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Dr. Smith has been treating Steven, a 17 year old with depression.  He is on 
medication and sees Dr. Smith every two weeks.  Steven has few friends, is 
isolated and shows little interest in school.  He lives with his parents and two 
younger siblings.  His mother brings Steven to appointments with Dr. Smith.  
Dr. Smith is aware that Steven’s father has several rifles in the home.  During a 
recent session, Steven disclosed that he was feeling suicidal.  Dr. Smith referred 
Steven to the ED where he was evaluated, contracted for safety and discharged 
home.  Less than two days later, Steven attempts suicide. 

Patient situations like Steven’s may unfortunately occur in an outpatient child 
and adolescent psychiatry practice.  Consider the following statistics. 

•  In 2012, 1.4 percent (354,000) of youths aged 12 to 17 in the United States 
had both substance dependence or abuse and major depressive episode in the 
past year. 

•  Suicide is the 3rd leading cause of death in youth between the ages of 10 and 24 
and results in approximately 4,600 lives lost each year.  The top three methods 
used in suicides of young people include firearm (45%), suffocation (40%), and 
poisoning (8%). 

• A nationwide survey of youth in grades 9–12 found that 16% of students 
reported seriously considering suicide, 13% reported creating a plan, and 8% 
reporting trying to take their own life in the 12 months preceding the survey.1
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Treating patients who are potentially suicidal or have a 
history of ideation/attempts can be extremely challenging. 
Along with being incredibly upsetting, if a patient commits 
suicide it can impact the clinician in many ways. The 
clinician may wonder if he/she could have done something 
to prevent the suicide or whether a cue that this patient 
would commit suicide had been missed. Particularly when 
treating children or adolescents, there is a high likelihood 
that family members may ask questions about the last 
visit or possibly file a lawsuit against the clinician. This is 
a difficult topic with many issues to consider. This article 
will cover general and unique liability exposures that may 
occur when working with a potentially suicidal patient, and 
will provide risk management strategies to help minimize 
the potential liability exposure.

Perhaps the biggest fallacy is that suicides are typically 
long-planned acts. In reality, that is not often the case. In 
a 2001 study of people ages 13 to 34 who had survived 
a near-lethal suicide attempt, the respondents were 
asked how much time had passed between when they 
decided to take their lives and when they actually made 
the attempt. The following was seen: 24 percent said less 
than 5 minutes; 48 percent said less than 20 minutes; 70 
percent said less than one hour; and 86 percent said less 
than eight hours.2 This study shows how difficult it can be 
for the clinician to determine ahead of time if the patient 
is likely to commit suicide. It also highlights the importance 

of documentation should a lawsuit result following a 
patient suicide. 

Common Claims Involving Suicide
In the event that a patient attempts/commits suicide, 
some common claims include failures to: 

• adequately assess suicidal ideation

• predict/diagnose

• properly medicate

• properly monitor, restrain, supervise, and

• refer for additional treatment. 

If a claim is made against a psychiatrist involving an 
attempted or completed suicide, to determine whether 
the psychiatrist breached the standard of care, courts 
may focus on two issues: foreseeability and causation. 
Specifically, courts may consider whether the clinician 
could have predicted the suicide, whether there was 
sufficient evidence for an identifiable risk of harm, and 
whether the psychiatrist did enough to protect the patient 
(was there something the psychiatrist did or did not do 
that caused the harm that resulted). Although this is what 
courts generally may consider, it is important to note that 
state laws and caselaw may differ between states. As such, 
it is important that psychiatrists stay current with their 
particular state’s laws, regulations, and ethical principles. 
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Assessing for Suicidal Risk 
To assess suicide risk, a risk assessment is often used to 
develop a treatment plan detailing the interventions and 
precautions used to decrease or eliminate a patient’s risk. 
Whether the psychiatrist “did enough” may hinge upon 
the documented treatment plan developed as a result of 
the assessment, including consideration of: 

• inpatient hospitalization

• medication, and 

• where indicated, consultation for a second opinion. 

Documentation
Documentation is important when assessing for suicidal 
risk. After an adverse event, such as an attempted or 
completed suicide, a plaintiff’s attorney 
typically begins by requesting the 
medical record. When an attorney 
initially reviews a potential case, he/
she may consider not pursuing the case 
if there is a well-documented chart. 
In cases where there is a lack of or 
minimal documentation, the chances 
of litigation may increase and it may 
be difficult for defense counsel to 
mount a strong defense on behalf of a 
provider. Keep in mind that even when 
allegations are groundless, the mere 
fact that a clinician has been named 
in a lawsuit may likely add stress and 
anxiety as it can take 3-5 years to move 
through the litigation process. 

The following are some important issues that should be 
documented, which may minimize potential litigation 
involving the treatment of suicidal patients. 

Risk Assessment
Assessments should be recorded in the patient’s chart 
at the time of the assessment and each subsequent time 
it is conducted. This includes whether you document 
in a paper chart or in an electronic medical record. If 
there is an adverse outcome resulting in a lawsuit, lack 
of documentation or minimal documentation may be a 
significant factor in front of a jury. A jury may presume 
that if a psychiatrist conducted a suicide assessment, he/
she would have documented it. 

Risk Assessment Documentation
The documented risk assessment should include:

•  Patient history, including likelihood of suicide risk or 
past violence

• Present and past suicide risk factors

• Substance abuse history, and 

• Weapons ownership/access. 

In addition, specific and follow up questions asked by 
the psychiatrist should be documented. Keep in mind 
that when viewed in hindsight, a patient may not be 
considered a reliable source of information regarding their 
suicidal thoughts and intentions. Thus, where possible, 
psychiatrists should indicate in the record that he/she 

did not solely rely upon the patient’s 
statements or promises not to harm 
himself/herself. Additionally, suicide 
contracts should not take the place of 
formal suicide risk assessments, and 
are not considered legal documents 
that will prevent a lawsuit if a patient 
commits suicide.

If hospitalization is recommended, 
documentation should include: 

•  An objective description of 
the psychiatr is t ’s  thought 
process regarding involuntary 
hospitalization

•  Evidence that the psychiatrist 
c a r e f u l l y  r e c o m m e n d e d 
hospitalization in a way designed 
to convince the patient

•  Evidence that the psychiatrist enlisted the help of 
family members to convince the patient to present 
to the hospital. However, be aware of your state’s 
regulations concerning consent and breaching patient 
confidentiality.

A good rule of thumb is to document objectively and to 
only use the facts and clinical opinions that are relevant 
to the diagnosis and treatment of the patient. In other 
words, the record should contain only facts you see or 
hear concerning the patient’s diagnosis or treatment. 
When documenting, it is helpful to use direct patient 
quotes when describing a situation or exchange.  Also, use 
objective, descriptive language that describes the patient’s 
behavior and actions.

If a claim is made 
against a psychiatrist 

involving an attempted  
or completed suicide,  
to determine whether 

the psychiatrist  
breached the standard  

of care, courts may 
focus on two issues: 
foreseeability and 

causation.
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Decision Making Process
Documenting the decision making processes and 
underlying treatment decisions is important in minimizing 
litigation and building an effective record. Psychiatrists 
should document the actions they took and why, as well 
as actions that were considered but 
disregarded and why. This type of 
documentation may help demonstrate 
reasonable clinical judgment to a jury.

Consultations
Consultations, interactions, and 
professional judgments should also be 
included in the patient’s record, when 
formally requested. Consultations are 
important to include because they may 
support the psychiatrist’s treatment 
decisions for the patient. The treating 
psychiatrist and the consultant should 
both document in the record (if 
consult is formal), and the notes should 
also acknowledge the consultant 
relationship.

Confidentiality
Confidentiality is the patient ’s right not to have 
communications that are given in confidence disclosed 
to outside parties without the patient’s authorization. 
However, this right is not absolute. In order to balance the 

tension between confidentiality and acting in a patient’s 
best interest, it is important to be aware of HIPAA as well 
as the legal rules within your state concerning patient 
confidentiality. 

In order to minimize liability, it is 
important to develop a policy on 
breaching confidentiality before there 
is a need to use it. At the outset of 
treatment, discuss your office policy 
with your patient and inform him/her of 
your policy. Also, discuss the exceptions 
to the confidentiality doctrine. These 
discussions should be reflected within 
the patient’s record.

Informed Consent
It is important to document informed 
consent. Informed consent is an 
ongoing, interactive process, which 
provides both the psychiatrist and 
the patient the opportunity to ask 
questions.  Psychiatr ists  should 

also provide, to competent patients and their families 
(provided the patient provides consent to do so), as 
much information as possible regarding the proposed 
treatment, the risks and anticipated benefits, a prognostic 
assessment, available alternative procedures (including 
risks and benefits), and the expected outcome with 
and without the treatment. Of course, each step of the 
informed consent process should be documented.

When prescribing those drugs containing “black 
box warnings,” or for “off-label use,” make sure the 
informed consent process and documentation reflects 
the conversation. For example, if you are treating 
an adolescent for depression and you prescribe an 
antidepressant which has a warning for the potential for 
suicide, it is important to document that you discussed the 
issues with the parents/patient and that despite the risks, 
the patient/parents opted for the treatment. 

Conclusion
A patient’s attempted or completed suicide may lead to a 
lawsuit against a psychiatrist. Awareness of the recurring 
issues in these type of cases, and the employment of 
appropriate risk management processes, can reduce the 
likelihood of being sued and can increase the chances of 
successfully defending actions that may be filed.

RISk MAnAgeMenT TIPS
Although not an exhaustive list, here are a few tips 
to keep in mind when treating patients who may be 
potentially suicidal. 

•  It is important to complete timely/thorough risk 
assessments

•  Document. This includes reasons for and for not 
taking actions

•  Understand your state’s laws regarding breaching 
confidentiality and when or if it is appropriate to 
do so

•  Understand your state’s laws regarding discussing 
firearms ownership/possession with patients

•  Understand your state’s laws regarding “duty  
to warn”

•  Should you have questions, consult an attorney 
and/or risk management professional.

It is important to 
document informed 
consent. Informed 

consent is an ongoing, 
interactive process, 

which provides  
both the psychiatrist 
and the patient the 
opportunity to ask 

questions.
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Risk Management Considerations When 
Prescribing Controlled Substances: A Review
By Moira Wertheimer, BSN, JD, CPHRM 
Assistant Vice President Healthcare Risk Management

The Centers for Disease Control (CDC) recently proclaimed 
that the United States is in the midst of an epidemic of 
prescription drug overdoses and that these overdoses 
now account for more overdose deaths than heroin and 
cocaine combined.3 The Substance Abuse and Mental 
Health Services Administration (SAMHSA) conducted a 
survey in 2010 and found that 16 million Americans over 
the age of twelve have taken a prescription pain reliever, 
tranquilizer, stimulant or sedative for non-medical 
reasons at least once in the previous year. In addition, 
the Government Accountability Office (GAO) found that 
between 2006 and 2007, Medicaid beneficiaries improperly 
received potentially addicting drugs at a cost of more  
than $63,000,000.4 As further evidence of the growing 
national concern, the Centers for Medicare & Medicaid 
Services (CMS) recently took a rare step of proposing a rule 
that, if adopted, would give CMS the authority to remove 
abusive prescribers from their programs. The rule would 

also allow CMS to take action if a prescriber’s license has 
been suspended or revoked by state authorities or if a 
prescriber is restricted from prescribing some controlled 
substances.5 

Psychiatrists and all healthcare providers with prescribing 
privileges play pivotal roles in the safe prescribing, 
administering and dispensing of prescription drugs. When 
prescribing controlled substances, psychiatrists should be 
aware of applicable ethical, regulatory and administrative 
considerations as well as civil and criminal penalties that 
may result in a loss of license for failing to comply with 
state and federal laws pertaining to controlled substances.6 
For detailed information regarding prescribing regulations, 
including record keeping, storing and disposing of 
controlled substances, prescribers should consult their 
state laws and regulations and the DEA Practitioner’s 
Manual.7

Dr. P. works with two nurse practitioners in a busy outpatient mental health clinic. Each morning, Dr. P. pre-signs blank 
prescriptions so that the nurse practitioners may dispense them to the patients they see during the course of the day. 
Recently, the clinic was visited by DEA agents as part of their enforcement efforts following the death of an adolescent 
patient from a benzodiazepine overdose. The DEA agents audit the chart and review policies and procedures. During 
their investigation, they discover that Dr. P is signing blank prescriptions. As a result, they report him to the state board 
of medicine.  
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A Note About Controlled Substances: In addition to 
complying with laws and regulations, psychiatrists 
may also have additional liability exposures when 
prescribing controlled substances. 
The DEA under certain conditions may 
permit a prescriber to issue multiple 
prescriptions authorizing a patient 
to receive a ninety day supply of a 
Schedule II controlled substance. 
However, if asked to prescribe a 
ninety day supply of a medication, 
the psychiatrist should consider the 
patient’s diagnosis, as well as his/
her patient’s safety concerns when 
deciding the amount of medication to 
be dispensed. For example, if you are 
treating a patient with a history of a 
suicide attempt or substance abuse, 
consider whether dispensing a ninety day supply could 
potentially put the patient at additional risk.  

Background
Generally, two regulatory bodies oversee prescribing 
practices for controlled substances: 1) the U.S. Drug 
Enforcement Administration (DEA), and 2) the prescriber’s 
state licensing board. Prescribers must ensure that their 
prescribing practices conform to both federal and state 
regulations.

By way of background, the DEA was established in 1973 
to enforce the Controlled Substances Act (CSA). The DEA’s 
responsibilities under the CSA include, among other 
things, preventing the diversion and abuse of controlled 
substances.8 Under the CSA, every prescriber who handles 
controlled substances must be registered with the DEA 
(unless exempt by regulation) and renew their registration 
every three years. In certain circumstances, prescribers 
employed by a hospital may prescribe under the hospital’s 
DEA registration. 

Historically, the DEA has not required separate 
registrations for prescribers registered at one location but 
also practicing at other locations, as long as the controlled 
substances are only prescribed and not directly dispensed. 
However, prescribers desiring to dispense/administer 
Schedule II controlled substances for maintenance and 
detoxification treatment must obtain a separate DEA 
registration as part of a narcotic treatment program.9 For 
information regarding prescribing controlled substances 
as part of a narcotic treatment program, prescribers are 
encouraged to consult with the DEA’s “Narcotic Treatment 
Programs: Best Practice Guidelines.”

Under the CSA, drugs are divided into five schedules, 
and placement into a particular schedule depends upon 
whether the drug has a currently accepted medical use, the 

drug’s abuse potential and the drug’s 
likelihood of causing dependence if 
abused.10 The conditions for prescribing 
controlled substances vary depending 
on the “schedule.” Schedule I drugs 
have a high potential for abuse and 
have no currently accepted medical 
uses in the United States. Schedule II 
drugs have currently accepted medical 
uses but also have a high chance for 
abuse and can lead to physiological 
and psychological dependence. Drugs 
on Schedules III through V have 
medical uses and a lower potential 
for abuse and dependence.11 In 2010, 

the DEA began allowing prescribers to issue prescriptions 
for controlled substances electronically.12 For further 
discussion regarding the classification of specific drugs 
and corresponding prescribing regulations, prescribers 
are encouraged to consult with their individual state 
regulations and the DEA Practitioner’s Manual. 

While DEA registration grants prescribers federal 
authority to handle controlled substances, the prescriber 
may only engage in those prescribing activities that are 
also authorized under the laws of the state where the 
practitioner is licensed. When federal and state laws differ, 
the practitioner must adhere to the more restrictive of the 
federal and state law regulations.13 

Disciplinary Actions
Federal controlled substances laws are constructed to 
work in conjunction with state controlled substances law. 
As an example, if a state board revokes the license of a 
prescriber, the DEA will request a voluntary surrender 
of the prescriber’s DEA registration. If the voluntarily 
surrender is refused, the DEA will pursue administrative 
action to revoke the DEA registration. The DEA may also 
begin judicial action if there is sufficient proof of illegal 
distribution or significant recordkeeping violations. 
Corrective actions pursued by the DEA can include a letter 
of admonition, informal hearing or civil/criminal action.14

Prescriptions for Controlled Substances
Under federal law, a prescription for a controlled 
substance must be issued for a “legitimate medical 
purpose by a practitioner acting in the usual course of 
professional practice.” To minimize the risk of theft, loss 
or unauthorized use, prescribers should employ adequate 

Under federal law, 
a prescription for a 

controlled substance 
must be issued for a 
“legitimate medical 

purpose by a  
practitioner acting in 
the usual course of 

professional practice.”
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RISk MAnAgeMenT ConSIDeRATIonS foR PReSCRIBeRS:17

security measures when storing blank prescription pads, 
restrict patient access to areas where they are stored, 
and destroy all unused pads when no longer needed for 
practice. In addition, the prescription must be typed 
or written in indelible ink, dated and signed on the date 
issued and include the following information: 15

• Date of issue

• Patient’s name and address

•  Practitioner’s name, address, and DEA registration 
number

• Drug name

• Drug strength

• Dosage form

• Quantity prescribed

• Directions for use

• Number of refills authorized (if permitted by law)

• Manual signature of prescriber.

Note: Some states limit the quantity of Schedule II 
controlled substances dispensed to a thirty day supply. In 
2007, the DEA began allowing prescribers to issue multiple 
prescriptions totaling a ninety day supply if permissible 
under state law and provided that certain conditions 
are met. Prescribers should not interpret this change 
as an endorsement of issuing multiple prescriptions or 
seeing their patients only once every ninety days. Rather, 

prescribers must continue prescribing in accordance with 
the applicable standard of care and exercising sound 
medical judgment. 

In an effort to prevent drug diversions, states have 
developed Prescription Drug Monitoring Programs 
(PDMPs). These programs are state-wide electronic 
databases that are designed to detect and prevent 
prescription drug abuse by identifying individuals seeking 
to obtain prescriptions from multiple providers. PDMPs 
track information collected by pharmacies regarding 
dispensed controlled substances. These state programs 
vary widely with regard to who is permitted to receive the 
data, who is permitted to access the data, and under what 
circumstances. Prescribers should be aware of and comply 
with their specific jurisdiction’s PDMP requirements. 
For example, in some states physicians are mandated to 
check the PDMP database prior to prescribing a controlled 
substance.16

Conclusion
Proper prescribing, administering and dispensing of 
controlled substances is critical to safeguarding your 
patient’s health. By understanding and adhering to 
the federal and state laws governing the prescribing of 
controlled substances, and practicing in accordance with 
the requisite standard of care, psychiatrists may reduce the 
likelihood of abuse and potential drug diversion by their 
patients and reduce their medical malpractice liability risk.

Although not exhaustive, some considerations for prescribers of controlled substances include:

• Write out the actual amount prescribed in addition to using numbers.

• Use prescription pads for prescribing and not for writing notes.

• Do not sign blank prescriptions in advance.

• Use tamper resistant prescription pads.

• Assist the pharmacist when he/she is looking to verify prescription information. It is important that you 
consider HIPAA or state privacy rules within this context. Should you have questions concerning this 
issue, contact a risk management professional at your insurance company. Contact the nearest DEA  
field office upon retirement or ceasing business activities related to prescribing controlled substances.

• Do not prescribe or dispense controlled substances outside the scope of your practice or in the absence 
of a physician-patient relationship.

• Dispose of out-of-date, damaged, otherwise unusable or unwanted controlled substances, including 
samples, by transferring them to a registrant who is authorized to receive such materials.
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We want to share two recent legal decisions 
that may be of interest. Please note that 
caselaw and statutory regulations differ 
between states and may not be applicable 
outside of the jurisdiction where the decision 
occurred. Further, please keep apprised of any 
potential subsequent decisions or updates. 
Should you have questions, consult your risk 
management or legal professional.

neW YoRk 
Intoxicated Voluntary Patient  
in the emergency Department
The New York Court of Appeals in Kowalski v. St. Francis 
Hospital and Health, recently held that a hospital 
emergency room and physician did not have a duty to 
prevent a highly intoxicated patient from leaving the 
hospital when the patient had arrived voluntarily.18 

Kowalski, was an intoxicated patient who was brought 
by a friend to the defendant’s emergency room, seeking 
admission to the facility’s detoxification program. 
Approximately four hours after arriving at the emergency 
room, the patient told his nurse he was leaving, took out 
his IV, left the facility and was hit by a car a short time later.

Subsequently, the plaintiff sued the hospital alleging that 
NY common law required the defendants to prevent him 
from leaving the hospital. Currently, under NY statutory 
law, the NY Mental Hygiene Law states that a hospital may 
not prevent an intoxicated patient who arrived voluntarily 
from leaving the facility. 

noteworthy  
Legal opinions
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In Kowalski, the plaintiff argued that under New York 
common law, the hospital and doctor had a duty to 
prevent him from leaving the hospital. The court declined 
to find that such a duty exists and noted that involuntary 
confinement can occur only in narrow situations when an 
individual poses an immediate harm to himself or others 
and the circumstances warrant an immediate intervention. 
As an example of a narrow situation that permitted 
involuntary confinement, the court cited a previous case 
where a delusional patient was prevented from throwing 
themself out of a window.19 It is important to note that the 
court’s decision in Kowalski applies only to those patients 
who voluntarily presented to the hospital.

okLAhoMA
Telemedicine
The Oklahoma Board of Medical Licensure and Supervision 
(“Board”) recently disciplined a physician who used a 
two-way videoconferencing system to examine patients 
and then prescribe controlled substances. Currently, this 
popular video-conferencing system is not approved for 
telemedicine use in Oklahoma.  

In this case, the physician practiced telemedicine using a 
popular web based video platform to examine patients and 
treat them, often with controlled substances. This practice 
violated several Oklahoma laws including prescribing 
controlled drugs “without sufficient examination and 
establishment of a valid physician-patient relationship.”20 
As with many states, Oklahoma requires an in-person 
examination when prescribing medications, particularly 
controlled medications.

Recently, the Board’s executive director indicated that the 
telemedicine aspect of this case was incorrectly highlighted 
in news reports, and that other physician conduct 
contributed to the Board’s disciplinary action.21

As a result of the disciplinary action, the Board adopted a 
policy clarifying the definition of a “face-to-face encounter 
by telemedicine, which can include sessions with approved 
audio and video devices.” In addition, the Board clarified 
that Skype is not an approved method of providing 
telemedicine.22 The Board is expected to take further 
action regarding the telemedicine issue in early 2014.

ConTACT US

Risk management consultation telephone support
Our experienced risk management team provides 
telephone risk management consultation support. 
We are available to policyholders during business 
hours, as well as 24/7, should emergency assistance 
be needed. Telephone risk management consultation 
support can be accessed by calling 855.218.8161.

Presentations
Our risk management team provides presentations 
on a variety of topics for psychiatrists. For 
information, email Kristen Lambert at  
kristen.lambert@awacservices.com.

Risk Management Services 
Available to Allied World 
Policyholders

As a policyholder with the AACAP-
sponsored professional liability program, you 
have around-the-clock access to our Risk 
Management team, whose singular focus is 
providing you with the information you need 
to minimize your exposure to professional 
risk. In addition to our quarterly newsletter, 
In Session, we provide the following 
services:

•  24-hour risk management hotline access. 
•  Risk management seminars.
•  Individual CME Education through our 

relationship with Medical Risk 
 Management, Inc.
•  Access to our library of risk management 

resources.

The goal of our program is to support your 
organizational risk management efforts 
by developing customized strategies that 
evolve to meet everyday challenges.
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Risk Management Tips:
•  Liability varies depending on whether conducting 

“formal” vs. “curbside” consultation 

• Clearly define your role when asked to consult

• Elements of a formal consultation may include:
 –  Written/verbal opinion directly requested of 

consulting physician
 –  Consultant knows patient identity, reviews medical 

record, has direct patient contact
 –   Consultant documents opinion in patient’s medical 

record
 –   Physician-patient relationship established creating a 

legal duty owed to the patient 

•  Elements of an informal or “curbside” consultation may 
include:

 –  Informal advice sought from consultant regarding a 
particular course of treatment for patient

 –  Consultant rarely knows the patient identity, reviews 
the medical record or has direct patient contact

 –  Consultant does not typically document in patient 
medical record

 –   Generally does not establish physician-patient 
relationship 

•  Other “consultation type” situations where liability may 
arise include when a physician:

 –  Is “on-call” and is asked about a patient
 –   Is covering for a colleague and is asked about a patient
 –  Is in a supervisory role over the medical/non-medical 

staff seeking advice
 –   Employment/contractual obligations create duty to 

the patient
 –    Gives specific advice following a detailed conversation 

about the patient
 –  Gives advice and later billing for the consult
 –  Examines the patient personally
 –  Reviews the patient’s medical record
 –  Communicates directly with the patient

Physician-Patient Relationship:
•  To determine if physician-patient relationship exists 

between consulting physician and a patient, courts may 
consider:

 –  Whether the relationship between a consulting 
physician and the facility providing care requires the 
consultant to give advice

 –  The degree to which the consultation affected course 
of treatment

 –  Ability/independence of the immediate care provider 
to implement his or her own decision

•  Consult with an attorney/risk management professional 
when you have questions

oUT AnD ABoUT

In our last issue we mentioned that the APA Resource Document, “Risk Management and Liability Issues  
in Integrated Care Models” by Kristen Lambert and Drs. Lori Raney and D. Anton Bland would be coming  

out soon. It is now posted on the APA website.  

R I S k  M A n A g e M e n T  T I P S

InfoRMAL (“CURBSIDe”) VS. foRMAL ConSULTATIonS
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In Session with Allied World for AACAP 

is provided, free of charge, as a benefit for  

members of the American Academy of 

Child & Adolescent Psychiatry.

Offered exclusively through the American 
Professional Agency, Inc.

Thank you for your continued input  
on In Session with Allied World. We 
welcome your feedback and suggestions 
on topics germane to your practice. If 
you would like to see a particular topic 
addressed, we would love to hear 
from you. In addition, we are seeking 
contributions to future newsletters and 
development of educational resources. 
Please contact Kristen Lambert at
kristen.lambert@awacservices.com.
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