effects
and decrease adverse outcomes. The prescribing clinician must develop and implement
safe and effective prescribing and monitoring practices to ensure that high-risk
medications are adequately monitored to promote safe and effective use.
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ASSESSMENT AND TREATMENT ISSUES
II. ISSUES IN THE ASSESSMENT AND TREATMENT OF SPECIALIZED
POPULATIONS:
A. CHILDREN AND ADOLESCENTS:
Although children may be diagnosed with many of the same disorders as adults, it is
recommended that psychiatrists who are prescribing psychotropic medications for the
treatment of children have specialized training, experience and demonstrated expertise in
doing so. This is especially true regarding the treatment of younger age children.
RCDMH recommends that only Board Certified or Board Eligible Child Psychiatrists
prescribe psychotropic mediations to a child under the age of 5 years.
Before prescribing medications for children, a comprehensive psychiatric assessment is
necessary. Adequate assessment of a child generally requires the psychiatrist to obtain
information from not only the child directly, but also from a variety of other resources.
These may include:
x Parents or other family members
x Caretakers and legal guardian if other than the family
x Information regarding the child’s developmental history, e.g.:
o Maternal pre-natal care and complications of pregnancy
o Birth, post-natal, and infant care and development
o Achievement of developmental milestones
x Medical/surgical history including allergies and information from current health
care providers
x Educational/school history
x Specific psychological testing as indicated
x Social interactions and development of sibling, peer and other relationships
x Social adjustment, adaptability and resiliency
x Description of the home environment including who is living in the home or
exerts significant influence on the home environment and languages spoken in
the home
x Specific cultural, ethnic and/or spiritual issues of the family and community
x Any out-of-home placement or relocations and the reasons for it
x Trauma, abuse or neglect history
x Legal and conduct difficulties
x Work or work-like activities
x Description of the local community and community or other natural supports
available

x

Other involved agencies or entities, such as school, Child Protective Services,
Juvenile Detention/Probation, Inland Regional Center (Department of
Developmental Disabilities), etc.

Special considerations apply when prescribing psychotropic medications for treatment of
children and adolescents. In addition to information obtained from the direct assessment
of the child, additional information must always be obtained from the parents or legal
guardian of the child. If the child’s daily care and supervision is provided by a person or
persons other than the parent/legal guardian, to the extent possible, information should be
obtained from them also.
Particularly when treating children, psychiatrists should prescribe psychotropic
medications as part of a comprehensive treatment plan that may include behavioral
interventions, school interventions, individual therapy, group therapy, family therapy and
specialized case management as needed.
Complete information regarding any medications prescribed must always be provided to
the parent(s) or legal guardian. The process of providing information and obtaining
informed consent must involve the child or adolescent to the extent possible and
appropriate, in addition to the parent or legal guardian. It also may be very important to
assure that the child’s day-to-day care provider, if other than the parent, receives relevant
information regarding any medications prescribed in order to safely administer and
monitor medication effects, side effects, and adverse reactions.
Prescribing clinicians must recognize and appreciate the relative paucity of research data
regarding the use of psychotropic medications in children and adolescents. The general
approach to medication treatment for children is to “start low and go slow” in selecting
the types and dosages of medications to use. Although there are an increasing number
and variety of psychotropic medications that are FDA approved for the treatment of this
population, many are not. However they are commonly used “off-label” in treatment.
Numerous warnings (“Black Box” warnings), and other requirements and
recommendations have now been established for specific medications or classifications of
medications that may be prescribed for children. Prescribing psychiatrists must be
cognizant of these developments and carefully follow them in order to assure the safety
of the child being treated. Recommendations and requirements for certain
clinical/laboratory testing and monitoring of medications may be different when
prescribing medications for children. Follow-up monitoring of the child after beginning a
course of prescribed medication treatment may need to be more frequent at least in the
initial phase of treatment in order to try to prevent adverse outcome, such as suicide.
Special considerations similarly apply to monitoring of psychotropic medications in
children and adolescents. Particularly for younger children, it may be important to
monitor growth parameters, especially height and weight. Specific psychological
evaluations such as intellectual testing or neuropsychological evaluation may be
important to obtain. Ongoing assessment and monitoring may also include obtaining
follow-up information from a variety of sources or setting appropriate to the

child’s/adolescent’s situation. For some, information regarding work or work-like
activities in an important consideration. For adolescents, information may be needed
regarding physical /sexual maturation.

MEDICATION DECLARATIONS:
When psychotropic medications are to be prescribe for a minor who has been legally
designated as a “dependent of the court” or “ward of the court”, a Judge or Commissioner
of Juvenile Court must approve the use of the specific medication before it can be
administered to the child. In these cases, the following process must be followed:
1. When a psychiatrist or another physician believes that psychotropic medications
are indicate for a “dependent” or “ward”, the prescribing clinician must fill out the
form “Application for Order for Psychotropic Medication – Juvenile”, also know
as a Medication Declaration form, and fax it to the RCDMH Quality
Improvement Division for processing.
2. The form is then reviewed by a Quality Improvement psychiatrist who reviews it
for completeness and medical appropriateness.
3. The QI office then submits the request to the Court with a recommendation to
approve, deny or modify the request.
4. The Judge/Commissioner makes a decision and informs the QI office, which in
turn notifies the prescribing psychiatrist.
5. Court approval is not needed for medications used on an emergency basis (See
Policy 280). However, if these medications are to be used on an ongoing basis, a
Medication Declaration form must be submitted for processing to obtain approval
for ongoing psychotropic medication treatment.
For more details, see RCDMH Policy 280, Consent for Medication on Court Wards and
Dependents Not on Conservatorship in the Appendix. A copy of the current approved
Medication Declaration form may also be found there.
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ASSESSMENT AND TREATMENT ISSUES
II. ISSUES IN THE ASSESSMENT AND TREATMENT OF SPECIALIZED
POPULATIONS:
B. OLDER ADULTS/GERIATRICS:
For older adults, special considerations apply regarding the person’s later-life
adjustments, e.g., health status and development of medical/surgical conditions and
treatment, home environment, employment status, meaningful age-appropriate activities
both in and outside of the home, peer relations, adjustment to losses, and changes in
marital and family relations. Referral to and coordination of care with primary care and
other health care providers may be important in order to safely prescribe psychotropic
medications in the treatment of this population.
When prescribing medications for older adults, the general recommendations is to “start
low and go slow” in terms of the number, types and dosages of psychotropic medications
prescribed. Frequently older adults will present with a lengthy list of medications that
are already being prescribed and that may be impacting the current presentation of
symptoms of a mental disorder. Especially when treating older adults, often there is a
need to decrease dosages of and /or discontinue other medications that have been
prescribed by other health care providers before adding or starting psychotropic
medications. For ongoing monitoring, it is often necessary to obtain health parameters of
weight, vital signs and laboratory testing on a more frequent basis to improve client
safety.
The role of family or other day-to-day caretakers is also important to consider. Other
individuals may need to be directly involved in the client’s treatment process. The
prescribing clinician should also assess the family/home situation, the ability of others to
assist and support the client and their own well-being due to the numerous burdens that
may be placed upon them. It may be necessary for the spouse and/or other family
member to become directly involved in the informed consent process and in assisting in
maintaining safe medication administration, monitoring and support for the older client.
With advancing age, the prescribing clinician should periodically assess the client for any
signs of developing dementia with associated signs of cognitive, memory and /or
personality changes. When this is identified, appropriate screening via laboratory testing
and/or neuropsychological evaluation should be considered to identify possible treatable
causes for developing dementia.
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ASSESSMENT AND TREATMENT ISSUES
II. ISSUES IN THE ASSESSMENT AND TREATMENT OF SPECIALIZED
POPULATIONS:
C. CO-OCCURRING MENTAL HEALTH/SUBSTANCE ABUSE
DISORDERS:
Except for younger children, clients of any age should be assessed for potential substance
abuse or dependence disorders prior to prescribing psychotropic medications. Even for
younger children, potential impacts or consequences for the infant or child due to
substance abuse issues of the parents or caretakers and the influence of substances abuse
in the home environment must be considered.
Prescribing clinicians must recognize the possibility of denial or underreporting of
substance abuse that commonly occurs with clients who are substance abusers. The use
of random drug screening by urine drug screens or other appropriate methods may
become an integral part of the assessment and ongoing treatment process for dual
disorder clients.
It must be recognized that clients with co-occurring disorders only rarely respond to or
achieve sobriety/recovery with medication treatment alone. Successful treatment usually
requires that the person involve him/herself in a substance abuse treatment program. This
generally includes a “12-Step” substance abuse/relapse prevention/recovery program
involving group and/or individual treatment and support. Specific medications for
treatment of substance abuse and dependence may significantly decrease craving for the
substance, the amount consumed and the number of days spent abusing the substance.
It may be necessary to initiate treatment with psychotropic medications even when the
client is actively abusing substances in order for the client to achieve some reduction in
primary mental health symptoms. This treatment may be necessary for the client to be
better able to begin to address his/her substance abuse issues. Generally the client with a
co-occurring disorder should be referred to and treated within a co-occurring setting with
appropriately qualified, trained and skilled staff.
Whenever psychotropic medications are prescribed to a client with known current
substance abuse or dependence, or history of such it is even more important to carefully
monitor for potential effects, side effects and potential toxicity when other substances are
combined with prescribed medication treatment.

Prescribing clinicians should use extreme caution when prescribing any controlled
substances for a client with known current substance abuse or dependence, or history of
such. It may be important for the prescribing clinician to institute measures such as
monitoring pill counts from the client’s prescription bottles at the time of follow-up
appointments or to carefully control and limit refills of medications. When controlled
substances are prescribed, the prescribing clinician should carefully document the
rationale for prescribing a controlled substance in the client’s health care record.
Similarly, when the client is receiving controlled substances prescribed by another health
care provider, it is essential to attempt to coordinate care with the other prescribing
clinician in order to safely prescribe psychotropic medications and also to avoid
duplication of prescriptions.
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QUALITY IMPROVEMENT MONITORING AND AUDITS
The RCDMH Quality Improvement Division routinely conducts quality improvement
audits of all RCDMH employed and contracted prescribing psychiatrists. Audits are
conducted on a randomized and/or selective basis. Audits are conducted to monitor
adherence to RCDMH policies and to improve the quality of care provided to clients of
RCDMH. The RCDMH Medical Director is involved in these reviews and will work
directly with psychiatrist to provide instruction, education and guidance regarding any
issues that are identified through the audit and monitoring process.
RCDMH has developed a standardized monitoring tool that is used in conducting these
reviews. The current monitoring tool is attached. This should serve to provide direction
to prescribing psychiatrist to indicate what documentation is required of the psychiatrist.
Items audited include:
x DSM-IV Axis I-V Diagnosis
x Psychiatric Assessments
x Consumer Medication Care Plans
x Medication Progress Notes
x Informed Consent for Psychotropic Medications
x Psychotropic Medication Monitoring (RCDMH Policy 548)
x Polypharmacy
x Psychotropic Medication Maximum Dosages
x Prescribing Controlled Substances to Clients with Substance Abuse or
Dependence Disorders
x Adverse Drug Reactions and Other Psychotropic Medication Related Incidents
Whenever a prescribing psychiatrist’s medication practice is determined to be out of
compliance with RCDMH policies, a letter of concern will be sent to the psychiatrist that
will include the practice issues of concern, and recommendations to the psychiatrist for
possible ways to improve prescribing practices, including appropriate educational
information. A copy of the letter will also be sent to the psychiatrist’s
manager/supervisor. The psychiatrist must provide a written response to the RCDMH QI
Division with in 30 days of receipt of the letter describing the actions that have been or
will be taken to improve prescribing practices.

Main Line: 951-358-7720
Fax: 951-358-7710

Riverside County Department of Mental Health
Quality Improvement - Outpatient
P.O. Box 7549
Riverside, CA 92513

RCDMH PSYCHOTROPIC MEDICATION PRESCRIBING AND MONITORING TOOL
DATE OF AUDIT:

CLINIC NAME:

RU#

MD NAME (last, first)

AUDITORS NAME:
STAFF ID #
CLIENT ID #

CLIENT NAME (last, first)

CLIENT DOB:
AXIS II

AXIS I

AXIS V

GAF:

EPISODE OPEN DATE:

AXIS III
EPISODE CLOSE DATE:

DATE OF LAST VISIT / Rx:

AXIS IV
MEDICATIONS

DAILY DOSAGE

.
.
.
.
.
.
I. PSYCHIATRIC ASSESSMENT/REASSESSMENT

Comments

:

1. Date of Assessment (within 1 year)
2. Presenting Problems:

Y

N

3. Psychiatric Treatment History:

Y

N

4. Psychiatric Medication History:

Y

N

5. Harm Assessment:

Y

N

6. Drug/Alcohol Use:

Y

N

7. Medical (non-psychiatric) Hx:

Y

N

8. Allergies:

Y

N

9. Family History and Background:

Y

N

10. Mental Status Examination:

Y

N

11. MSE includes Intellectual Funct/Reasoning:

Y

N

12. Plan / Recommendations:

Y

N

1. Current Medication Care Plan: (Goal Area #10)

Y

N

2. Goal Area #8 present on CCP for nurses:

Y

N

3. Medical Necessity Statement
(Dx, Impairment, Ability to benefit:):
4. Specific Target Sx / Functional Ability Identified:

Y

N

Y

N

5. Tx Goal: Target/Goal identifies frequency
of Sx & function to be attained:

Y

N

6. Tx Goal: Baseline: Current frequency of
Sx/functioning identified:
7. Medication Intervention
(specific med or med class):
8. There's a specific rationale Identified
for each med or med class listed on the CCP:

Y

N

Y

N

Y

N

II. CONSUMER CARE PLAN

Comments

9. If no rationale, note name/type of med for which there's no rationale noted:
A.

B.

C.

D.

E.

F.
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Comments

III. MEDICATION PROGRESS NOTES
Review the last 3 Progress Notes made by the psychiatrist.
1. Target Sx/Improvements/Strengths

Y

N

2. Sx/MSE:

Y

N

3. Current Harm Assessment

Y

N

4. Medication Treatment Efficacy/Medical Update:
5. Med. Adherence: Clt compliance/
non-compliance w/medication is documented:

Y

N

Y

N

6. Medication Side Effects are Documented:
(Presence or Absence)

Y

N

7. Med response/Effectiveness of med is
documented:

Y

N

8.. Coordination of care with PCP: Evidence of
attempt to coordinate care when indicated
or necessary:

Y

N

9. Tx Updated/Med Recommendations:

Y

N

N/A

Comments

IV. NURSING NOTES
1. Service Update/Vitals Taken:

Y

N

N/A

2. Medication Compliance:

Y

N

N/A

3. Medication Side Effects:

Y

N

N/A

Comments

V. INFORMED CONSENT
1. Form DOH-POR-165 is completed for each
medication prescribed over the past 3 months:

Y

N

N/A

2. If there is no informed consent documented, note the name/type
of medication for which there is no rationale noted:
A.

B.

C.

D.

E.

F.

3. Informed consent documentation
is signed and dated by the psychiatrist:

Y

N

4. Informed consent documentation is signed
and dated by the client/legal guardian:

Y

N

Comments

VI. PSYCHOTROPIC MEDICATION MONITORING
Y

1. Antipsychotic Medication Prescribed:

N

Obtained every 6 months for the first year and annually thereafter,
for each client that is prescribed antipsychotic medications...
(A) ....Wt & VS are obtained as required?

Y

N

N/A

(B)...AIMS is obtained as required?

Y

N

N/A

(C)...fasting blood glucose is obtained as required?

Y

N

N/A

(D)...a lipid profile is obtained upon initiation?

Y

N

N/A

Y

N

2. Lithium Carbonate Prescribed

Obtained every 6 months for the first year and annually thereafter,
for each client that is prescribed Lithium...
Y
N
(A) ....Wt & VS are obtained as required?

N/A

(B)...a TSH is obtained as required?

Y

N

N/A

(C)...Renal Function Tests (BUN, Creatinine
and electrolytes) are obtained as required?

Y

N

N/A

(D)...and has a significant cardiac risk,
an EKG is obtained as required?

Y

N

N/A

(E)...levels of Lithium are obtained as required?

Y

N

N/A
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VI. PSYCHOTROPIC MEDICATION MONITORING (cont)
3. Anticonvulsants for Mood Stabilization Prescribed:
(Requiring the monitoring of blood levels)

Y

Comments
N

Obtained every 6 months for the first year and annually thereafter,
for each client that is prescribed anticonvulsants medication for mood stabilization:
(A) ....Wt & VS are obtained as required?

Y

N

N/A

(B)...LFTs, CBC, or other lab tests are obtained
as required?

Y

N

N/A

(C)...mood stabilization & anticonvulsant levels
are obtained as required?

Y

N

N/A

Y

N

4. Other Psychotropic Medications Prescribed:

Obtained every 6 months for the first year and annually thereafter,
for each client that all other medications is prescribed....
Y

(A) ....Wt & VS are obtained as required?

N

N/A

VII. POLYPHARMACY

Comments

1. Intra-class Polypharmacy prescribed more than 2 meds
within the same class?

Y

N

(A) The medical record contains documentation
describing the rationale and justification for each
med individually and for the combined use.

Y

N

2. Inter-class Polypharmacy prescribed for more than 4 meds
combined for overall Tx?

Y

N

Y

N

(A) The medical record contains documentation
describing the rationale and justification for
each med individually and for the combined use.

Comments

VIII. PSYCHOTROPIC MEDICATION MAX. DOSAGES
1. Psychotropic medications prescribed above the
maximum dose listed?

Y

N

2. The clients medication record contains documentation
specifically describing the rationale and justification
for exceeding the max. dosage?

Y

N

Comments

IX. CONTROLLED SUBSTANCES
1. Client Dx or Hx of Substance Abuse Dependence?
(A) Documentation specifically describing the
rationale and justification for each controlled
substance despite substance abuse/dependence.

Y

N

Y

N

N/A

Comments

X. ADRs & ADVERSE PSYCHOTROPIC MED-RELATED INCIDENTS
1. If applicable, an Adverse Incident Report form was
completed and forwarded to the RCDMH QI Dept.?
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Reply to: Jerry L. Dennis, M.D., Medical Director
TO:

All Outpatient Clinic Psychiatrists

FROM:

Jerry L. Dennis, M.D.
Medical Director

SUBJECT:

Report and Recommendations of 2008 Audit of Clinic Psychiatrists

November 12, 2008
During September and October I personally conducted an audit of all RCDMH clinic psychiatrists. The
purpose of the audit was two-fold:
x To provide a baseline for further quality improvement monitoring regarding the adequacy of
documentation by RCDMH clinic psychiatrists and the adequacy of monitoring of psychotropic
medications prescribed for clients.
x To provide direct feedback and instruction for educational purposes for RCDMH clinic
psychiatrists on
o The appropriate use of new formats for documentation
o The policy standards and expectations set by new RCDMH Policy 548, Psychotropic
Medication: Prescribing and Monitoring, and Policy 549, Informed Consent for
Psychotropic Medications. These new policies became effective as of May 2008.
You and your clinic supervisor have been provided with a copy of the results of the audits of your
clients’ records. I have also compiled the results of the audit of 127 client records and have produced a
report. If you would like a copy of the completed report, please contact my office and one will be sent
to you.
You must be aware that Medi-Cal will deny payments when psychiatric assessments, progress notes
and care plans do not meet Medical Necessity Criteria. In addition, improvements in client care can be
attained by adhering to the new RCDMH policy requirements that were implemented earlier this year.
All assessments/reassessments and care plans must be current, i.e., within the past year. Use only
current approved forms for documentation and complete all sections, i.e., leave no blanks.
I have several recommendations for you to improve the quality of care for your clients and to improve
documentation so as to better meet Medi-Cal Medical Necessity Criteria. The following is a list of these
recommendations:

1. Assessments:
a. Generally, Psychiatric Assessments and Reassessments met the standards when the
current approved formats were used but not if older formats were used.
b. Please be sure to complete Axis I-V completely. You must write in the diagnoses and the
DSM-IV-TR codes for all Axis I and II diagnoses listed. If you do not have the codes,
please request the code list from your supervisor.
2. Consumer Medication Care Plans:
a. The major finding of the 2008 audit is that in 77% of all cases, the medical necessity
statement at the top of the care plan does not meet Medi-Cal criteria. This statement
must include all three of the elements listed below:
i. A Medi-Cal covered Axis I diagnosis
ii. A statement of impairment in functioning:
1. How does the diagnosis and related symptoms result in a significant
impairment in one or more area of life functioning?
2. Or for a stable client, what is the risk of deterioration, decompensation,
hospitalization or other negative outcome without continued treatment?
iii. A statement of ability to benefit from prescribed medication treatment.
b. The target symptoms for treatment must be specific and measurable.
c. The goal for the target symptoms must specify a frequency of the target symptoms to be
attained.
d. The current baseline for the target symptoms must specify the current frequency of the
symptoms.
e. There must be a specific rationale identified for each medication or class of medications
listed on the plan.
EXAMPLES: Below are specific examples of acceptable statements for consumer medication care
plans:
x Medical Necessity Statement Examples:
o “Client with Bipolar I Disorder, manic phase resulting in recent job loss due to anger
outbursts; would benefit from mood stabilizer treatment.”
o “42 y.o. housewife with Major Depressive Disorder, recurrent with psychosis causing
inability to complete usual household tasks; may benefit from antipsychotic and
antidepressant medication.”
o “12 y.o. with severe ADHD failing in most classes at school; will benefit from stimulant
medication treatment.”
o “21 y.o. with Paranoid Schizophrenia refusing to attend group activities and becoming
more withdrawn; will benefit from antipsychotic medications.”
o “62 y.o. client with Bipolar II Disorder now stable after recent depressive episode; needs
to continue antidepressant and Lithium treatment to prevent re-hospitalization.”
o “Client with Schizo-Affective Disorder off meds and abusing methamphetamine, evicted
and now homeless; need to restart prior medications.”

o “Client living in Bd. and Care, arguing frequently with staff, partially complying with meds;
may benefit from switch to Risperdal Consta.”
x

Examples of Target Symptoms, Goals and Baseline for Target Symptoms

Target Symptoms (Specific
and Measurable)
Auditory hallucinations
Severe depressed mood
Insomnia
Irritable, angry outbursts
Unable to sit through class at
school
Not bathing regularly
Unable to leave the house
Crying episodes
Command AH to harm self
(stable client)
x

Goal for Target Symptoms
(Specify frequency of
occurrence)
Will report that AH occur < 1-2 X
per week
Overwhelmed with depressed
mood only 2-3 X per week
Reports sleeping 6-8 hours each
night
Anger outbursts occur only 1-2 X
monthly
Able to sit through 2-3 classes
per day without disruption
To bathe every day
Will attend an activity outside the
house at least one per week
Decrease crying episodes to 1-2
X per week
Will report no increase AH each
month (stable client)

Baseline (Current) Symptoms
(Specify frequency of
occurrence)
Hearing voices several times per
day
Severe depressed mood almost
all day every day
Sleeping 2-3 hours nightly
Several angry outbursts daily
Unable to sit through one class
Bathing only 2 X weekly
Housebound, will not go out at
all
Repeated crying episodes daily
No AH for 2 months
(stable client)

Examples of Specific Indications for Each Medication or Class of Medications Prescribed:

Medication or Class of Medication:
Antidepressants:
Antipsychotic medications:
Lithium
Mood stabilizer
Stimulant medication
Campral
Trazadone
Benzodiazepines

Indication: Must be specific for each
medication
For persistent depressed mood
Decrease command AH
Decrease manic symptoms
Decrease rapid cycling mood episodes
To improve concentration in the classroom
Decrease amount of drinking
Insomnia
Decrease agitation

3. Progress Notes:
a. Progress notes should make reference to the target symptoms or area of functioning that
your prescribed medication treatment is for. The audit showed that in some cases, the
review or the target symptoms and improvements was inadequate. Statements need to
say more than “stable” or “no change”. Instead, be specific, e.g., “Attending school
regularly”, “Reports no Sx of depression”, “Sleeping 6-8 hours most nights”, “Goes out to
store once weekly”, No arguments with spouse since last visit”.
b. For clients with serious or multiple medical conditions who are taking other “medical”
medications, or who have had recent medical/surgical hospitalizations, you should show
efforts to coordinate care with the client’s primary care provider (PCP) in your progress
notes. The audit showed that in some cases there was no coordination of care even for
client’s with severe medical conditions that are under treatment.
4. Informed Consent:
a. You must assure that informed consent is provided and obtained for each medication that
you prescribe. The audit found several cases in which there was no informed consent for
at least one of the medications. Some informed consents were several years old. When
the last informed consent is more than a few years old, you should generally update and
obtain a new consent.
5. Psychotropic Medication Monitoring:
a. The audit showed that basic medication monitoring is often not being done. You must
provide basic monitoring for all clients that you are prescribing medications for.
Policy 548 now requires that minimum requirements be met. Every client must at least
be monitored for weight, blood pressure and pulse. These and any other measures
that are required specific to the type of medication prescribed must be monitored
upon the initiation of the medication, every six months for the first year and
annually thereafter, or more frequently as indicated on an individual case basis by
the prescribing psychiatrist.
b. It is the responsibility of the prescribing psychiatrist to assure that basic monitoring is
completed. Not all clinics currently have designated staff or procedures to obtain
minimally required monitoring. Every psychiatrist must have access to weight scales and
a blood pressure monitoring device to use to obtain weight, blood pressure and pulse. If
you do not, ask your supervisor to order a floor weight scale and/or the American
Diagnostics Corporation (ADC) model #6015 wrist BP/P device for your use on a DOMHGA-013 form.
c. For other laboratory monitoring that is required, your documentation must reflect efforts to
obtain minimally required monitoring tests. When a client does not follow-up through with
a request to obtain lab testing, your progress notes and/or Psychotropic Medication
Prescription and Monitoring Log should indicate the dates when labs were requested,
when the client was reminded, when results were obtained and the actual results that
were obtained. If the client is also having laboratory testing completed by a PCP, you

should make efforts to obtain those lab results from the PCP to try to avoid duplication of
laboratory testing whenever possible.
d. The Psychotropic Medication Prescription and Monitoring Log (Form DOMH-GA-321)
must be utilized and be contained in each client’s clinic record. You must assure that
every medication prescription is listed on the log. All medication monitoring must also be
listed on the log to show when the measures were requested or obtained. The log will
provide an easy reference to determine when various monitoring measures are needed to
meet minimum requirements. Please note that Abnormal Involuntary Movement Scale
(AIMS) scores must be monitored for all antipsychotic medications prescribed. The AIMS
flow sheet is attached to Policy 548 and may be used to document testing if desired.
Otherwise only the AIMS score is required to be monitored on the log.
6. Polypharmacy:
a. Policy 548 defines both “intra-class” (more than two medications in the same general
class) and “inter-class” (more than four medications prescribed for overall treatment)
polypharmacy and the documentation requirements when polypharmacy is prescribed.
The audit found only a few cases of polypharmacy. However, when polypharmacy was
found, there was no clear rationale described in the psychiatrist’s progress notes for the
combination of medications prescribed. You must be sure to provide a specific rationale
explaining why polypharmacy is necessary for the client’s treatment in your progress
notes.
7. Prescribing Controlled Substances to Clients with a History of Substance Abuse or
Dependence:
a. Policy 548 requires that you provide a specific rationale for prescribing any controlled
substance to a client with this history. In the audit, only a few cases of this were found.
However, when it was found, there was no clear written rationale in the psychiatrist’s
progress notes to explain why this was being done.
Thank you for your attention to these important matters. If you have any questions, please call me at
951-358-4621. I plan to complete a repeat audit in March-April 2009 to follow-up on the 2008 audit
results for quality improvement purposes.
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