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As you begin your career in the practice of psychiatry, we invite you to develop – 
based on your individual practice – a risk management plan using strategies that 
support improved patient care and decreased professional liability.  

Preparing for Private Practice covers eight vital risk management issues to 
consider. For each issue, there is an accompanying self-assessment. We have 
also included several tools for practical assistance, such as a model form, to 
further assist you in implementing the risk management strategies. Preparing for 
Private Practice is designed to be a resource that you can refer to over the years 
as your practice evolves. 

Of course, the information presented in this resource is for your consideration 
only. As with any guidelines, there may be suggestions that in your professional 
judgment are not appropriate for you, for your patients, or for your practice. 
This information should not be considered a standard of medical care.  

We hope you find this risk management resource useful!

 

 

The content of this booklet (“Content”) is for informational purposes only. The Content is not intended 
to be a substitute for professional legal advice or judgment, or for other professional advice.  Always 
seek the advice of your attorney with any questions you may have regarding the Content.  Never 
disregard professional legal advice or delay in seeking it because of the Content.

Copyright 2025 Professional Risk Management Services, Inc. (PRMS, Inc.) All rights reserved.
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For any psychiatrist entering into, or already in, private practice, there are a 
variety of professionals and entities with which it is advisable to forge and 
maintain relationships.  There are multiple benefits to having these types of 
relationship, but primarily, they provide support that allows the psychiatrist to 
remain as focused as possible on meeting patients’ clinical needs, which leads to 
the secondary benefit of helping to minimizing professional liability risk. They are:

An experienced colleague

An attorney

An accountant

Professional organizations

Trusted insurance professionals 

An Experienced Colleague

Having a relationship with an experienced colleague who is willing to serve as 
mentor, consultant, advisor, and perhaps cover your practice occasionally, can go a 
long way toward helping you provide the best care for patients and, thus, reduce your 
professional liability risk. 

In a malpractice lawsuit, the standard of care – the care that should have been 
delivered – largely is determined by other psychiatrists in the role of expert 
witnesses. The standard of review is reasonableness – what would a reasonable 
psychiatrist do under similar circumstances. Each time a second psychiatrist 
consults on or reviews a patient’s clinical treatment, the treatment course tends 
toward reasonableness. 

When a complex case presents itself, or a case calls for difficult clinical judgments, 
or a patient does not seem to be progressing, the need for a “second set of 
eyes” to review the case becomes even more acute. Many psychiatrists who find 
themselves as defendants in a lawsuit might have benefited from either a formal 
or “curbside” consultation on a patient. 

An Attorney

GETTING STARTED
I. BUILD GOOD RELATIONSHIPS



PRMS 5

An attorney experienced in healthcare law, reimbursement matters, and 
organizing physician practices can be an invaluable resource throughout any 
career. Spending an hour with an attorney so that he can get to know you and 
your practice may be well-worth the fee. After questions arise, it may be difficult 
to start searching for an experienced attorney. Knowing an attorney before a 
problem arises can help you sleep at night. 

For example: Laws inevitably change, and many attorneys will periodically update 
their clients on changes in the law that might affect their clients’ practices.  

An Accountant

An accountant with experience in healthcare reimbursement and business 
management is extremely important for those entering private practice, 
especially for those without experience running a business. 

Professional Organizations

Join and participate in professional organizations. Psychiatry can be a lonely 
practice, especially for solo practitioners. Get out and rub elbows with colleagues. 
A major advantage to personally attending meetings is the opportunity to 
speak with colleagues and compare approaches. Talking about and comparing 
notes on cutting edge technologies, new treatment approaches, and the latest 
research can help you stay up-to-date with the latest medicine.  

Trusted Insurance Professionals

Finally, have good insurance. Most psychiatrists will need at least a general liability 
policy and a medical malpractice policy. No matter which carrier you choose, 
the insurance professionals you interact with should help you understand your 
insurance needs and answer your questions. Having a good general liability policy and 
a good medical malpractice policy will allow you to focus on providing good patient 
care with one less worry.

 

II. UNDERSTAND THE STANDARD 
OF CARE
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The psychiatrist owes a legal duty of care to her patients, but the obligation is not 
simply to care for them in any way she sees fit. The psychiatrist must care for patients 
in accordance with the standard of care.  

The exact definition of standard of care varies by state, but generally, it is the degree 
of skill, care, and diligence exercised by members of the same profession or specialty 
practicing in light of the present state of medical science. It is important to keep in 
mind that the standard of care does not mean optimal care, but includes a range of 
acceptable treatment options.

There are many factors that could be used as evidence of the applicable standard of 
care for a particular patient care issue. These factors that determine the applicable 
standard of care include, but are not limited to, the following:

	• Federal and state statutes – such as federal and state prescribing laws

	• Federal and state regulations – such as regulations from your state medical 
board, the Food and Drug Administration, and the Drug Enforcement Agency

	• Caselaw – federal and state

	• Other statements from federal and state regulatory agencies – such as guidance 
documents or policy statements from your state medical board

	• Authoritative clinical guidelines – such as the American Psychiatric Association’s 
practice guidelines 

	• Policies and guidelines from professional organizations – such as the 
PhysiciansMedGuide, a joint statement by the American Psychiatric Association 
and the American Academy of Child and Adolescent Psychiatry, which addresses 
the treatment of children with depression

	• Treatises

	• Journal articles

	• Accreditation standards – such as Joint Commission standards

	• A facility’s own policies and procedures

	• Physicians’ Desk Reference

In psychiatric malpractice litigation, the standard of care is established primarily by 
psychiatrists in the role of the expert witness. The expert witness will offer an opinion 
whether the treating psychiatrist met the standard of care based on the items 
mentioned above evidencing the applicable standard of care, the expert witness’ own 
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clinical experience and education, and the clinical record.  

The failure to meet the standard of care can be a result of unintentional negligence, but 
it does not include the exercise of professional judgment. In other words, a psychiatrist 
can use proper professional judgment and there may still be a bad outcome (e.g., a 
bad reaction to a medication). A bad outcome is not itself evidence of malpractice, as 
exemplified in the adage "the operation was a success, but the patient died anyway." 
Accordingly, the psychiatrist’s documentation should support the care that was given 
and should enable someone else – such as an expert witness – to read the record 
and know what happened and why. One way to accomplish this is to document not 
only what happened in treatment and why, but also what actions were considered but 
rejected and why.

Ultimately, the best risk management approach is to provide thoughtful care and 
treatment that meets or exceeds the standard of care. 

III.	 KNOW YOUR RISK TOLERANCE
Each time a psychiatrist is faced with the dilemma of reconciling the standard of care 
with the quality of care actually delivered, it is imperative that she, as a professional, 
not only identify and evaluate the associated risks, but also recognize her tolerance for 
those risks. A good analogy to this process is driving. Most drivers exceed the speed 
limit occasionally, despite the risks associated with doing so (e.g., tickets, an increased 
likelihood of accidents).

Some drivers, however, never exceed the speed limit; they have a low tolerance for the 
risks. Other drivers always exceed the speed limit; they have a high tolerance for the 
risks. Most drivers fall somewhere in-between.  

Some psychiatrists emphasize risk management and incorporate numerous risk 
management strategies into their practices (e.g., always send a follow-up letter for 
missed appointments, compose extensive and detailed documentation); they have a 
low tolerance for the risks. Other psychiatrists are less focused on risk management 
and incorporate few or no risk management strategies into their practices (e.g., never 
send follow-up letters for missed appointments, little or minimal documentation); they 
have a high tolerance for the risks. Most psychiatrists fall somewhere in-between. It is 
important for each psychiatrist to know where she falls on the spectrum.
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ESTABLISHMENT OF THE 
TREATMENT RELATIONSHIP
ASSESSMENT

I understand that once I have established a treatment relationship with a patient, 
the duty of care exists, and I am legally and ethically obligated to continue treating 
the patient until the relationship has been properly terminated.

I am aware that I can create a physician-patient relationship either intentionally or 
inadvertently.

I understand that clear indicators of the existence of a treatment relationship 
include:

	 prescribing medication

	 ordering tests

	 receiving payment for services

I understand that other ways a treatment relationship may be established include:

	 employment situations

	 contracts

	 EMTALA

I understand that ways in which a treatment relationship can be created 
inadvertently include, but are not limited to:

	 cyber activity (e.g., e-mail)

	 prescribing for family and friends (AMA Ethics Opinion E-8.19)

I understand that non-treatment relationships (including consultation and 
independent medical examinations) contain different legal and ethical obligations 
than a treatment relationship.

I clarify and manage expectations about my role in any professional relationship   
at the beginning of that professional relationship.

I try to avoid assuming dual roles with current patients (e.g., avoid being both an 
expert witness and a treating provider).
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TERMINATION OF THE 
TREATMENT RELATIONSHIP
ASSESSMENT

I do not terminate with a patient who is in crisis (imminently suicidal or homicidal).

If I terminate while a patient is hospitalized (transferring care), I inform the 
inpatient provider that I will not be available to treat the patient upon discharge.

I have checked with my state licensing board (contact information on page 
32) to determine if there are laws, policies, or position statements related to 
termination.

Termination is not my first response to an outstanding patient balance.

If I terminate treatment with a patient, I utilize the formal termination process:

	 I discuss the termination with the patient,

	 I provide reasonable notice (usually 30 days),

	 I make clinical recommendations – for further treatment, stopping 	
medications abruptly, etc.,

	 I provide referral resources,

	 I give a specific termination date, after which I will no longer be available to 
treat the patient,

	 I offer to forward the record to the new provider, and

	I send a follow-up letter confirming the above, unless clinically 
contraindicated.

If a patient who is not in crisis “fires” me, I consider sending a letter to the patient 
confirming that the patient has terminated the treatment relationship and that I 
am no longer available to treat the patient.

The termination letters that I send are sent both certified (for proof of mailing) 
and first class (to ensure patient receives), unless clinically contraindicated.

I try to avoid prescribing past the termination date.
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TOOL: MODEL LETTER
TERMINATION OF THE PSYCHIATRIST- PATIENT RELATIONSHIP

PERSONAL & CONFIDENTIAL

Date
Address

Dear [Name of Patient]:

This is to inform you that I believe it is necessary to terminate our professional 
relationship. [Psychiatrist may wish to specify reason.]

I have been serving as your psychiatrist since [specify date] and am currently treating you 
for [indicate diagnosis] with a program of [specify treatment modality, including drugs]. In 
my view, you [would/would not] benefit from continued treatment.

If you decide to continue to receive treatment, you are, of course, free to choose any 
psychiatrist. However, you may wish to call one of the following [psychiatrists/facilities/
ERs/referral services], who may be willing to accept you as a patient. [Indicate specific 
referrals with telephone numbers.]

If you find that none of these choices is acceptable, please call me. I will make every effort 
to suggest other alternatives. If you decide to continue treatment, I will forward copies of 
your clinical record to your new doctor when I have received your written authorization. 
[Psychiatrist may want to include a blank authorization form for the patient's convenience.]

Finally, be assured that I will be available to treat you until [specify date]. After that date, I 
will not be available. Remember that you can always contact the local mental health clinic 
or the emergency room for assistance. [The following factors, among others, may be used 
to determine what is a reasonable length of time for continued availability in a particular 
situation: condition of the patient, availability of other psychiatric services in the community, 
reason for termination, and length of the psychiatrist-patient relationship.]

Sincerely,
[Psychiatrist]

[This model letter is intended as a general guideline.  You may need to make adjustments in order to tailor 
this letter to your needs. You may also wish to check with your professional liability insurance carrier to 
obtain a model termination letter.]
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I understand that informed consent is actually an on-going communication process 
between me and my patient, rather than merely a form signed by the patient.

I consider all five steps of the informed consent process:

	 I determine who may legally consent

	I discuss the informed consent issues with the patient or the party with 
authority to consent

	 The treatment decision is made by the patient or patient’s decision-maker

	 I document the process

	I periodically re-evaluate consent to ensure it remains relevant and meaningful

The following are included in my informed consent discussion (unless there are 
reasonable exceptions):

	 The nature of the proposed treatment

	 The risks and benefits of the proposed treatment

	 The alternatives to the proposed treatment

	 The risks and benefits of the alternative treatments

	 The risks and benefits of doing nothing	

I discuss the informed consent issues with my patient, rather than delegating that 
task to my staff.	

I understand that the patient has the right to refuse treatment - even if I disagree 
with that decision - after being educated about the possible consequences of doing 
nothing.

For minor patients with parents who are divorced or separated, I obtain a copy of 
the legal document (separation agreement or custody agreement) that sets out the 
rights of each parent in terms of making treatment decisions and obtaining treatment 
information.

For adult patients with substitute decision-makers (such as guardians), I obtain a 
copy of the legal document providing medical decision making authority (such as 
the court order appointing the guardian).

INFORMED CONSENT
ASSESSMENT
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I avoid relying on the “therapeutic privilege” exception to obtaining informed consent.

If I only obtain verbal consent, I write an entry in the record indicating what the 
patient was told, the patient’s understanding, and the patient’s consent.  I may also 
personalize the entry with specific issues and/or questions addressed with the 
particular patient.

If I use consent forms signed by the patient:

	 I realize that such forms cannot replace the consent discussions between 
me and my patient.

	 I review the forms and update, as needed, periodically

I am clear on when utilization of a consent form is legally required (such as when 
performing research, ECT, etc.)  

I have checked with my state licensing board (contact information on page 32) 
to determine if there are guidelines or policy statements relating to informed 
consent.

Even if not required, I consider using consent forms when:

	Recommending medications with known serious side effects (such as tardive 
dyskinesia, lithium toxicity, neuroleptic malignant syndrome, etc.)

	Recommending an off-label use of a medication – to educate about the 
nature and the risk of the off-label use

If I recommend treatment that is considered controversial, experimental, 
complementary or alternative, the information I disclose is expanded and very 
specific written consent is obtained. The additional information includes the scientific 
basis for the treatment, if it is considered the standard of care, and why more 
conventional therapies are not being used.

If I use patient information handouts:

	 I do not rely exclusively on brochures, pamphlets, or articles to provide 
information about the treatment.

	 They are reviewed and updated, if needed, periodically

I keep a copy in the patient’s record of informed consent forms, written 
instructions, and educational information, including medication information sheets, 
provided to the patient.
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Good documentation supports quality patient care and is your primary means of 
demonstrating that you practiced responsible medicine during the course of treatment.  
Courts view a carefully kept treatment record as a psychiatrist’s written testimony.

What standard must a record satisfy? There is no simple answer. Requirements vary 
from state to state and from practice setting to practice setting. The following list 
presents the suggested major “contents” of a psychiatric record. Please remember that 
federal and state laws and regulations may impose additional requirements.

1.	 Dates (and length) of service 

2.	 Pertinent history 

3.	 Initial assessment, diagnosis, and subsequent re-assessments of the patient’s needs

4.	 Any signed informed consents for treatment and authorizations for release of 
information, including releases to third-party payors

5.	 Names, addresses, and telephone numbers of the patient and designated others, if 
the patient has granted appropriate authorization to communicate with others

6.	 Consultations with other health care providers 

7.	 Reports from psychological testing, physical examinations, laboratory data, etc.  

8.	 What treatment options/actions were considered, what options/actions were 
chosen and why, and what options/actions were rejected and why 

9.	 Prescriptions of medications, adjustments of dosage, etc.

10.	 Progress notes or other documentation that reflects a patient’s reaction to 
treatment or the need to change treatment

11.	 Documentation of the termination process 

12.	 A discharge summary (if relevant), including patient’s status relative to goal 
achievement, prognosis, and future treatment considerations

13.	 Copies of relevant correspondence concerning the patient 

There is no such thing as a perfect record. A psychiatric record does not have to be 
"perfect," but it should be "good enough." What does that mean? While the specific 
content of a psychiatric record may vary, the purpose of documentation remains constant. 
A good record accomplishes several things: it substantiates your clinical judgment and 
choices, demonstrates the knowledge and skill you exercised during treatment, provides 
a contemporaneous assessment of the patient's needs and behaviors, and documents 
significant events, revisions to the treatment plan, and explanations of your decisions.

DOCUMENTATION
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I try to document my decision-making process – the actions I take and 
why, as well as actions I considered but rejected, and why.

I understand the primary purpose of the record is a clinical purpose – 
treatment of the patient.

I try to document so that subsequent treaters will understand what 
happened in my treatment in why.

I understand that if I am a Covered Entity under HIPAA’s Privacy Rule, 
and if I chose to keep “psychotherapy notes” [process notes of no value 
to anyone else that are kept separate from the rest of the record], that 
the patient can authorize the release of psychotherapy notes to any third 
party, even if state law says notes never have to be disclosed.

I understand that if I am not a Covered Entity under HIPAA’s Privacy Rule, 
and I choose to keep personal notes, I may have to release these notes, 
even if state law says otherwise.

I document discreetly, knowing that whatever I document - even in the 
form of personal notes – may, under some circumstances, have to be 
disclosed.

I use abbreviations very carefully – only accepted abbreviations, etc. - so 
that my documentation, including abbreviations, can be understood by 
other treaters. 

If handwritten, my documentation is legible.

I try to document as soon as possible after the patient encounter.

I try to document telephone calls with patient.

DOCUMENTATION 
ASSESSMENT
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If I need to correct the record, I draw a single line through error (so the 
error is still readable), mark it “error”, and sign and date the correction.

I understand that there is no such thing as a “perfect” record.

I have checked with my state licensing board (see contact information on 
page 32) to determine if there are specific rules, regulations, or policies 
related to documentation.

I am aware of requirements for documentation in authoritative clinical 
guidelines.

I never alter records.

I understand that in the event of future litigation, expert witnesses will 
base their opinions on whether or not the standard of care was met, in 
part, on my documentation.

I understand there are serious consequences for failure to document – 
malpractice cases are much harder to defend, and it may be a violation 
of state law (which could evidence a breach of the standard of care and 
subject me to discipline by my licensing board).
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I and my staff understand I am legally and ethically obligated to maintain 
the confidentiality of my patients’ information.

I and my staff understand the various laws related to confidentiality:

	 State confidentiality law

	 Federal confidentiality law, including:

		  HIPAA’s Privacy and Security Rules

	 42 CFR Part 2 (relates to confidentiality of substance abuse 
treatment records)

I and my staff understand that the authorization of the patient or the 
patient’s legally authorized representative is required in order to release 
confidential patient information, unless an exception applies.  

I approve the release of any confidential patient information prior to 
information being released.

In the case of a government official (police officer, investigative agent, 
etc) demanding access to patient information without proper written 
authorization, my staff and I	

	Politely decline to answer inquiries about patients

	Assure the requesting party that while I wish to be cooperative, I 
may have conflicting obligations to maintain patient confidentiality

	Ask the requesting party to put the request in writing and cite his/
her authority for obtaining the information.

	Assure that the request will be processed as quickly as possible.

	Call to consult with Risk Management if I have any questions about 
the request for information.

I and my staff understand that confidential patient information must not 
be discussed in places or at times when others may overhear, whether in 
or out of the office. 

CONFIDENTIALITY
ASSESSMENT
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If I have staff, I allow staff only to access medical records on a “need 
to know” basis and only to the extent necessary for staff to fulfill their 
designated functions.

Because confidentiality survives the death of a patient:   

	When faced with inquiries from insurance companies, law 
enforcement officers, other government officials, other patients, my 
staff and I politely decline to answer inquiries, and ask the requesting 
party to put the request in writing and cite his/her authority for 
obtaining the information.

	When faced with inquiries from family members of a deceased 
patient, I am supportive to the family, but understand that specific 
confidential treatment information about the patient cannot be 
disclosed to family members without valid authorization from the 
person legally authorized to give consent after death.  I understand 
that an appreciation of confidentiality obligations does not preclude 
me form offering support and expressing care and concern for the 
patient's family.  

	 I never hesitate to consult with a risk manager for advice on handling 
requests for deceased patients' confidential information.

When releasing patient information, I never provide the original record – I 
provide a copy.

I understand the relevant law related to subpoenas for records and 
understand that a subpoena is not a court order and may not be sufficient 
to compel release of psychiatric information.

If I have any questions about the validity of a subpoena or court order, I 
call to consult with Risk Management.

Each member of my staff has received training on confidentiality of patient 
information.  

	 The training is documented.

	The training is updated periodically with new requirements and just 
to remind staff of their obligations.
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Each member of my staff has signed a confidentiality agreement 
acknowledging their obligation to protect patient confidentiality.

If patient information is released to a third party to perform a service or 
function on my behalf (such as a billing service or software vendor):

	Only the minimum information necessary to provide the service is 
to be released.

	The third party should provide a confidentiality agreement, or 
if I am a covered entity under HIPAA, a “Business Associate 
Agreement”.	

If a patient account is turned over to a collection agency:

	Only the minimum information necessary to pursue the account 
is released – patient demographics, dates of service, and amount 
owed.

	The collection agency should provide a confidentiality agreement, 
or if I am a covered entity under HIPAA, a “Business Associate 
Agreement”.
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TREATING PATIENTS WITH 
SUICIDAL BEHAVIORS
ASSESSMENT

I explore suicide potential at the outset of treatment and at other points 
during treatment, including, but not limited to:

	Whenever there is an incidence of suicidal or self-destructive ideation or 
behavior

	When significant clinical changes occur

	When there is any modification in supervision or observation level 

	At the time of discharge or transfer from one level of care to another

	 At other times, as clinically indicated

I try to obtain past treatment records and I document my attempts.

I communicate with other treaters, especially when the patient is being 
treated in a split or collaborative treatment arrangement.

I inquire about access to firearms and other weapons.

I involve the patient’s family or significant others to gather information and 
develop safety plans.

I know the criteria and procedures for involuntary hospitalization in the 
jurisdictions in which I practice.

I do not rely solely on “no-harm” contracts as a guarantee of patient safety.  
If I use such a tool, I understand it is one part of a comprehensive treatment 
plan and it is my responsibility to evaluate the patient’s overall suicide risk and 
ability to participate in the overall treatment plan.

I try to document all relevant information about a patient’s condition, 
treatment options considered, and the rationales for choosing or rejecting 
each option.

I never alter or destroy a patient record after an adverse event.

If there is relevant information I believe should be added, I do not 
hesitate to consult with my risk manager to determine how to do so 
without altering the record.
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I use extreme care when terminating treatment with potentially suicidal patients.

I avoid terminating during periods of crisis.

If termination is necessary, I consider terminating (transferring care) while 
patient is hospitalized under the care of another psychiatrist. (See also 
Termination on page 9.)

I prescribe medications judiciously and carefully manage prescription refill requests.

I try to alert my covering colleagues to my high-risk patients.

I consider alerting family members / significant others, even without patient consent, 
to the risk of outpatient suicide when the risk is significant, family members do not 
seem to be aware of the risk, and the family might contribute to the patient’s safety.

I try to stay current with authoritative clinical guidelines to assess the level of suicide 
risk and facilitate the development of a reasonable intervention and treatment 
plan based on the assessed risk level. 

I am familiar with, and follow, facility policy and procedures regarding the 
management of patients with suicidal behaviors, including ordering appropriate 
patient supervision levels. 

I understand that listening to concerns of family members and other third parties 
is not breaching confidentiality; in fact, listening to others may provide invaluable 
information and insight into the patient’s suicide risk.

If I have staff, the threshold for getting patient concerns to me is low.

I appeal, if appropriate, adverse benefits decisions by insurance companies.

I do not hesitate to consult with or refer to colleagues when appropriate.

If a patient attempts or completes suicide:

I call my liability insurance carrier to report an event as soon as possible.

I refrain from discussing the case with anyone other than my Claims 
Examiner and my attorney.

I call my risk manager with all requests for patient information after the event.

I understand that confidentiality survives the patient death. (See Confidentiality on 
page 16 for specific advice.)
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I stay current with professional literature and research regarding the 
medications I prescribe (for both approved and off-label uses). 

I prescribe medications only in the context of a physician-patient 
relationship.

I do not prescribe medications for individuals for whom I am purely a 
consultant.

I do not prescribe medications that are not FDA approved (NOTE: This is 
different than off-label prescribing of medications.)

I document all prescriptions and refills (preferably in a medication log for 
each patient).

I try to document the clinical assessment and clinical judgment which is 
the basis for treatment recommendations and prescribing decisions. 

Periodically, and as new information is released, I reevaluate the 
medications I prescribe and the clinical basis for prescribing. I update 
treatment plans and recommendations accordingly.

I obtain the patient's informed consent and document the consent when  
prescribing medication. Including:

The nature of the proposed treatment

The risks, benefits, and potential side-effects of the proposed 
treatment

Any alternatives to the proposed treatment

The risks and benefits of the alternatives

The risks and benefits of doing nothing

PRESCRIBING
ASSESSMENT
PRESCRIBING
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I place a copy of any informational materials given to the patient about the 
medication in the patient’s record.

If applicable, I clarify with the patient that the proposed treatment is an off-label 
use of the medication.

I maintain a file containing any scientific literature, professional information, and 
contacts with the FDA and others which supports the off-label use of medications.

I am aware of and use caution when "stacking" medications/using polypharmacy.

I communicate with other health care providers about the medications that are 
being prescribed by all physicians involved in the patient's treatment and about 
signs, symptoms, and responses to the medications.

I communicate with other individuals involved with the patient's care about the 
medications that are being prescribed and about signs, symptoms, and responses 
to the medications.

I consider professional consultation or a referral to another physician with 
appropriate training and expertise, when appropriate.

I remain aware of and assess for the potential for misuse or abuse of medications 
by the patient or those who may have access to the medication.

I discuss with the patient the importance/benefits of:

Seeing only one psychiatrist

Having prescriptions filled at only one pharmacy

Keeping track of medications

Getting prescriptions only during office hours

Destroying all old or unused medications

I document that the following were completed when medications are prescribed:

Appropriate baseline laboratory testing

A comprehensive patient history

Any necessary physical examinations
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I have in place a system for regularly monitoring medications prescribed as well as 
documenting the results of monitoring. For elements of a monitoring system, see 
page 26.

I am aware of the relevant authoritative guidelines related to monitoring and 
either comply or if not appropriate to follow, have alternative methods to ensure 
the standard of care is met. If I do not follow the guidelines, I document the 
basis for the monitoring that is being done and the reasoning for deviation from 
authoritative guidelines.

I ensure that all writing on prescriptions and drug orders is legible.

I use tamper-resistant prescription pads with security devices to thwart attempts 
to alter or copy the prescription.

I do not use my prescription pads as note pads.

I am aware of and understand prescription record keeping and prescribing 
regulations.

I ask patients about their use of non-traditional/complementary/alternative 
therapies.

I know the laws regarding electronic prescribing for the state(s) in which I practice.

I consider having reviewed by a health care attorney all contracts and agreements 
for electronic prescribing.

I clarify with commercial/third party vendors of electronic prescribing systems 
how physician and patient information will be collected and used.

I take all necessary security precautions to protect patient confidentiality when 
transmitting prescription electronically.

I do not rely solely on the medication interaction checks built into the software.

MONITORING

PRESCRIPTION PADS 

ELECTRONIC PRESCRIBING 
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TOOL: ELEMENTS OF A 
MONITORING SYSTEM	

A monitoring system might include, but is not limited to, the following:

	• List of medications that routinely require blood levels monitored, a schedule 
for frequency of testing, testing to be done, etc.

	• List of medications and patient conditions that require baseline and ongoing 
laboratory tests.

	• Procedure for the timely review and response to results of lab testing.

	• Documentation of instructions to patients to obtain lab testing and 
documentation that testing was done. If patients refuse or are unable to 
obtain lab testing, documentation of response and plan to manage this 
situation.

	• Information and instructions to patients (and families when appropriate) 
about why monitoring is needed. Documentation of instruction.

	• Periodic review, and documentation, of the efficacy of medications and 
adjustments made as a result of information obtained (change in dosage, 
change in route, change in time of administration of medication, etc.).

	• Side-effects and adjustments made as a result of information obtained and 
documentation of same.

	• Regular communication with other involved healthcare professionals 
about monitoring of side-effects, complementary lab results, etc., and 
documentation of communication and results.
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I do not supervise relatives, close friends, or employers.

I clarify the definition of “supervision” and what is expected of me before 
I sign a contract or agreement to be a supervisor and before signing-off 
on a form as a supervisor. Various entities/organizations I may need/
want to contact include:

State statutes and regulations

Insurance company requirements

Facility requirements

Medicare/Medicaid requirements

Professional organizations

I review the practice of medicine statutes and regulations in my state 
because some states include in their definitions of “unprofessional 
conduct” or “professional misconduct” information about specific 
supervision or supervision related activities.

Before entering into a supervisory relationship, I review and discuss 
applicable statutes, regulations, and requirements with the supervisee.

I have a written agreement in place, either by contract or some other 
formal arrangement, prior to beginning supervision.

I consult with personal legal counsel for state specific legal advice and for 
information about financial and billing matters related to my supervisory 
role.

I verify the supervisee's education, training, licensing, credentialing, and 
professional liability insurance coverage.

I periodically re-verify the licensing and professional liability insurance 
coverage of my supervisee.

LIABILITY FOR OTHERS 
ASSESSMENT
SUPERVISION
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I contact the relevant licensing body to inquire about administrative 
complaints or actions against the supervisee.

I review my professional liability insurance policy and contact my 
underwriter to notify him/her of the supervisory relationship.

I and/or the supervisee educate the patient about the supervisory 
relationship.  At a minimum, the patient is educated about:

My name

My credentials

My role

I tailor my involvement to the supervisee's education, training, and skills, as 
well as the clinical needs of the patient.

I ensure ongoing communication between myself and the supervisee.

I evaluate the supervisee on the basis of actual performance and 
reasonable standards.

I ensure that the supervisee is aware of the appropriate professional code 
of ethics.

I ensure that a supervisee who will be prescribing medications on his/her 
own complies with statutory, regulatory, and payor requirements and has 
obtained his/her own DEA number and prescription pads.

If at any time and for any reason, I determine that the supervisee is not 
providing services commensurate with the standard of care, I develop and 
implement a written plan for remediation.  

I document supervision.
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I review and understand my state’s statutory and regulatory requirements 
specifically regarding the regulation of nurse practitioners. The topics of state 
regulation of nurse practitioners may include, but are not limited to, the following:

Limiting the number of nurse practitioners a physician can work with at the 
same time.

Requiring a physician to be interviewed by and register with the Medical 
Board.

Specifying the time intervals for on-site visits by the physician

stipulating the content of written practice agreements and written 
protocols.

I understand that I can have more stringent supervision requirements than 
required by the state, such as requiring chart review more frequently than the 
state requires.

I clarify the definition of “collaboration” and clarify the expectations and 
responsibilities of all parties, including the patient, at the outset of treatment.

I use a written collaborative agreement to help clarify and manage expectations. 

I verify  my colleague’s education, training, licensing, credentialing, and professional 
liability insurance coverage.

I contact the relevant licensing body to inquire about administrative complaints or 
actions against my colleague.

I ensure on-going communication between myself and my colleague.

If at any time and for any reason, I determine that my colleague is not providing 
services commensurate with the standard of care, I address my concerns with my 
colleague and/or the patient.  

I document communication with my colleague.

SUPERVISION OF NURSE PRACTITIONER (SEE SUPERVISION ABOVE)

COLLABORATION 
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I provide an opinion and recommendation only. The treatment provider requesting 
the consult is entirely free to accept or reject—in whole or in part - my opinion and 
recommendation.

I do not prescribe medications or write/change orders.

I educate the patient about the limited nature of my involvement in his/her care.

I consult with my personal attorney when developing office sharing arrangements 
in order to ensure compliance with all relevant statutes and regulations (e.g., no 
fee-splitting).

I consult with my personal attorney to assess whether my shared office 
arrangement may be perceived as a legal entity (e.g., a limited or general 
partnership) in spite of my intent.

I inform office staff and my office mate(s) about the liability risks involved when 
professionals share staff, phones, receptionists, and billing personnel.

I avoid the appearance of any control of or supervision of my office mates.

I refrain from engaging in any contract(s) with my office mates that could be 
construed as an employment contract.

I keep my patient and business records separate from those of my office mate(s).

I eliminate as many objective indicators of association with my office mate(s) as 
possible. This might include shared outdoor signs, letterhead, office telephone 
numbers, billing personnel, etc.

I post and provide to every patient a fact sheet or disclosure statement stating, at 
a minimum:

That all of the professionals are independent practitioners.

That I am not in partnership with them.

That I have no responsibility for their billing.

That I neither control nor supervise the services that they provide. 

CONSULTATION 

OFFICE SHARING 
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I periodically check to confirm that my written protocols and procedures 
are being followed. For example, I call my office and answering service to 
ensure that the receptionist and operators are answering the phone with 
words that identify me and my office appropriately and not with a phrase 
such as “The offices of _______  and _______.”

I understand that there may be ethical and legal issues related to fee-
splitting if I accept or pay a percentage of fees collected for office space, 
secretarial services, and other administrative support. To avoid the 
appearance of fee-splitting, psychiatrists should negotiate a mutually 
agreed upon specific, set, reasonable fee for the use of the space and 
other expenses. I consult with my personal attorney as needed. 

I contact the relevant licensing body to inquire about administrative 
complaints or actions against my office mate(s).

I verify my office mate’s professional liability insurance coverage.

I understand that I am responsible for the acts of my employees; 

therefore, I have written policies and procedures to guide and assist 
employees in the performance of their duties. 

My office staff are trained how to triage patients contacts appropriately. 
Guidelines include information about:

The symptoms or conditions that require immediate referral to the 
psychiatrist or another clinician.

Procedures for handling routine, non-emergency patient calls.

How to manage calls about lab results and calls from hospitals and 
other facilities where patients are admitted.

Only staff with the appropriate training and professional credentials 
provide clinical information or recommendations to patients.

The threshold for obtaining my involvement/response is relatively low – 
any uncertainty on the part of the staff means it is discussed with me.

EMPLOYER 
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I clarify the purpose of my signature prior to signing charts/documents/etc.

I ensure that my signature accurately reflects my activities/level of 
involvement.  If necessary, I annotate my signature.

SIGNATURES

MORE THAN AN
INSURANCE
POLICY

CONTACT US
(800) 245-3333
TheProgram@prms.com
PRMS.com
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