Draft Quality Indicators

The Los Angeles Mental Health and Developmental Disabilities Tools
for Assessing Quality of Services Project:
Developing Quality Indicators for Individuals with Dual Diagnosis

This project is funded by the Mental Health Services Act (MHSA) in partnership with
the California Department of Mental Health and Department of Developmental Services.

GENERAL GUIDELINES
The overarching aim of this project is to identify quality indicator drafts that have face validity,
using the RAND/UCLA appropriateness method. These indicators will be used to create a chart
abstraction tool to describe the level of adherence to quality indicators using client chart data.
Given the paucity of quality measures for persons with developmental disabilities and common
mental health problems, priority was placed on developing quality indicators for access to care
and basic care processes at the client level. The proposed quality indicators are not
comprehensive, but a first step in developing quality measures for this understudied and
vulnerable population.
The following parameters have guided the development of this first set of quality indicator
drafts:
Target Population: Clients age 3-64 years who: 1) meet state-mandated eligibility criteria for
a developmental disability (i.e. Intellectual Disability and/or Autism/Autistic Spectrum
Disorder); and 2) have a clinical diagnosis of a common, chronic psychiatric disorder (i.e.,
ADHD, Major Depression, Anxiety Disorders, Bipolar Disorder, Psychotic Disorders,) or a crosscutting mental health condition that places the person at risk for danger to self or others (i.e.,
self-injurious behavior, suicidality, aggression).
QI level: Individual (client, caregiver)
QI domains: access to mental health care, care processes (assessment, basic
treatment), care coordination
Setting: outpatient or ambulatory care setting (office, clinic)
Care sectors: primary care or specialty mental health care
Delivery of care: face to face or telehealth (i.e., videoconferencing)
Data sources: developmental disability case records, medical or mental health records
Episode of care parameters:
 Time start for access QI’s: Date that newly identified mental health symptom is recorded
by a developmental disabilities service coordinator. Newly identified symptom is defined
as no prior documentation of this mental health symptom within the past 6 months in
the developmental disabilities service coordinator records.
 Time start for assessment: The intake period is defined as first 90 days following the
first visit for a primary mental health problem (symptom or cross-cutting condition) to a
primary care or specialty mental health provider.
 Time period for ongoing treatment: 6-month window following 90 day intake period.
 Maximum episode of care time period: occurrence of the newly identified symptom or
cross-cutting condition between months 7 through 33 of the abstraction period.
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ACCESS TO MENTAL HEALTH CARE
Referral
QI 1 (AC). If a newly identified symptom(s) that could possibly be attributed to a mental health
condition is reported to the developmental disabilities service coordinator, there should be
documentation of a referral to a primary care provider or mental health professional for an
evaluation within 1 month of the index visit.
Specifications
Index visit: The visit with the developmental disabilities service coordinator during which a
newly identified symptom is documented.
Newly identified symptom: Any symptom of a probable mental health condition for which
there is no prior documentation during the 6 months prior to the index visit. (Note: a newly
identified symptom by developmental disabilities service coordinator may vary in reporting:
1) duration; 2) intensity; and 3) had been referred and/or treated in past. This additional
information may be abstracted if documented in the developmental disabilities service
coordinator notes.)
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions, behavior,
thought content or processes, perception or cognition such as depressed mood,
hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or hallucinations
(auditory, visual, tactile, olfactory); 3) high risk behaviors such as self-injurious behaviors
(i.e., head-banging, self-biting), suicidal ideation or past year suicide attempt, or worsening
of physical aggression toward others or property; or 4) cognitive changes such as decrease
in memory.
Inclusion criteria for reporting source: client, family member, caregiver, agency staff, school
personnel, social worker, nurse, physician
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Exclusions: Any mental health symptom or change in behavior that is documented to place
a client at imminent risk to self or others and is judged to require referral to the emergency
room or hospital.
Numerator: Clients age 3-64 who are referred to a primary care provider or mental health
professional for an evaluation of a newly identified mental health symptom within 1 month
of an index visit with the developmental disabilities service coordinator.
Denominator: Clients age 3-64 years who present with a newly-identified symptom(s) of a
probable mental health problem to a developmental disabilities service coordinator.
Time frame for care process: average 30 days
Data Source: developmental disability case records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.

US Department of Health and Human Services. (2002). Report of the Surgeon General's Conference on
Health Disparities and Mental Retardation—Closing the Gap: A National Blueprint to Improve the Health of
Persons With Mental Retardation. Rockville, Md: Office of the Surgeon General. (AC1)
Emerson, E. (2003). Prevalence of psychiatric disorders in children and adolescents with and without
intellectual disability. Journal of Intellectual Disability Research, 47(1), 51-58. (AC2)
Einfeld, S. L., Piccinin, A. M., Mackinnon, A., Hofer, S. M., Taffe, J., Gray, K. M., ... & Tonge, B. J. (2006).
Psychopathology in young people with intellectual disability. JAMA: the journal of the American Medical
Association, 296(16), 1981-1989. (AC3)
Kolaitis, G. (2008). Young people with intellectual disabilities and mental health needs. Current opinion in
psychiatry, 21(5), 469. (AC4)
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5.

Kwok, H., & Cheung, P. W. (2007). Co-morbidity of psychiatric disorder and medical illness in people with
intellectual disabilities. Current Opinion in Psychiatry, 20(5), 443-449. (AC5)
6. McCarthy, J., & Boyd, J. (2002). Mental health services and young people with intellectual disability: is it
time to do better?. Journal of Intellectual Disability Research, 46(3), 250-256. (AC6)
7. Davis E., Atezaz S., and Antonacci DJ. 2008. Anxiety Disorders in Persons with Developmental
Disabilities: Empirically Informed Diagnosis and Treatments. Psychiatr Q. 79(3):249-63. (AC7)
8. White, S. W., Oswald, D., Ollendick, T., & Scahill, L. (2009). Anxiety in children and adolescents with
autism spectrum disorders. Clinical psychology review, 29(3), 216-229. (AC8)
9. Matson, J. L., & Nebel-Schwalm, M. S. (2007). Comorbid psychopathology with autism spectrum disorder
in children: An overview. Research in developmental disabilities, 28(4), 341-352. (AC9)
10. Brereton, A. V., Tonge, B. J., & Einfeld, S. L. (2006). Psychopathology in children and adolescents with
autism compared to young people with intellectual disability. Journal of autism and developmental
disorders, 36(7), 863-870. (AC10)
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Any Contact with Outpatient Mental Health Care
NOTE: QIs 2, 3, and 4 offer different time windows for the referral.
QI 2 (AC). If a newly identified symptom(s) that could possibly be attributed to a mental health
condition is reported to the developmental disabilities service coordinator AND there is
documentation of a referral to a primary care provider or mental health professional for an
evaluation within 1 month of the index visit, there should be documentation that contact for an
evaluation of a possible mental health problem by a primary care provider or special mental health
professional was made within 90 days of the index referral date.
Specifications
Index visit: The visit with the developmental disabilities service coordinator during which a
newly identified symptom is documented.
Newly identified symptom: Any symptom of a probable mental health condition for which
there is no prior documentation of its presence during the 6 months prior to the index visit.
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions, behavior,
thought content or processes, perception or cognition such as depressed mood,
hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or hallucinations
(auditory, visual, tactile, olfactory); 3) high risk behaviors such as self-injurious behaviors
(i.e., head-banging, self-biting), suicidal ideation or past year suicide attempt, or worsening
of physical aggression toward others or property; or 4) cognitive changes such as decrease
in memory.
Inclusion criteria for reporting source: client, family member, caregiver, agency staff, school
personnel, social worker, nurse, physician
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Exclusions: Any mental health symptom or change in behavior that is documented to place
client at imminent risk to self or others is judged to require referral to the emergency room
or hospital.
Numerator: Clients age 3-64 years who are referred to a primary care provider or mental
health professional for an evaluation of a newly identified mental health symptom by a
developmental disabilities service coordinator within 1 month of an index visit AND have
documented contact for an evaluation of a possible mental health problem by a primary
care provider or special mental health professional within 90 days of the index referral date.
Denominator: Clients age 3-64 years who are referred to a primary care provider or mental
health professional for an evaluation of a newly identified mental health symptom by the
developmental disabilities service coordinator within 1 month of the index visit.
Time frame for care process: 90 days following index referral date
Data Sources: medical or mental health provider records, Medicaid service encounter data
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.

US Department of Health and Human Services. (2002). Report of the Surgeon General's Conference on
Health Disparities and Mental Retardation—Closing the Gap: A National Blueprint to Improve the Health of
Persons With Mental Retardation. Rockville, Md: Office of the Surgeon General. (AC1)
Emerson, E. (2003). Prevalence of psychiatric disorders in children and adolescents with and without
intellectual disability. Journal of Intellectual Disability Research, 47(1), 51-58. (AC2)
Einfeld, S. L., Piccinin, A. M., Mackinnon, A., Hofer, S. M., Taffe, J., Gray, K. M., ... & Tonge, B. J. (2006).
Psychopathology in young people with intellectual disability. JAMA: the journal of the American Medical
Association, 296(16), 1981-1989. (AC3)
Kolaitis, G. (2008). Young people with intellectual disabilities and mental health needs. Current opinion in
psychiatry, 21(5), 469. (AC4)
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5.

Kwok, H., & Cheung, P. W. (2007). Co-morbidity of psychiatric disorder and medical illness in people with
intellectual disabilities. Current Opinion in Psychiatry, 20(5), 443-449. (AC5)
6. McCarthy, J., & Boyd, J. (2002). Mental health services and young people with intellectual disability: is it
time to do better?. Journal of Intellectual Disability Research, 46(3), 250-256. (AC6)
7. Davis E., Atezaz S., and Antonacci DJ. 2008. Anxiety Disorders in Persons with Developmental
Disabilities: Empirically Informed Diagnosis and Treatments. Psychiatr Q. 79(3):249-63. (AC7)
8. White, S. W., Oswald, D., Ollendick, T., & Scahill, L. (2009). Anxiety in children and adolescents with
autism spectrum disorders. Clinical psychology review, 29(3), 216-229. (AC8)
9. Matson, J. L., & Nebel-Schwalm, M. S. (2007). Comorbid psychopathology with autism spectrum disorder
in children: An overview. Research in developmental disabilities, 28(4), 341-352. (AC9)
10. Brereton, A. V., Tonge, B. J., & Einfeld, S. L. (2006). Psychopathology in children and adolescents with
autism compared to young people with intellectual disability. Journal of autism and developmental
disorders, 36(7), 863-870. (AC10)
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QI 3 (AC). If a newly identified symptom(s) that could possibly be attributed to a mental health
condition is reported to the developmental disabilities service coordinator AND there is
documentation of a referral to a primary care provider or mental health professional for an
evaluation within 1 month of the index visit, there should be documentation that contact for an
evaluation of a possible mental health problem by a primary care provider or special mental health
professional was made within 60 days of the index referral date.
Specifications
Index visit: The visit with the developmental disabilities service coordinator during which a
newly identified symptom is documented.
Newly identified symptom: Any symptom of a probable mental health condition for which
there is no prior documentation of its presence during the 6 months prior to the index visit.
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions, behavior,
thought content or processes, perception or cognition such as depressed mood,
hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or hallucinations
(auditory, visual, tactile, olfactory); 3) high risk behaviors such as self-injurious behaviors
(i.e., head-banging, self-biting), suicidal ideation or past year suicide attempt, or worsening
of physical aggression toward others or property; or 4) cognitive changes such as decrease
in memory.
Inclusion criteria for reporting source: client, family member, caregiver, agency staff, school
personnel, social worker, nurse, physician
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Exclusions: Any mental health symptom or change in behavior that is documented to place
client at imminent risk to self or others is judged to require referral to the emergency room
or hospital.
Numerator: Clients age 3-64 years who are referred to a primary care provider or mental
health professional for an evaluation of a newly identified mental health symptom by a
developmental disabilities service coordinator within 1 month of an index visit AND have
documented contact for an evaluation of a possible mental health problem by a primary
care provider or special mental health professional within 60 days of the index referral date.
Denominator: Clients age 3-64 years who are referred to a primary care provider or mental
health professional for an evaluation of a newly identified mental health symptom by the
developmental disabilities service coordinator within 1 month of the index visit.
Time frame for care process: 60 days following index referral date
Data Sources: medical or mental health provider records, Medicaid service encounter data
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.
5.
6.

US Department of Health and Human Services. (2002). Report of the Surgeon General's Conference on
Health Disparities and Mental Retardation—Closing the Gap: A National Blueprint to Improve the Health of
Persons With Mental Retardation. Rockville, Md: Office of the Surgeon General. (AC1)
Emerson, E. (2003). Prevalence of psychiatric disorders in children and adolescents with and without
intellectual disability. Journal of Intellectual Disability Research, 47(1), 51-58. (AC2)
Einfeld, S. L., Piccinin, A. M., Mackinnon, A., Hofer, S. M., Taffe, J., Gray, K. M., ... & Tonge, B. J. (2006).
Psychopathology in young people with intellectual disability. JAMA: the journal of the American Medical
Association, 296(16), 1981-1989. (AC3)
Kolaitis, G. (2008). Young people with intellectual disabilities and mental health needs. Current opinion in
psychiatry, 21(5), 469. (AC4)
Kwok, H., & Cheung, P. W. (2007). Co-morbidity of psychiatric disorder and medical illness in people with
intellectual disabilities. Current Opinion in Psychiatry, 20(5), 443-449. (AC5)
McCarthy, J., & Boyd, J. (2002). Mental health services and young people with intellectual disability: is it
time to do better?. Journal of Intellectual Disability Research, 46(3), 250-256. (AC6)
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7.

Davis E., Atezaz S., and Antonacci DJ. 2008. Anxiety Disorders in Persons with Developmental
Disabilities: Empirically Informed Diagnosis and Treatments. Psychiatr Q. 79(3):249-63. (AC7)
8. White, S. W., Oswald, D., Ollendick, T., & Scahill, L. (2009). Anxiety in children and adolescents with
autism spectrum disorders. Clinical psychology review, 29(3), 216-229. (AC8)
9. Matson, J. L., & Nebel-Schwalm, M. S. (2007). Comorbid psychopathology with autism spectrum disorder
in children: An overview. Research in developmental disabilities, 28(4), 341-352. (AC9)
10. Brereton, A. V., Tonge, B. J., & Einfeld, S. L. (2006). Psychopathology in children and adolescents with
autism compared to young people with intellectual disability. Journal of autism and developmental
disorders, 36(7), 863-870. (AC10)
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QI 4 (AC). If a newly identified symptom(s) that could possibly be attributed to a mental health
condition is reported to the developmental disabilities service coordinator AND there is
documentation of a referral to a primary care provider or mental health professional for an
evaluation within 1 month of the index visit, there should be documentation that contact for an
evaluation by a primary care provider or special mental health professional was made within 30
days of the index referral date.
Specifications
Index visit: The visit with the developmental disabilities service coordinator during which a
newly identified symptom is documented.
Newly identified symptom: Any symptom of a probable mental health condition for which
there is no prior documentation of its presence during the 6 months prior to the index visit.
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions, behavior,
thought content or processes, perception or cognition such as depressed mood,
hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or hallucinations
(auditory, visual, tactile, olfactory); 3) high risk behaviors such as self-injurious behaviors
(i.e., head-banging, self-biting), suicidal ideation or past year suicide attempt, or worsening
of physical aggression toward others or property; or 4) cognitive changes such as decrease
in memory.
Inclusion criteria for reporting source: client, family member, caregiver, agency staff, school
personnel, social worker, nurse, physician
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Exclusions: Any mental health symptom or change in behavior that is documented to place
client at imminent risk to self or others is judged to require referral to the emergency room
or hospital.
Numerator: Clients age 3-64 years who are referred to a primary care provider or mental
health professional for an evaluation of a newly identified mental health symptom by a
developmental disabilities service coordinator within 1 month of an index visit AND have
documented contact for an evaluation of a possible mental health problem by a primary
care provider or special mental health professional within 30 days of the index referral date.
Denominator: Clients age 3-64 years who are referred to a primary care provider or mental
health professional for an evaluation of a newly identified mental health symptom by the
developmental disabilities service coordinator within 1 month of the index visit.
Time frame for care process: 30 days following index referral date
Data Sources: medical or mental health provider records, Medicaid service encounter data
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.
5.
6.

US Department of Health and Human Services. (2002). Report of the Surgeon General's Conference on
Health Disparities and Mental Retardation—Closing the Gap: A National Blueprint to Improve the Health of
Persons With Mental Retardation. Rockville, Md: Office of the Surgeon General. (AC1)
Emerson, E. (2003). Prevalence of psychiatric disorders in children and adolescents with and without
intellectual disability. Journal of Intellectual Disability Research, 47(1), 51-58. (AC2)
Einfeld, S. L., Piccinin, A. M., Mackinnon, A., Hofer, S. M., Taffe, J., Gray, K. M., ... & Tonge, B. J. (2006).
Psychopathology in young people with intellectual disability. JAMA: the journal of the American Medical
Association, 296(16), 1981-1989. (AC3)
Kolaitis, G. (2008). Young people with intellectual disabilities and mental health needs. Current opinion in
psychiatry, 21(5), 469. (AC4)
Kwok, H., & Cheung, P. W. (2007). Co-morbidity of psychiatric disorder and medical illness in people with
intellectual disabilities. Current Opinion in Psychiatry, 20(5), 443-449. (AC5)
McCarthy, J., & Boyd, J. (2002). Mental health services and young people with intellectual disability: is it
time to do better?. Journal of Intellectual Disability Research, 46(3), 250-256. (AC6)
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7.

Davis E., Atezaz S., and Antonacci DJ. 2008. Anxiety Disorders in Persons with Developmental
Disabilities: Empirically Informed Diagnosis and Treatments. Psychiatr Q. 79(3):249-63. (AC7)
8. White, S. W., Oswald, D., Ollendick, T., & Scahill, L. (2009). Anxiety in children and adolescents with
autism spectrum disorders. Clinical psychology review, 29(3), 216-229. (AC8)
9. Matson, J. L., & Nebel-Schwalm, M. S. (2007). Comorbid psychopathology with autism spectrum disorder
in children: An overview. Research in developmental disabilities, 28(4), 341-352. (AC9)
10. Brereton, A. V., Tonge, B. J., & Einfeld, S. L. (2006). Psychopathology in children and adolescents with
autism compared to young people with intellectual disability. Journal of autism and developmental
disorders, 36(7), 863-870. (AC10)
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ASSESSMENT OF A MENTAL HEALTH PROBLEM
The following assessment quality indicators are for clients age 3-64 years who are either
referred by the development disabilities service coordinator or are self-referred to a primary
care provider or mental health professional.
For those clients that are referred by the developmental disabilities service coordinator the
inclusion criteria are: 1) have a newly identified symptom(s) that could possibly be attributed to
a mental health condition and that is reported to the developmental disabilities service
coordinator; 2) there is documentation of a referral to a primary care provider or mental health
professional for an evaluation of the newly identified symptom within 1 month of the index
visit; and 3) there is documentation that contact for an evaluation of a possible mental health
problem by a primary care provider or special mental health professional was made within 90
days of the referral date.
For those clients that are self-referred, the inclusion criterion is: 1) a newly identified
symptom(s) that could possibly be attributed to a mental health condition that is reported to
either a primary care provider or mental health professional. Apply same criteria for no prior
documentation of that symptom during the prior 6 months in that provider’s records.
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Assessment: safety
QI 5 (A). During the index (first) mental health visit, presence or absence of a history of physical
abuse should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of a
probable mental health condition for which there is no prior documentation of its presence
during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1) change in
developmental trajectory, such as lack of normal progression or loss of developmental
milestones (motor, verbal, and/or social); 2) change in emotions, behavior, thought content or
processes, perception or cognition such as depressed mood, hyperactivity, impulsivity,
inattention, disorganized thoughts, paranoia, or hallucinations (auditory, visual, tactile,
olfactory); 3) high risk behaviors such as self-injurious behaviors (i.e., head-banging, selfbiting), suicidal ideation or past year suicide attempt, or worsening of physical aggression
toward others or property; or 4) cognitive changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family therapist,
psychologist.
Exclusion: Any mental health symptom or change in behavior that is documented to place client
at imminent risk to self or others is judged to require referral to the emergency room or
hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and have
documentation of the presence or absence of a history of physical abuse.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.

3.
4.

Saunders, B.E., Berliner, L., & Hanson, R.F. (Eds.). (2003). Child Physical and Sexual Abuse: Guidelines for
Treatment (Final Report: January 15, 2003). Charleston, SC: National Crime Victims Research and Treatment
Center. (A1)
Mental Health Commission. (2009) Code of Practice: Guidance for Persons working in Mental Health Services
with People with Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_In
tellectual_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf
(A2)
American Psychiatric Association (APA). Practice guideline for the psychiatric evaluation of adults. 2nd ed.
Washington (DC): American Psychiatric Association (APA); 2006 Jun. 62 p. (A3)
Zima B.; Hurlburt M.S.; Knapp P. et al. (2005). Quality of Publicly-Funded Outpatient Specialty Mental Health
Care for Common Childhood Psychiatric Disorders in California. J. AM. ACAD. Child Adolesc. Psychiatry. 44:2.
(A4)
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QI 6 (A). During the index (first) mental health visit, presence or absence of a history of sexual
abuse should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of
a probable mental health condition for which there is no prior documentation of its
presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and have
documentation of the presence or absence of sexual abuse.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.
5.
6.

Baladerian, N. J. (1991). Sexual abuse of people with developmental disabilities. Sexuality and
Disability, 9(4), 323-335. (A39)
Furey, E. (1994). Sexual abuse of adults with mental retardation: Who and where. Mental
Retardation, 32, 3, p. 173-180. (A40)
Mullen, Paul E., et al. (1993). Childhood sexual abuse and mental health in adult life. The British
Journal of Psychiatry 163.6: 721-732. (A41)
Saunders, B.E., Berliner, L., & Hanson, R.F. (Eds.). (2003). Child Physical and Sexual Abuse:
Guidelines for Treatment (Final Report: January 15, 2003). Charleston, SC: National Crime Victims
Research and Treatment Center. (A1)
Sobsey, D. & Doe, T. (1991). Patterns of sexual abuse and assault. Sexuality and Disability, 9 (3),
243-259. (A42)
Zima B.; Hurlburt M.S.; Knapp P. et al. (2005). Quality of Publicly-Funded Outpatient Specialty
Mental Health Care for Common Childhood Psychiatric Disorders in California. J. AM. ACAD. Child
Adolesc. Psychiatry. 44:2 (A4)
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QI 7 (A). During the index (first) mental health visit, the presence or absence of a history of
physical aggression should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of
a probable mental health condition for which there is no prior documentation of its
presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Examples of physical aggression include aggressive behavior toward others that may or
not may not result in direct injury but places a person at reasonable risk for injury (e.g.
raising fist with intent to hit, pushing, choking, punching) or behavior that leads to
property destruction (e.g. punching walls, throwing furniture, slamming door forcefully).
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and have
documentation of the presence or absence of a history of physical aggression toward
others or destruction of property.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.

Antonacci D.J., Manuel C., and Davis E. 2008. Diagnosis and Treatment of Aggression in Individuals
with Developmental Disabilities. Psychiatr Q. 79(3):225-47. (A10)
Silka VR, Hauser MJ. Psychiatric assessment of the person with mental retardation. Psychiatric Annals
1997; 27(3):162-169. (A6)
Bihm EM, Poindexter AR, and Warren ER. 1998. Aggression and Psychopathology in Persons with
Severe or Profound Mental Retardation. Res Dev Disabil. 19(5):423-38. (A7)
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QI 8 (A). During the index (first) mental health visit, the presence or absence of a history of selfinjurious behavior should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of
a probable mental health condition for which there is no prior documentation of its
presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Examples of self-injurious behaviors are: head-banging, biting self, repetitive scratching
of skin, banging walls or bedrails
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and have
documentation of the presence or absence of a history of self-injurious behavior.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.

2.
3.
4.

J. Rojahn, J. L. Matson, D Lott, et. al. (2001). The Behavior Problems Inventory: An Instrument for
the Assessment of Self-Injury, Stereotyped Behavior, and Aggression/Destruction in Individuals with
Developmental Disabilities. Journal of Autism and Developmental Disorders. Volume 31, Issue 6, pp
577-588. (A8)
Ross E, Oliver C. 2003. The assessment of mood in adults who have severe or profound mental
retardation. Clin Psychol Rev. 23(2):225-45. (A9)
Antonacci D.J., Manuel C., and Davis E. 2008. Diagnosis and Treatment of Aggression in Individuals
with Developmental Disabilities. Psychiatr Q. 79(3):225-47. (A10)
Silka VR, Hauser MJ. Psychiatric assessment of the person with mental retardation. Psychiatric Annals
1997; 27(3):162-169. (A6)
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QI 9 (A). During the index (first) mental health visit, a risk assessment for suicide should be
documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of a
probable mental health condition for which there is no prior documentation of its presence
during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1) change in
developmental trajectory, such as lack of normal progression or loss of developmental
milestones (motor, verbal, and/or social); 2) change in emotions, behavior, thought content or
processes, perception or cognition such as depressed mood, hyperactivity, impulsivity,
inattention, disorganized thoughts, paranoia, or hallucinations (auditory, visual, tactile,
olfactory); 3) high risk behaviors such as self-injurious behaviors (i.e., head-banging, selfbiting), suicidal ideation or past year suicide attempt, or worsening of physical aggression
toward others or property; or 4) cognitive changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family therapist,
psychologist.
Following NCQA specifications, suicide risk assessment must include questions about the
following:
1) Suicidal ideation (e.g., statements that imply having thoughts about committing suicide,
such as ”life is not worth living”, “wish to die”, “want to get it over with”, “don’t care if
live or die”, “no one would miss me anyways”)
2) Patient’s intent of initiating a suicide attempt (e.g. presence or absence of indicators of
intent or documentation of responses consistent with inquiry about intention to commit
suicide, thoughts to kill self, thoughts to kill self that are contingent on a specific time
period or circumstance)
AND, if either is present,
3) Patient plans for a suicide attempt (e.g. presence or absence of a suicide plan or
documentation of responses consistent with inquiry about plan, such as “pills”, “jump in
front of car”, “by cop”)
4) Whether the patient has means for completing suicide. (e.g. presence or absence of
access to the means for completing suicide, such as firearms, car, closet rod/tree for
hanging).
Exclusion: Any mental health symptom or change in behavior that is documented to place client
at imminent risk to self or others is judged to require referral to the emergency room or
hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and have
documentation of risk assessment for suicide.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.

3.

Ohio Department of Mental Health-Ohio Department of Mental Retardation and Developmental Disability Advisory
Committee. Clinical Best Practices for Serving People with Developmental Disabilities and Mental Illness. (A11)
Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services with People with
Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_Intellectu
al_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf (A2)
Zima B.; Hurlburt M.S.; Knapp P. et al. (2005). Quality of Publicly-Funded Outpatient Specialty Mental Health Care
for Common Childhood Psychiatric Disorders in California. J. AM. ACAD. Child Adolesc. Psychiatry. 44:2. (A4)
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Use of a standardized measure
QI 10 (A). During the index (first) mental health visit or within the first 90 days of evaluation,
at least one standardized measure that is well established for use with children or adults with
developmental disabilities should be administered during the evaluation of a symptom(s) that
could possibly be attributed to a mental health condition.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of
a probable mental health condition for which there is no prior documentation of its
presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Inclusion criteria for standardized measures are to align with the suspected primary
mental health condition and to the level of intellectual disability. (See Evidence base
below, as well as a complete list of screening and assessment tools in the Table of
Standardized Measures)
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and have
documentation of use of at least one standardized measure.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.

4.
5.
6.
7.
8.

Hobden K.L. and LeRoy B.W. 2008. Assessing Mental Health Concerns in Adult with Intellectual
Disability. Developmental Disabilities Institute. Wayne State University. (A12)
Massachusetts General Hospital. Table of All Screening Tools & Rating Scales. Retrieved from:
http://www2.massgeneral.org/schoolpsychiatry/screeningtools_table.asp (A13)
Esbensen AJ, Rojahn J, and Aman MG. 2003. Reliability and validity of an Assessment Instrument for
Anxiety, Depression, and Mood among Individual with Mental Retardation. Res Dev Disabil.
32(6):2309-20 (A21)
Rieske RD, Matson JL, and Davis TE et. al. 2013. Examination and validation of a measure of anxiety
specific to children with autism spectrum disorders. J Intellect Disabil Res. 42 (Pt 2):173-83. (A22)
Taylor A., Deb S., and Unwin G. 2011. Scales for the identification of adults with attention deficit
hyperactivity disorder (ADHD): a systematic review. Res Dev Disabil. 32(3):924-38. (A16)
Rush KS, Bowman LG, Eidman SL. et al. 2004. Assessing psychopathology in individuals with
developmental disabilities. Behav Modif.28(5):621-37. (A17)
Singh NN, Sood A, Sonenklar N, Ellis CR. 1991. Assessment and diagnosis of mental illness in persons
with mental retardation. Methods and measures. Behav Modif. 15(3):419-43. (A38)
Hobden K.L. and LeRoy B.W. unknown. Assessing Mental Health Concerns in Adult with Intellectual
Disability (web version). Developmental Disabilities Institute. Wayne State University. (A14)
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Comprehensiveness of mental health evaluation

QI 11 (A). During index (first) mental health visit or within the first 90 days of the intake evaluation,
the client’s means of communication should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of a
probable mental health condition for which there is no prior documentation of its presence
during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1) change in
developmental trajectory, such as lack of normal progression or loss of developmental
milestones (motor, verbal, and/or social); 2) change in emotions, behavior, thought content or
processes, perception or cognition such as depressed mood, hyperactivity, impulsivity,
inattention, disorganized thoughts, paranoia, or hallucinations (auditory, visual, tactile,
olfactory); 3) high risk behaviors such as self-injurious behaviors (i.e., head-banging, selfbiting), suicidal ideation or past year suicide attempt, or worsening of physical aggression
toward others or property; or 4) cognitive changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family therapist,
psychologist.
Examples of means of communication include: fully verbal using sentences, short phrases, 1-2
words, repetitive noises or grunting, facial expressions, hand signals, use of technologies, relies
on caregiver to translate.
Exclusion: Any mental health symptom or change in behavior that is documented to place client
at imminent risk to self or others is judged to require referral to the emergency room or
hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and have
documentation of at least one means of communication.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.

2.
3.
4.

Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services with
People with Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_In
tellectual_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf
(A2)
Ami K., Saulnier C., Tsantsanis K., and Volkmar F. Clinical Evaluation in Autism Spectrum Disorders:
Psychological Assessment within a Transdisciplinary Framework. Retrieved September 15, 2013. From:
http://childstudycenter.yale.edu/autism/class/339_63256_clinical_evaluation.pdf (A32)
Silka VR, Hauser MJ. Psychiatric assessment of the person with mental retardation. Psychiatric Annals 1997;
27(3):162-169. (A6)
Davis E., Atezaz S., and Antonacci DJ. 2008. Anxiety Disorders in Persons with Developmental Disabilities:
Empirically Informed Diagnosis and Treatments. Psychiatr Q. 79(3):249-63. (A33)
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QI 12 (A). During index (first) mental health visit or within the first 90 days of the intake
evaluation, client’s adaptive functioning (performance capacity and difficulties) should be
documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of a
probable mental health condition for which there is no prior documentation of its presence
during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1) change in
developmental trajectory, such as lack of normal progression or loss of developmental
milestones (motor, verbal, and/or social); 2) change in emotions, behavior, thought content or
processes, perception or cognition such as depressed mood, hyperactivity, impulsivity,
inattention, disorganized thoughts, paranoia, or hallucinations (auditory, visual, tactile,
olfactory); 3) high risk behaviors such as self-injurious behaviors (i.e., head-banging, selfbiting), suicidal ideation or past year suicide attempt, or worsening of physical aggression
toward others or property; or 4) cognitive changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family therapist,
psychologist.
Examples of adaptive functioning include: ability/inability to cope with the natural and social
demands of the environment including Practical Skills (manage your home and personal care,
manage money, use the telephone, use transportation, stay safe and healthy, follow schedules
and routines, work), Social Skills (behave, talk to and understand others, feel about yourself,
solve problems, make one’s own decisions, follow rules, and obey the law), and Conceptual
Skills (ability to plan and organize, use abstract concepts like time, money, numbers).
Exclusion: Any mental health symptom or change in behavior that is documented to place client
at imminent risk to self or others is judged to require referral to the emergency room or
hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and have
documentation of client’s adaptive functioning (performance capacity and difficulties).
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.

2.

3.
4.

Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services with
People with Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_In
tellectual_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf
(A2)
Desrochers MN, Hile MG, Williams-Moseley TL. 1997. Survey of functional assessment procedures used with
individuals who display mental retardation and severe problem behaviors. Am J Ment Retard. 101(5):535-46.
(A37)
Silka VR, Hauser MJ. Psychiatric assessment of the person with mental retardation. Psychiatric Annals 1997;
27(3):162-169 (A6)
Tassé, M.J., Havercamp, S.M., & Thompson, C. 2006. Practice Guidelines in Working with Individuals who have
Developmental Disabilities. Concord, NC: PBH. (A35)
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QI 13 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, the presence or absence of at least one strength should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of a
probable mental health condition for which there is no prior documentation of its presence
during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1) change in
developmental trajectory, such as lack of normal progression or loss of developmental
milestones (motor, verbal, and/or social); 2) change in emotions, behavior, thought content or
processes, perception or cognition such as depressed mood, hyperactivity, impulsivity,
inattention, disorganized thoughts, paranoia, or hallucinations (auditory, visual, tactile,
olfactory); 3) high risk behaviors such as self-injurious behaviors (i.e., head-banging, selfbiting), suicidal ideation or past year suicide attempt, or worsening of physical aggression
toward others or property; or 4) cognitive changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family therapist,
psychologist.
Examples of strengths include: good disposition, even temperament, able to make friends,
motivated to follow rules, responds well to positive comments, gets along well with others,
cooperative, respectful of others, able to follow simple directions.
Exclusion: Any mental health symptom or change in behavior that is documented to place client
at imminent risk to self or others is judged to require referral to the emergency room or
hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and the presence or
absence of at least one strength is documented.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.

2.

Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services with People with
Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_Intellectu
al_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf (A2)
Graybeal, C. (2001). Strengths-based social work assessment: Transforming the dominant paradigm. Families in
Society: The Journal of Contemporary Social Services, 82(3), 233-242. (A50)

20

QI 14 (A). During index (first) mental health visit or within the first 90 days of the intake evaluation,
the presence or absence of at least one stressor that often triggers or exacerbates mental health
problems in people with developmental disabilities should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of
a probable mental health condition for which there is no prior documentation of its
presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Examples of stressors include: victim or witness to trauma or abuse, personal loss,
rejection, change in usual environment, loss of services, change in usual care providers,
primary caregiver stress, primary caregiver mental health problem, change in social
supports, transitions, medical illness, co-morbid disability, stigmatization, frustration
(e.g. with communication or lack of choice).
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and have
documentation of the presence or absence of at least one stressor.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.

3.

Tassé, M.J., Havercamp, S.M., & Thompson, C. 2006. Practice Guidelines in Working with Individuals
who have Developmental Disabilities. Concord, NC: PBH. (A35)
Zima B.; Hurlburt M.S.; Knapp P. et al. (2005). Quality of Publicly-Funded Outpatient Specialty
Mental Health Care for Common Childhood Psychiatric Disorders in California. J. AM. ACAD. Child
Adolesc. Psychiatry. 44:2. (A4)
Aman MG, Crismon ML, Frances A, et al., eds. 2004. Treatment of Psychiatric and Behavioral
Problems in Individuals with Mental Retardation: An Update of the Expert Consensus Guidelines.
Englewood, CA: Postgraduate Institute for Medicine. (A47)
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QI 15 (A). During index (first) mental health visit or within the first 90 days of the intake evaluation,
impact of the mental health symptom on life functioning should be documented.

Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of
a probable mental health condition for which there is no prior documentation of its
presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Examples of changes in life functioning: 1) social: withdrawal from peers, difficulties
getting along with others; 2) academic: deterioration in school performance, school
refusal, worsening of compliance with basic classroom rules; and 3) occupational:
deterioration in work performance, job loss, difficulties complying with basic work
environment.
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and have
documentation of the impact of the mental health symptom on life functioning.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records (i.e., DMH triage form)
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.

Silka VR, Hauser MJ. Psychiatric assessment of the person with mental retardation. Psychiatric Annals
1997; 27(3):162-169. (A6)
American Academy of Child and Adolescent Psychiatry. Practice Parameters for the Psychiatric
Assessment of Children and Adolescents. J Am Acad Child Adolesc Psychiatry. 1997;36 (10
Supplement):4S-20S. (A49)
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QI 16 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, at least one diagnosis using DSM-5 or DM-ID nomenclature should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of
a probable mental health condition for which there is no prior documentation of its
presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Diagnosis could include working diagnoses (i.e., “rule out”, R/O)
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and have
documentation of at least one diagnosis using DSM-5 or DM-ID nomenclature.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.

Mazzone L, Postorino V, De Peppo L, et al. (2013). Mood symptoms in children and adolescents with
autism spectrum disorders. Res Dev Disabil. Volume 34(11). (A36)
American Academy of Child and Adolescent Psychiatry. Practice Parameters for the Psychiatric
Assessment of Children and Adolescents. J Am Acad Child Adolesc Psychiatry. 1997;36 (10
Supplement):4S-20S. (A49)
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QI 17 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, the presence of DSM-5 or DM-ID diagnostic criteria that supports at least one diagnosis
should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of
a probable mental health condition for which there is no prior documentation of its
presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Diagnosis could include working diagnoses (i.e., “rule out”, R/O)
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and have
documentation of the DSM-5 or DM-ID diagnostic criteria that supports at least one
diagnosis.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.

Mazzone L, Postorino V, De Peppo L, et al. (2013). Mood symptoms in children and adolescents with
autism spectrum disorders. Res Dev Disabil. Volume 34(11). (A36)
American Academy of Child and Adolescent Psychiatry. Practice Parameters for the Psychiatric
Assessment of Children and Adolescents. J Am Acad Child Adolesc Psychiatry. 1997;36 (10
Supplement):4S-20S. (A49)
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QI 18 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, the presence or absence of a history of prior mental health care (inpatient, outpatient,
in-home, group home, school-based) should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of a
probable mental health condition for which there is no prior documentation of its presence
during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1) change in
developmental trajectory, such as lack of normal progression or loss of developmental
milestones (motor, verbal, and/or social); 2) change in emotions, behavior, thought content or
processes, perception or cognition such as depressed mood, hyperactivity, impulsivity,
inattention, disorganized thoughts, paranoia, or hallucinations (auditory, visual, tactile,
olfactory); 3) high risk behaviors such as self-injurious behaviors (i.e., head-banging, selfbiting), suicidal ideation or past year suicide attempt, or worsening of physical aggression
toward others or property; or 4) cognitive changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family therapist,
psychologist.
Exclusion: Any mental health symptom or change in behavior that is documented to place client
at imminent risk to self or others is judged to require referral to the emergency room or
hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and presence or
absence of a history of prior mental health care (inpatient, outpatient, in-home, group home,
school-based) is documented.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.

2.

Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services with
People with Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_In
tellectual_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf
(A2)
American Academy of Child and Adolescent Psychiatry. Practice Parameters for the Psychiatric Assessment of
Children and Adolescents. J Am Acad Child Adolesc Psychiatry. 1997;36 (10 Supplement):4S-20S. (A49)
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QI 19 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, the presence or absence of a history of prior behavioral therapy and supports (e.g.

Applied Behavioral Analysis, one-on-one aid) should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of a
probable mental health condition for which there is no prior documentation of its presence
during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1) change in
developmental trajectory, such as lack of normal progression or loss of developmental
milestones (motor, verbal, and/or social); 2) change in emotions, behavior, thought content or
processes, perception or cognition such as depressed mood, hyperactivity, impulsivity,
inattention, disorganized thoughts, paranoia, or hallucinations (auditory, visual, tactile,
olfactory); 3) high risk behaviors such as self-injurious behaviors (i.e., head-banging, selfbiting), suicidal ideation or past year suicide attempt, or worsening of physical aggression
toward others or property; or 4) cognitive changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family therapist,
psychologist.
Exclusion: Any mental health symptom or change in behavior that is documented to place client
at imminent risk to self or others is judged to require referral to the emergency room or
hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and presence or
absence of prior behavioral therapy and supports (e.g. Applied Behavioral Analysis, one-on-one
aid) is documented.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.

2.

Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services with
People with Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_In
tellectual_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf
(A2)
Tassé, M.J., Havercamp, S.M., & Thompson, C. 2006. Practice Guidelines in Working with Individuals who have
Developmental Disabilities. Concord, NC: PBH. (A35)
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QI 20 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, the presence or absence of a history of prior environmental change should be
documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of a
probable mental health condition for which there is no prior documentation of its presence
during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1) change in
developmental trajectory, such as lack of normal progression or loss of developmental
milestones (motor, verbal, and/or social); 2) change in emotions, behavior, thought content or
processes, perception or cognition such as depressed mood, hyperactivity, impulsivity,
inattention, disorganized thoughts, paranoia, or hallucinations (auditory, visual, tactile,
olfactory); 3) high risk behaviors such as self-injurious behaviors (i.e., head-banging, selfbiting), suicidal ideation or past year suicide attempt, or worsening of physical aggression
toward others or property; or 4) cognitive changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family therapist,
psychologist.
Examples of environmental change may include: changes in activities (e.g. restructure tasks to
be easier to complete), changes in work, social groupings or routines; changes in the physical
environment (e.g. reduction in lighting, noise, crowding); enrichment of environment through
social or sensory stimulation.
Exclusion: Any mental health symptom or change in behavior that is documented to place client
at imminent risk to self or others is judged to require referral to the emergency room or
hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and presence or
absence of a history of prior environmental change is documented.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.

Aman MG, Crismon ML, Frances A, et al., eds. 2004. Treatment of Psychiatric and Behavioral Problems in
Individuals with Mental Retardation: An Update of the Expert Consensus Guidelines. Englewood, CA:
Postgraduate Institute for Medicine. (A47)
Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services with
People with Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_In
tellectual_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf
(A2)
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QI 21 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, the presence or absence of a history of prior speech, occupational or physical therapy
should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of a
probable mental health condition for which there is no prior documentation of its presence
during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1) change in
developmental trajectory, such as lack of normal progression or loss of developmental
milestones (motor, verbal, and/or social); 2) change in emotions, behavior, thought content or
processes, perception or cognition such as depressed mood, hyperactivity, impulsivity,
inattention, disorganized thoughts, paranoia, or hallucinations (auditory, visual, tactile,
olfactory); 3) high risk behaviors such as self-injurious behaviors (i.e., head-banging, selfbiting), suicidal ideation or past year suicide attempt, or worsening of physical aggression
toward others or property; or 4) cognitive changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family therapist,
psychologist.
Exclusion: Any mental health symptom or change in behavior that is documented to place client
at imminent risk to self or others is judged to require referral to the emergency room or
hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and presence or
absence of prior speech, occupational or physical therapy is documented.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.

Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services with
People with Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_In
tellectual_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf
(A2)
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QI 22 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, the presence or absence of a history of prior psychotropic medication use should be
documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of a
probable mental health condition for which there is no prior documentation of its presence
during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for any psychotropic medication include the following medication classes:
stimulants, atomoxetine, antidepressants, mood stabilizers, typical and atypical antipsychotics,
and benzodiazepines.
Inclusion criteria for symptoms of a probable mental health condition may include: 1) change in
developmental trajectory, such as lack of normal progression or loss of developmental
milestones (motor, verbal, and/or social); 2) change in emotions, behavior, thought content or
processes, perception or cognition such as depressed mood, hyperactivity, impulsivity,
inattention, disorganized thoughts, paranoia, or hallucinations (auditory, visual, tactile,
olfactory); 3) high risk behaviors such as self-injurious behaviors (i.e., head-banging, selfbiting), suicidal ideation or past year suicide attempt, or worsening of physical aggression
toward others or property; or 4) cognitive changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family therapist,
psychologist.
Exclusion: Any mental health symptom or change in behavior that is documented to place client
at imminent risk to self or others is judged to require referral to the emergency room or
hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and presence or
absence of prior psychotropic medication use is documented.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.

2.

Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services with
People with Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_In
tellectual_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf
(A2)
American Academy of Child and Adolescent Psychiatry. Practice Parameters for the Psychiatric Assessment of
Children and Adolescents. J Am Acad Child Adolesc Psychiatry. 1997;36 (10 Supplement):4S-20S. (A49)
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QI 23 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, a developmental history should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of
a probable mental health condition for which there is no prior documentation of its
presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Components of a developmental history could include: the age at which acquired skills
or milestones in development (such as reaching, rolling, crawling, first words,
comprehension) were achieved; standardized tests of development that were
administered to assess how much the client's current functioning is consistent with
expectations; descriptions of the duration, pervasiveness and modifiability of symptoms
and signs of developmental delay, as well as the extent to which they are associated
with impairments in social role functioning.
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and
developmental history is documented.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records.
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.

Bolton, P. (2001). Developmental assessment. Advances in Psychiatric Treatment, 7(1), 32-40. (A48)
American Academy of Child and Adolescent Psychiatry. Practice Parameters for the Psychiatric
Assessment of Children and Adolescents. J Am Acad Child Adolesc Psychiatry. 1997;36 (10
Supplement):4S-20S. (A49)
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QI 24 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, a medical history should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of a
probable mental health condition for which there is no prior documentation of its presence
during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1) change in
developmental trajectory, such as lack of normal progression or loss of developmental
milestones (motor, verbal, and/or social); 2) change in emotions, behavior, thought content or
processes, perception or cognition such as depressed mood, hyperactivity, impulsivity,
inattention, disorganized thoughts, paranoia, or hallucinations (auditory, visual, tactile,
olfactory); 3) high risk behaviors such as self-injurious behaviors (i.e., head-banging, selfbiting), suicidal ideation or past year suicide attempt, or worsening of physical aggression
toward others or property; or 4) cognitive changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family therapist,
psychologist.
Components of a medical history could include: presence or absence of any allergies
(medicines, environmental, food), prior medical illness, surgeries or trauma, review of systems.
Exclusion: Any mental health symptom or change in behavior that is documented to place client
at imminent risk to self or others is judged to require referral to the emergency room or
hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and medical history is
documented.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records.
Evidence base: Numbers following citation are the cross references to the literature review
1.

2.

Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services with
People with Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_In
tellectual_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf
(A2)
American Academy of Child and Adolescent Psychiatry. Practice Parameters for the Psychiatric Assessment of
Children and Adolescents. J Am Acad Child Adolesc Psychiatry. 1997;36 (10 Supplement):4S-20S. (A49)
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QI 25 (A). During index (first) mental health visit or within the first 90 days of the intake
evaluation, the client’s family history should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of
a probable mental health condition for which there is no prior documentation of its
presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Examples of family history notations include: mental illness, substance abuse, and other
medical disorders.
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and have
documentation of client’s family history.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.

Silka VR, Hauser MJ. Psychiatric assessment of the person with mental retardation. Psychiatric Annals
1997; 27(3):162-169. (A6)
Singh N, Sood A, Sonenklar N, Ellis CR. 1991. Assessment and diagnosis of mental illness in persons
with mental retardation. Methods and measures. Behav Modif. 15(3):419-43. (A38)
American Academy of Child and Adolescent Psychiatry. Practice Parameters for the Psychiatric
Assessment of Children and Adolescents. J Am Acad Child Adolesc Psychiatry. 1997;36 (10
Supplement):4S-20S. (A49)
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QI 26 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, a list of current medications (i.e., within past 30 days) should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of a
probable mental health condition for which there is no prior documentation of its presence
during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1) change in
developmental trajectory, such as lack of normal progression or loss of developmental
milestones (motor, verbal, and/or social); 2) change in emotions, behavior, thought content or
processes, perception or cognition such as depressed mood, hyperactivity, impulsivity,
inattention, disorganized thoughts, paranoia, or hallucinations (auditory, visual, tactile,
olfactory); 3) high risk behaviors such as self-injurious behaviors (i.e., head-banging, selfbiting), suicidal ideation or past year suicide attempt, or worsening of physical aggression
toward others or property; or 4) cognitive changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family therapist,
psychologist.
List of current medications: any medication taken within past 30 days, may include one-time or
on-going medications.
Exclusion: Any mental health symptom or change in behavior that is documented to place client
at imminent risk to self or others is judged to require referral to the emergency room or
hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and a list of current
medications (i.e., within past 30 days) or no recent medications taken is documented.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.

2.

Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services with
People with Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_In
tellectual_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf
(A2)
American Academy of Child and Adolescent Psychiatry. Practice Parameters for the Psychiatric Assessment of
Children and Adolescents. J Am Acad Child Adolesc Psychiatry. 1997;36 (10 Supplement):4S-20S. (A49)
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QI 27 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, a mental status examination should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of a
probable mental health condition for which there is no prior documentation of its presence
during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1) change in
developmental trajectory, such as lack of normal progression or loss of developmental
milestones (motor, verbal, and/or social); 2) change in emotions, behavior, thought content or
processes, perception or cognition such as depressed mood, hyperactivity, impulsivity,
inattention, disorganized thoughts, paranoia, or hallucinations (auditory, visual, tactile,
olfactory); 3) high risk behaviors such as self-injurious behaviors (i.e., head-banging, selfbiting), suicidal ideation or past year suicide attempt, or worsening of physical aggression
toward others or property; or 4) cognitive changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family therapist,
psychologist.
Exclusion: Any mental health symptom or change in behavior that is documented to place client
at imminent risk to self or others is judged to require referral to the emergency room or
hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and a mental status
examination is documented.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.

2.

Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services with
People with Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_In
tellectual_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf
(A2)
American Academy of Child and Adolescent Psychiatry. Practice Parameters for the Psychiatric Assessment of
Children and Adolescents. J Am Acad Child Adolesc Psychiatry. 1997;36 (10 Supplement):4S-20S. (A49)
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QI 28 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, one of the following should be documented: 1) a physical exam; 2) patient or caregiver
report that a physical exam done within the 90 days prior to index visit and there is a request by
the mental health professional for a copy of the history and physical exam; 3) referral to a primary
care provider for a physical exam; or 4) clinical rationale by the primary care provider or
psychiatrist for not conducting a physical exam.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of a
probable mental health condition for which there is no prior documentation of its presence
during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1) change in
developmental trajectory, such as lack of normal progression or loss of developmental
milestones (motor, verbal, and/or social); 2) change in emotions, behavior, thought content or
processes, perception or cognition such as depressed mood, hyperactivity, impulsivity,
inattention, disorganized thoughts, paranoia, or hallucinations (auditory, visual, tactile,
olfactory); 3) high risk behaviors such as self-injurious behaviors (i.e., head-banging, selfbiting), suicidal ideation or past year suicide attempt, or worsening of physical aggression
toward others or property; or 4) cognitive changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family therapist,
psychologist.
Exclusion: Any mental health symptom or change in behavior that is documented to place client
at imminent risk to self or others is judged to require referral to the emergency room or
hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and one of the
following is documented: 1) a physical exam; 2) patient or caregiver report that a physical
exam done within the 90 days prior to index visit and there is a request by the mental health
professional for a copy of the history and physical exam; 3) referral to a primary care provider
for a physical exam; or 4) clinical rationale by the primary care provider or psychiatrist for not
conducting a physical exam.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.

3.

4.

Ohio Department of Mental Health-Ohio Department of Mental Retardation and Developmental Disability
Advisory Committee. Clinical Best Practices for Serving People with Developmental Disabilities and Mental
Illness. (A11)
Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services with
People with Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_In
tellectual_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf
(A2)
Zima B.; Hurlburt M.S.; Knapp P. et al. (2005). Quality of Publicly-Funded Outpatient Specialty Mental Health
Care for Common Childhood Psychiatric Disorders in California. J. AM. ACAD. Child Adolesc. Psychiatry. 44:2.
(A4)
American Academy of Child and Adolescent Psychiatry. Practice Parameters for the Psychiatric Assessment of
Children and Adolescents. J Am Acad Child Adolesc Psychiatry. 1997;36 (10 Supplement):4S-20S. (A49)
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QI 29 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, a plan for follow-up or disposition should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of
a probable mental health condition for which there is no prior documentation of its
presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and a plan for
follow-up or disposition is documented.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.

Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services
with People with Intellectual Disabilities. (A2)
Ohio Department of Mental Health-Ohio Department of Mental Retardation and Developmental
Disability Advisory Committee. Clinical Best Practices for Serving People with Developmental
Disabilities and Mental Illness. (A11)
American Academy of Child and Adolescent Psychiatry. Practice Parameters for the Psychiatric
Assessment of Children and Adolescents. J Am Acad Child Adolesc Psychiatry. 1997;36 (10
Supplement):4S-20S. (A49)
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QI 30 (A). During the index (first) mental health visit or within the first 90 days of the intake
evaluation, at least one treatment goal should be documented.
Specifications
Index mental health visit: Any visit for the primary reason to evaluate a symptom(s) of
a probable mental health condition for which there is no prior documentation of its
presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Treatment goals could encompass a number of domains, such as symptoms, behavior,
functional status, residential supports, behavioral supports or social supports.
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index mental health visit and at least
one treatment goal is documented.
Denominator: Clients age 3-64 years who have an index mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.
5.

Kiresuk, T. J., & Sherman, M. R. E. (1968). Goal attainment scaling: A general method for evaluating
comprehensive community mental health programs. Community Mental Health Journal, 4(6), 443453. (attached) (A43)
Stangier U, Ukrow U, Schermelleh-Engel K, Grabe M, Lauterbach W. Intrapersonal conflict in goals
and values of patients with unipolar depression. Psychother Psychosom. 2007;76(3):162–170. (A44)
Street H, O’Connor M, Robinson H. Depression in older adults: exploring the relationship between goal
setting and physical health. Int J Geriatr Psychiatry. 2007;22(11):1115–1119. (A45)
Uebelacker LA, Battle CL, Friedman MA, Cardemil EV, Beevers CG, Miller IW. The importance of
interpersonal treatment goals for depressed inpatients. J Nerv Ment Dis. 2008;196(3):217–222. (A46)
American Academy of Child and Adolescent Psychiatry. Practice Parameters for the Psychiatric
Assessment of Children and Adolescents. J Am Acad Child Adolesc Psychiatry. 1997;36 (10
Supplement):4S-20S. (A49)
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TREATMENT
Treatment: general
QI 31 (T). During the first six months of on-going treatment (i.e., following the 90-day intake
period), at least one treatment goal and client’s progress in meeting that goal should be
documented.
Specifications
Index on-going treatment period: time between the end date of the intake period (i.e.,
90 days since index first mental health visit) and the following 6 months. A 45-day time
window is allowed before and after the 6-month date (i.e., total 90-day time window
centered by 6 month date) to identify at least one visit during which 6-month treatment
goal and progress monitoring should occur.
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Treatment goals could encompass a number of domains, such as symptoms, behavior,
functional status, residential supports, behavioral supports or social supports.
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Exclusion: Clients that do not have at least one mental health visit within the 90 day
time window of the 6 month date for the index on-going treatment period.
Numerator: Clients age 3-64 years who have at least two mental health visits during the
on-going treatment period (for which one is within the 90-day time window of the 6
month date) and at least one treatment goal and client’s progress in meeting that goal is
documented.
Denominator: Clients age 3-64 years who have at least 2 mental health visits during the
on-going treatment period (for which one is within the 90-day time window of the 6
month date).
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.

American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Autism and Other Pervasive
Developmental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1611-1615. (T1)
Aman MG, Crismon ML, Frances A, et al., eds. 2004. Treatment of Psychiatric and Behavioral
Problems in Individuals with Mental Retardation: An Update of the Expert Consensus Guidelines.
Englewood, CA: Postgraduate Institute for Medicine. (T2)
American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Mental Retardation and
Comorbid Mental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1606-1610. (T3)
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Treatment: Psychotherapy
QI 32 (T). During the first mental health visit or within the first 90 days of the intake evaluation, a
recommendation for any individual psychotherapy or provision of at least one individual
psychotherapy session or clinical rationale for not recommending individual psychotherapy should
be documented.
Specifications
Index first mental health visit: Any visit for the primary reason to evaluate a
symptom(s) of a probable mental health condition for which there is no prior
documentation of its presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Examples of clinical rationale for not recommending individual psychotherapy include
documentation that the developmental disability is considered too limiting for insight,
severe communication skill deficits, or primary caregiver for a minor does not want it.
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index first mental health visit and at
least one recommendation for any individual psychotherapy or provision of at least one
individual psychotherapy session or rationale for not recommending or providing
individual psychotherapy is documented during the Intake Period.
Denominator: Clients age 3-64 years who have an index first mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.

4.

American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Autism and Other Pervasive
Developmental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1611-1615. (T1)
Aman MG, Crismon ML, Frances A, et al., eds. 2004. Treatment of Psychiatric and Behavioral
Problems in Individuals with Mental Retardation: An Update of the Expert Consensus Guidelines.
Englewood, CA: Postgraduate Institute for Medicine. (T2)
American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Mental Retardation and
Comorbid Mental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1606-1610. (T3)
Antonacci, D. J., & Attiah, N. (2008). Diagnosis and treatment of mood disorders in adults with
developmental disabilities. Psychiatric quarterly, 79(3), 171-192. (T4)
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QI 33 (T). During the first mental health visit or within the first 90 days of the intake evaluation, a
recommendation for an evidence-based psychotherapy or provision of at least one evidence-based
psychotherapy session or clinical rationale for not recommending an evidence-based psychotherapy
should be documented.
Specifications
Index first mental health visit: Any visit for the primary reason to evaluate a
symptom(s) of a probable mental health condition for which there is no prior
documentation of its presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Examples of evidence-based psychotherapies include cognitive behavior therapy,
dialectical behavioral therapy, systematic desensitization.
Examples of clinical rationale for not recommending an evidence-based psychotherapy
include documentation that the developmental disability is considered too limiting for
insight, severe communication skill deficits, primary caregiver for a minor does not want
it.
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index first mental health visit and at
least one recommendation for an evidence-based psychotherapy or provision of at least
one evidence-based psychotherapy session or rationale for not recommending or
providing an evidence-based psychotherapy is documented during the Intake Period.
Denominator: Clients age 3-64 years who have an index first mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.

1.

2.
3.

Aman MG, Crismon ML, Frances A, et al., eds. 2004. Treatment of Psychiatric and Behavioral
Problems in Individuals with Mental Retardation: An Update of the Expert Consensus Guidelines.
Englewood, CA: Postgraduate Institute for Medicine. (T2)
Willner, P., Rose, J., Jahoda, A., Kroese, B. S., Felce, D., MacMahon, P., ... & Hood, K. (2013). A
Cluster Randomised Controlled Trial of a Manualised Cognitive Behavioural Anger Management
Intervention Delivered by Supervised Lay Therapists to People with Intellectual Disabilities. Health
Technology Assessment, 17(21). (T23)
Hassiotis, A., Serfaty, M., Azam, K., Strydom, A., Blizard, R., Romeo, R., ... & King, M. (2013).
Manualised Individual Cognitive Behavioural Therapy for mood disorders in people with mild to
moderate intellectual disability: A feasibility randomised controlled trial. Journal of affective disorders.
(T24)
Reaven, J., Blakeley‐Smith, A., Culhane‐Shelburne, K., & Hepburn, S. (2012). Group cognitive
behavior therapy for children with high‐functioning autism spectrum disorders and anxiety: A
randomized trial. Journal of Child Psychology and Psychiatry, 53(4), 410-419. (T25)
Reaven, J., Blakeley-Smith, A., Leuthe, E., Moody, E., & Hepburn, S. (2012). Facing Your Fears in
Adolescence: Cognitive-Behavioral Therapy for High-Functioning Autism Spectrum Disorders and
Anxiety. Autism research and treatment, 2012. (T26)
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QI 34 (T). During the first mental health visit or within the first 90 days of the intake evaluation, a
recommendation for a behavior program or provision of at least one session during which
education about at least one behavior modification technique is provided or clinical rationale for not
recommending any behavior therapy should be documented.
Specifications
Index first mental health visit: Any visit for the primary reason to evaluate a
symptom(s) of a probable mental health condition for which there is no prior
documentation of its presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Examples of behavior program or behavioral modification technique include
praise/ignore, parent training, contingency management, “star charts”, points system,
token economy.
Examples of clinical rationale for not recommending any behavior therapy is that client is
already receiving behavioral interventions (i.e., in placement), primary caregiver for a
minor does not want it or is unable to provide, not clinically indicated given severity of
developmental disability.
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3-64 years who have an index first mental health visit and a
recommendation for a behavior program or provision of at least one session during
which education about at least one behavior modification technique is provided or
clinical rationale for not recommending any behavior therapy is documented during the
Intake Period.
Denominator: Clients age 3-64 years who have an index first mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.
5.

American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Autism and Other Pervasive
Developmental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1611-1615. (T1)
Aman MG, Crismon ML, Frances A, et al., eds. 2004. Treatment of Psychiatric and Behavioral
Problems in Individuals with Mental Retardation: An Update of the Expert Consensus Guidelines.
Englewood, CA: Postgraduate Institute for Medicine. (T2)
American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Mental Retardation and
Comorbid Mental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1606-1610. (T3)
Antonacci, D. J., & Attiah, N. (2008). Diagnosis and treatment of mood disorders in adults with
developmental disabilities. Psychiatric quarterly, 79(3), 171-192. (T4)
Sturmey, P. (2012). Treatment of psychopathology in people with intellectual and other disabilities.
Canadian journal of psychiatry. Revue canadienne de psychiatrie, 57(10), 593-600. (T27)
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QI 35 (T). During the first mental health visit or within the first 90 days of the intake evaluation
for clients between the ages of 3-12: 1) a recommendation for a family session; or 2) a primary
caregiver’s participation in the session; or 3) clinical rationale for not recommending any family or
primary caregiver sessions should be documented.
Specifications
Index first mental health visit: Any visit for the primary reason to evaluate a
symptom(s) of a probable mental health condition for which there is no prior
documentation of its presence during the 6 months prior to the index visit.
Intake period: date of index mental health visit and following 89 days=90 days
Inclusion criteria for symptoms of a probable mental health condition may include: 1)
change in developmental trajectory, such as lack of normal progression or loss of
developmental milestones (motor, verbal, and/or social); 2) change in emotions,
behavior, thought content or processes, perception or cognition such as depressed
mood, hyperactivity, impulsivity, inattention, disorganized thoughts, paranoia, or
hallucinations (auditory, visual, tactile, olfactory); 3) high risk behaviors such as selfinjurious behaviors (i.e., head-banging, self-biting), suicidal ideation or past year suicide
attempt, or worsening of physical aggression toward others or property; or 4) cognitive
changes such as decrease in memory.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner, social worker, marriage and family
therapist, psychologist.
Examples of clinical rationale for not recommending any family therapy is that client is
already receiving family interventions (i.e., in placement, or other mental health
professional), primary caregiver does not want it or is unable to participate, or minor
does not have a parent or legal guardian (i.e., ward of the court).
Exclusion: Any mental health symptom or change in behavior that is documented to
place client at imminent risk to self or others is judged to require referral to the
emergency room or hospital.
Numerator: Clients age 3- 12 years who have an index first mental health visit and: 1) a
recommendation for a family session; or 2) a primary caregiver’s participation in the
session; or 3) clinical rationale for not recommending any family sessions is documented
during the Intake Period.
Denominator: Clients age 3- 12 years who have an index first mental health visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.
5.

American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Autism and Other Pervasive
Developmental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1611-1615. (T1)
Aman MG, Crismon ML, Frances A, et al., eds. 2004. Treatment of Psychiatric and Behavioral
Problems in Individuals with Mental Retardation: An Update of the Expert Consensus Guidelines.
Englewood, CA: Postgraduate Institute for Medicine. (T2)
American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Mental Retardation and
Comorbid Mental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1606-1610. (T3)
Hand, A., Raghallaigh, C. N., Cuppage, J., Coyle, S., & Sharry, J. (2012). A controlled clinical
evaluation of the Parents Plus Children’s Programme for parents of children aged 6–12 with mild
intellectual disability in a school setting. Clinical child psychology and psychiatry. (T28)
Sanders, M. R. (1999). Triple P-Positive Parenting Program: Towards an empirically validated
multilevel parenting and family support strategy for the prevention of behavior and emotional
problems in children. Clinical child and family psychology review, 2(2), 71-90. (T33)
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Treatment: Pharmacological Therapy

Pharmacological therapy: general
QI 36 (T). Prior to starting any new psychotropic medication, consent for medication treatment
should be documented.
Specifications
Index new psychotropic medication visit: date of visit during which any new psychotropic medication
is prescribed. A newly prescribed psychotropic medication is any medication for which there is no
prior documentation of prescription by the provider in the past 6 months.
Inclusion criteria for any psychotropic medication include the following medication classes:
stimulants, atomoxetine, antidepressants, mood stabilizers, typical and atypical antipsychotics, and
benzodiazepines.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics (general,
developmental behavioral), psychiatry (general, child & adolescent) or internal medicine; physician
assistant, nurse practitioner.
Examples of medication consent could include a medication consent form signed by an adult client
or by his/her conservator or surrogate decision maker; by a parent or legal guardian if client is a
minor; or a copy of a request for court authorization if the client is a ward of the court.
Numerator: Clients age 3-64 years who have an index new psychotropic medication visit and
consent for medication treatment is documented during that visit.
Denominator: Clients age 3-64 years who have an index new psychotropic medication visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.

American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the Assessment and
Treatment of Children, Adolescents, and Adults with Autism and Other Pervasive Developmental Disorders. J Am
Acad Child Adolesc Psychiatry, 38(12), 1611-1615. (T1)
Aman MG, Crismon ML, Frances A, et al., eds. 2004. Treatment of Psychiatric and Behavioral Problems in Individuals
with Mental Retardation: An Update of the Expert Consensus Guidelines. Englewood, CA: Postgraduate Institute for
Medicine. (T2)
American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the Assessment and
Treatment of Children, Adolescents, and Adults with Mental Retardation and Comorbid Mental Disorders. J Am Acad
Child Adolesc Psychiatry, 38(12), 1606-1610. (T3)
Mental Health Commission. Code of Practice: Guidance for Persons working in Mental Health Services with People
with Intellectual Disabilities. Retrieved September 17 2013 from
http://www.mhcirl.ie/Mental_Health_Act_2001/Mental_Health_Commission_Codes_of_Practice/People_with_Intellect
ual_Disabilities/Code_of_Practice__Guidance_for_Persons_working_in_Mental_Health_Services_with_People_with_Intellectual_Disabilities.pdf (T32)
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QI 37 (T). During a medication visit during which a new psychotropic medication is prescribed, at
least one target symptom that medication treatment is anticipated to address should be
documented.
Specifications
Index new psychotropic medication visit: date of visit during which any new
psychotropic medication is prescribed. A newly prescribed psychotropic medication is
any medication for which there is no prior documentation of prescription by the provider
in the past 6 months.
Inclusion criteria for any psychotropic medication include the following medication
classes: stimulants, atomoxetine, antidepressants, mood stabilizers, typical and atypical
antipsychotics, and benzodiazepines.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner.
Examples of target symptoms include: hyperactivity, impulsivity, depressed mood,
anxiety, mood lability, repetitive behaviors, self-injurious behaviors, psychotic
symptoms, severe agitation, functional impairments (social, family, academic/work
areas). Note: target symptom (s) may be recorded in the record abstraction tool.
Additional analyses would be merited to explore whether appropriateness of the
medication can be classified.
Numerator: Clients age 3-64 years who have an index new psychotropic medication visit
and at least one target symptom that medication treatment is anticipated to address is
documented during that visit.
Denominator: Clients age 3-64 years who have an index new psychotropic medication
visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.
5.
6.

7.

8.

American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Autism and Other Pervasive
Developmental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1611-1615. (T1)
Aman MG, Crismon ML, Frances A, et al., eds. 2004. Treatment of Psychiatric and Behavioral
Problems in Individuals with Mental Retardation: An Update of the Expert Consensus Guidelines.
Englewood, CA: Postgraduate Institute for Medicine. (T2)
American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Mental Retardation and
Comorbid Mental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1606-1610. (T3)
Ulzen, T. P., & Powers, R. E. (2008). A review of empirical evidence of somatic treatment options for
the MI/DD population. Psychiatric Quarterly, 79(3), 265-273. (T5)
Sohanpal, S. K., Deb, S., Thomas, C., Soni, R., Lenôtre, L., & Unwin, G. (2007). The effectiveness of
antidepressant medication in the management of behaviour problems in adults with intellectual
disabilities: a systematic review. Journal of Intellectual Disability Research, 51(10), 750-765. (T8)
Deb, S., Chaplin, R., Sohanpal, S., Unwin, G., Soni, R., & Lenotre, L. (2008). The effectiveness of
mood stabilizers and antiepileptic medication for the management of behaviour problems in adults
with intellectual disability: a systematic review. Journal of Intellectual Disability Research, 52(2), 107113. (T9)
Deb, S., Sohanpal, S. K., Soni, R., Lentre, L., & Unwin, G. (2007). The effectiveness of antipsychotic
medication in the management of behaviour problems in adults with intellectual disabilities. Journal of
Intellectual Disability Research, 51(10), 766-777. (T10)
Luiselli, J. K., Blew, P., & Thibadeau, S. (2001). Therapeutic Effects and Long-Term Efficacy of
Antidepressant Medication for Persons with Developmental Disabilities Behavioral Assessment in Two
Cases of Treatment-Resistant Aggression and Self-Injury. Behavior modification, 25(1), 62-78. (T12)
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QI 38 (T). During a medication visit during which a new psychotropic medication is prescribed,
client education about possible medication side effects should be documented.
Specifications
Index new psychotropic medication visit: date of visit during which any new
psychotropic medication is prescribed. A newly prescribed psychotropic medication is
any medication for which there is no prior documentation of a prescription by the
provider in the past 6 months.
Inclusion criteria for any psychotropic medication include the following medication
classes: stimulants, atomoxetine, antidepressants, mood stabilizers, typical and atypical
antipsychotics, and benzodiazepines.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner.
Client education could include discussion with the parent or legal guardian if client is a
minor, primary caregiver or conservator if adult client and there is documentation of
severe developmental disability, or adult client.
Examples of medication side effects include: change in appetite, weight gain, akathisia,
stiffness, tics, tremors, tardive dyskinesia, metabolic abnormalities, nausea, headache,
insomnia, irritability, suicidal ideation, orthostatic hypotension, daytime sedation,
anticholinergic side effects. Note: medication side effects reviewed may be recorded in
the record abstraction tool. Additional analyses would be merited to explore whether
side effects align with those for the newly prescribed medication.
Numerator: Clients age 3-64 years who have an index new psychotropic medication visit
and client education about possible medication side effects is documented during that
visit.
Denominator: Clients age 3-64 years who have an index new psychotropic medication
visit.
Data Sources: medical or mental health provider records (e.g., progress note or
medication consent form)
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.
5.
6.

American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Autism and Other Pervasive
Developmental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1611-1615. (T1)
Aman MG, Crismon ML, Frances A, et al., eds. 2004. Treatment of Psychiatric and Behavioral
Problems in Individuals with Mental Retardation: An Update of the Expert Consensus Guidelines.
Englewood, CA: Postgraduate Institute for Medicine. (T2)
American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Mental Retardation and
Comorbid Mental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1606-1610. (T3)
Ulzen, T. P., & Powers, R. E. (2008). A review of empirical evidence of somatic treatment options for
the MI/DD population. Psychiatric Quarterly, 79(3), 265-273. (T5)
Deb, S., Sohanpal, S. K., Soni, R., Lentre, L., & Unwin, G. (2007). The effectiveness of antipsychotic
medication in the management of behaviour problems in adults with intellectual disabilities. Journal of
Intellectual Disability Research, 51(10), 766-777. (T10)
Unwin, G. L., & Deb, S. (2011). Efficacy of atypical antipsychotic medication in the management of
behaviour problems in children with intellectual disabilities and borderline intelligence: A systematic
review. Research in developmental disabilities, 32(6), 2121-2133. (T11)
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QI 39 (T). For clients between the ages of 3-18, during a medication visit during which a new
antipsychotic medication is prescribed a diagnosis of a psychotic disorder or clinical rationale for
use of antipsychotic medication should be documented.
Specifications
Index new antipsychotic medication visit: date of visit during which any new
antipsychotic medication is prescribed. A newly prescribed antipsychotic medication is
defined as medication for which there is no prior documentation of prescription of that
medication by the provider in the past 6 months.
Inclusion criteria for any antipsychotic medication include any typical or atypical
antipsychotic medication. Typical: chlorpromazine, fluphenazine, haloperidol, loxapine,
perphenazine, pimozide, thioridazine, thiothixene, trifluoperazine. Atypical:
aripiprazole, asenapine, clozapine, iloperidone, lurasidone, olanzapine, paliperidone,
quetiapine, risperidone, ziprasidone
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner.
Numerator: Clients age 3-18 years who have an index new antipsychotic medication
visit and a diagnosis of a psychotic disorder or clinical rationale for use of an
antipsychotic medication is documented during that visit.
Denominator: Clients age 3-18 years who have an index new antipsychotic medication
visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.
5.
6.
7.
8.

American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
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Developmental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1611-1615. (T1)
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Ulzen, T. P., & Powers, R. E. (2008). A review of empirical evidence of somatic treatment options for
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QI 40 (T). For adults, two antipsychotic medications should not be concurrently prescribed unless
there is documentation that medication is being cross-titrated within a 90 day period.
Specifications
Index 2 Rx visit: date of visit during which two antipsychotic medications are prescribed
or documented as routinely taken (do not include prn’s).
Inclusion criteria for any antipsychotic medication include any typical or atypical
antipsychotic medication. Typical: chlorpromazine, fluphenazine, haloperidol, loxapine,
perphenazine, pimozide, thioridazine, thiothixene, trifluoperazine. Atypical:
aripiprazole, asenapine, clozapine, iloperidone, lurasidone, olanzapine, paliperidone,
quetiapine, risperidone, ziprasidone
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner.
Inclusion criteria for cross-titration: documentation that medication treatment plan is to
increase newly prescribed antipsychotic medication while decreasing the dose of prior
antipsychotic medication. Cross titration period should not exceed 90 days.
Numerator: Clients age 18-64 years who have an index 2 Rx visit and there is
documentation that medication is being cross-titrated within a 90 day period.
Denominator: Clients age 18-64 years who have an index 2 Rx visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.
5.
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Pharmacological therapy: safety
QI 41 (T). During a medication visit during which a new atypical antipsychotic medication is
prescribed, baseline vital signs should be documented.
Specifications
Index new atypical antipsychotic medication visit: date of visit during which any new
atypical antipsychotic medication is prescribed. A newly prescribed atypical
antipsychotic medication is defined as a medication for which there is no prior
documentation of prescription of that medication by the provider in the past 6 months.
Atypical antipsychotic medications include aripiprazole, asenapine, clozapine,
iloperidone, lurasidone, olanzapine, paliperidone, quetiapine, risperidone, ziprasidone
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner.
Vital signs should include at least: height and weight (or BMI), heart rate and blood
pressure (i.e., body temperature is optional).
Numerator: Clients age 3-64 years who have an index new atypical antipsychotic
medication visit and baseline vital signs are documented during that visit.
Denominator: Clients age 3-64 years who have an index new atypical antipsychotic
medication visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
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4.
5.
6.
7.
8.
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QI 42 (T). During every medication follow-up visit during which an atypical antipsychotic
medication is monitored, vital signs should be documented.
Specifications
Index atypical antipsychotic medication follow-up visit: date of visit during which
monitoring of any atypical antipsychotic medication occurs.
Atypical antipsychotic medications include aripiprazole, asenapine, clozapine,
iloperidone, lurasidone, olanzapine, paliperidone, quetiapine, risperidone, ziprasidone
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner.
Vital signs should include at least: height and weight (or BMI), heart rate and blood
pressure (i.e., body temperature is optional).
Numerator: For clients age 3-64 years, vital signs are documented at every index
atypical antipsychotic medication follow-up visit.
Denominator: Clients age 3-64 years who have an index atypical antipsychotic
medication follow-up visit.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.
5.
6.
7.
8.
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QI 43 (T). During a medication visit during which a new atypical antipsychotic medication is
prescribed, baseline laboratory tests to screen for metabolic abnormalities are ordered or results
are recorded within 30 days of this visit.
Specifications
Index new atypical antipsychotic medication visit: date of visit during which any new
atypical antipsychotic medication is prescribed. A newly prescribed atypical
antipsychotic medication is defined as a medication for which there is no prior
documentation of prescription of that medication in the past 6 months.
Atypical antipsychotic medications include aripiprazole, asenapine, clozapine,
iloperidone, lurasidone, olanzapine, paliperidone, quetiapine, risperidone, ziprasidone
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner.
Laboratory tests include: glycosylated hemoglobin level (Hgb A1C) or fasting serum
glucose; and 2) lipid panel or cholesterol and triglycerides
Numerator: Clients age 3-64 years who have an index new atypical antipsychotic
medication visit and baseline laboratory tests to screen for metabolic abnormalities are
ordered or results are recorded within 30 days of index visit.
Denominator: Clients age 3-64 years who have an index atypical antipsychotic
medication visit
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
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3.
4.
5.
6.
7.
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QI 44 (T). If a client is regularly prescribed atypical antipsychotic medication during the 6 month
on-going treatment period, laboratory tests to screen for metabolic abnormalities should be
ordered or results recorded within the 6 month on-going treatment period.
Specifications
Index on-going treatment period: time between the end date of the intake period (i.e.,
90 days since index first mental health visit) and the following 6 months. A 45-day time
window is allowed before and after the 6-month date (i.e., total 90-day time window
centered by 6 month date) to identify at least one index medication visit during which 6month follow-up laboratory test monitoring should occur.
Regularly prescribed atypical antipsychotic medication is defined as at least two mental
health visits during which any atypical antipsychotic medication is prescribed (i.e.,
include any atypical antipsychotic medication type) and at least one of these visits is
within the 90-day time window centered by the 6 month date.
Atypical antipsychotic medications include aripiprazole, asenapine, clozapine,
iloperidone, lurasidone, olanzapine, paliperidone, quetiapine, risperidone, ziprasidone
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner.
Laboratory tests include: glycosylated hemoglobin level (Hgb A1C) or fasting serum
glucose; and 2) lipid panel or cholesterol and triglycerides
Exclusion: Clients that do not have at least one mental health visit within the 90 day
time window of the 6 month date for the index on-going treatment period.
Numerator: Clients age 3-64 years who have been regularly prescribed atypical
antipsychotic medication and laboratory tests to screen for metabolic abnormalities are
ordered or results are recorded within the 90-day time window centered by the 6 month
date.
Denominator: Clients age 3-64 years who have been regularly prescribed atypical
antipsychotic medication during the index ongoing treatment period.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.
5.
6.
7.
8.
9.
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Aman MG, Crismon ML, Frances A, et al., eds. 2004. Treatment of Psychiatric and Behavioral
Problems in Individuals with Mental Retardation: An Update of the Expert Consensus Guidelines.
Englewood, CA: Postgraduate Institute for Medicine. (T2)
American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Mental Retardation and
Comorbid Mental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1606-1610. (T3)
Ulzen, T. P., & Powers, R. E. (2008). A review of empirical evidence of somatic treatment options for
the MI/DD population. Psychiatric Quarterly, 79(3), 265-273. (T5)
McCracken, J. T., McGough, J., Shah, B., Cronin, P., Hong, D., Aman, M. G., ... & McMahon, D.
(2002). Risperidone in children with autism and serious behavioral problems. New England Journal of
Medicine, 347(5), 314-321. (T13)
Aman, M. G., & Gharabawi, G. M. (2004). Treatment of behavior disorders in mental retardation:
report on transitioning to atypical antipsychotics, with an emphasis on risperidone. The Journal of
clinical psychiatry, 65(9), 1197-1210. (T20)
de Kuijper, G., Mulder, H., Evenhuis, H., Scholte, F., Visser, F., & Hoekstra, P. J. (2013).
Determinants of physical health parameters in individuals with intellectual disability who use longterm antipsychotics. Research in Developmental Disabilities, 34(9), 2799-2809. (T22)
de Leon, J., Greenlee, B., Barber, J., Sabaawi, M., & Singh, N. N. (2009). Practical guidelines for the
use of new generation antipsychotic drugs (except clozapine) in adult individuals with intellectual
disabilities. Research in developmental disabilities, 30(4), 613-669. (T30)
Sabaawi, M., Singh, N. N., & de Leon, J. (2006). Guidelines for the use of clozapine in individuals with
developmental disabilities. Research in developmental disabilities, 27(3), 309-336. (T31)

51

QI 45 (T). During a medication visit during which a new atypical antipsychotic medication is
prescribed, baseline assessment for extrapyramidal symptoms or signs should be documented.
Specifications
Index new atypical antipsychotic medication visit: date of visit during which any new
atypical antipsychotic medication is prescribed. A newly prescribed atypical
antipsychotic medication is defined as a medication for which there is no prior
documentation of prescription of that medication by the provider in the past 6 months.
Atypical antipsychotic medications include aripiprazole, asenapine, clozapine,
iloperidone, lurasidone, olanzapine, paliperidone, quetiapine, risperidone, ziprasidone
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner.
Assessment for extrapyramidal side effects includes documentation of the presence or
absence of at least one extrapyramidal sign or use of a standardized screener (e.g.,
Abnormal Involuntary Movement Scale (AIMS), Dyskinesia Identification System:
Condensed User Scale (DISCUS)
Numerator: Clients age 3-64 years who have an index new atypical antipsychotic
medication visit and baseline assessment for extrapyramidal symptoms or signs is
documented during that visit.
Denominator: Clients age 3-64 years who have an index new atypical antipsychotic visit
is prescribed.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
1.
2.
3.
4.
5.
6.
7.
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QI 46 (T) If a client is regularly prescribed atypical antipsychotic medication during the 6 month
on-going treatment period, monitoring of at least one extrapyramidal symptom or sign should be
documented.
Specifications
Index on-going treatment period: time between the end date of the intake period (i.e.,
90 days since index first mental health visit) and the following 6 months. A 45-day time
window is allowed before and after the 6-month date (i.e., total 90-day time window
centered by 6 month date) to identify 6-month monitoring of at least one extrapyramidal
sign or symptom.
Regularly prescribed atypical antipsychotic medication is defined as at least two mental
health visits during which any atypical antipsychotic medication is prescribed (i.e.,
include any atypical antipsychotic medication type) and at least one of these visits is
within the 90-day time window centered by the 6 month date.
Atypical antipsychotic medications include aripiprazole, asenapine, clozapine,
iloperidone, lurasidone, olanzapine, paliperidone, quetiapine, risperidone, ziprasidone
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner.
Assessment for extrapyramidal side effects includes documentation of the presence or
absence of at least one extrapyramidal sign or use of a standardized screener (e.g.,
Abnormal Involuntary Movement Scale (AIMS), Dyskinesia Identification System:
Condensed User Scale (DISCUS)
Exclusion: Clients that do not have at least one mental health visit within the 90 day
time window of the 6 month date for the index on-going treatment period.
Numerator: Clients age 3-64 years who have been regularly prescribed ayptical
antipsychotic medication and assessment of at least one extrapyramidal symptom or
sign is documented within the 90-day time window centered by the 6 month date.
Denominator: Clients age 3-64 years who have been regularly prescribed atypical
antipsychotic medication during the index on-going treatment period.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
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6.
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Pharmacological therapy: comprehensiveness of monitoring
QI 47 (T). During every medication follow-up visit during which any psychotropic medication is
monitored, the name, frequency, dosing, presence or absence of side effects and follow-up plan
regarding psychotropic medication treatment (i.e., change, continue, stop for each medication)
should be documented.
Specifications
Index medication follow-up visit: date of visit during which monitoring of any
psychotropic medication occurs.
Inclusion criteria for any psychotropic medication include the following medication
classes: stimulants, atomoxetine, antidepressants, mood stabilizers, typical and atypical
antipsychotics, and benzodiazepines.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner.
Numerator: Clients age 3-64 years who have an index medication follow-up visit during
which any psychotropic medication is monitored and all required documentation is
recorded at every index medication follow-up visit.
Denominator: Clients age 3-64 years who have an index medication follow-up visit
during which psychotropic medication is monitored.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
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3.
4.

American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Autism and Other Pervasive
Developmental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1611-1615. (T1)
Aman MG, Crismon ML, Frances A, et al., eds. 2004. Treatment of Psychiatric and Behavioral
Problems in Individuals with Mental Retardation: An Update of the Expert Consensus Guidelines.
Englewood, CA: Postgraduate Institute for Medicine. (T2)
American Academy of Child and Adolescent Psychiatry. (1999). Practice Parameters for the
Assessment and Treatment of Children, Adolescents, and Adults with Mental Retardation and
Comorbid Mental Disorders. J Am Acad Child Adolesc Psychiatry, 38(12), 1606-1610. (T3)
Ulzen, T. P., & Powers, R. E. (2008). A review of empirical evidence of somatic treatment options for
the MI/DD population. Psychiatric Quarterly, 79(3), 265-273. (T5)

54

QI 48 (T). During every medication follow-up visit during which any psychotropic medication is
discontinued, the rationale for discontinuing the medication should be documented.
Specifications
Index medication discontinue visit: date of visit during which any psychotropic
medication is discontinued.
Inclusion criteria for any psychotropic medication include the following medication
classes: stimulants, atomoxetine, antidepressants, mood stabilizers, typical and atypical
antipsychotics, and benzodiazepines.
Inclusion criteria for provider types: physicians specializing in family medicine, pediatrics
(general, developmental behavioral), psychiatry (general, child & adolescent) or internal
medicine; physician assistant, nurse practitioner.
Examples of rationales for discontinuing psychotropic medication are change in medical
status, drug interaction, side effects, not effective, poor adherence, client preference to
stop.
Numerator: Clients age 3-64 years who have an index medication discontinue visit
during which any psychotropic medication is discontinued and the rationale for
discontinuing the medication is recorded at every index medication discontinue visit.
Denominator: Clients age 3-64 years who have an index medication discontinue visit
during which any psychotropic medication is discontinued.
Data Sources: medical or mental health provider records
Evidence base: Numbers following citation are the cross references to the literature review
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