Georgia Hospital Liability for Patient Suicide and What the Medical Record Reveals

Why the Documents Inside a Hospital’s Own Files Are Often the Most Important Evidence a
Family Can Have

When a loved one dies by suicide during a psychiatric hospitalization or in the hours after a
discharge, the hospital will eventually produce a stack of documents in response to a records
request. For most families, those pages are dense, clinical, and written in a language that wasn’t
designed to be understood by anyone outside the facility. What many families don’t realize is that
those same documents, read carefully and with the right knowledge, often contain the clearest
available evidence of whether proper care was delivered or whether something went terribly wrong.
For families trying to get honest answers out of a system that isn’t volunteering them, speaking with
a suicide lawyer who knows how to read those records is frequently where the truth begins to
surface.

The Intake Evaluation

The intake evaluation is the document that establishes what the hospital knew about a patient’s
condition from the moment of admission. It is the foundation on which every subsequent clinical
decision during the hospitalization is supposed to rest. A properly completed intake evaluation for
a patient admitted with suicide risk should contain all of the following:

o The Presenting Crisis in Specific Detail: A description of the events, statements, or
behaviors that prompted admission, written in clinical terms that reflect genuine
engagement with what the patient reported and what was observed.

e A Complete Psychiatric and Medical History: Prior diagnoses, previous hospitalizations,
history of suicide attempts, current medications, and any known substance use that could
affect the patient’s risk profile.

¢ A Documented Mental Status Examination: A structured assessment of the patient’s
appearance, behavior, mood, affect, thought process, thought content, insight, and
judgment at the time of admission.

o Identified Risk and Protective Factors: The specific clinical factors that elevate the
patient’s risk alongside any factors that may serve as protective buffers, documented with
enough detail to support the clinical decisions that follow.

o A Preliminary Treatment Plan: The immediate clinical response to what the evaluation
found, including the level of care ordered, the supervision protocol initiated, and the
rationale for those decisions.

When those elements are missing, vague, or templated rather than specific to the patient, the
intake evaluation raises an immediate question: if the hospital didn’t document what it knew at
admission, the basis for every clinical decision that followed is undermined from the start. A facility
that admits a patient following a suicide attempt but produces an intake evaluation that fails to
document that attempt in clinical detail has created a record that speaks for itself.

The Suicide Risk Assessment
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The suicide risk assessment is the document most directly tied to liability in Georgia hospital

suicide cases. It should be completed at intake, updated when the patient’s condition changes,
and conducted again before any discharge decision is made. A properly completed suicide risk
assessment should contain all of the following:

A Structured Assessment of Static Risk Factors: Demographics, psychiatric diagnosis,
history of attempts, family history of suicide, and other factors that inform the baseline risk
picture.

A Structured Assessment of Dynamic Risk Factors: Current ideation, intent, plan, access
to means, recent stressors, and current substance use, all of which can shift during the
hospitalization and require reassessment at regular intervals.

Documented Protective Factors: Reasons for living, social support, future orientation,
and engagement with treatment that the provider weighed against the risk factors in arriving
at a risk determination.

A Clearly Stated Risk Level With Supporting Rationale: A conclusion of low, moderate, or
high risk supported by the specific clinical findings documented in the assessment, not a
rating that appears without explanation.

A Clinical Response Tied to the Risk Level: The treatment and supervision decisions that
follow from the risk determination, showing the assessment actually drove clinical
decision-making rather than existing as a standalone form.

Arisk assessment that produces a rating without documented reasoning, uses identical language
across multiple assessments on different days, or records a low risk level for a patient whose own
statements elsewhere in the chart reflect active suicidal ideation isn’t a clinical document. It’s a
liability problem. In Georgia, a hospital whose own risk assessment records reflect elevated
suicide risk at the time of a discharge decision may have documentation showing that the danger
was recognized before the patient left the facility.

The Observation Log

Patients placed on suicide watch are supposed to be observed at specific intervals, and those
observations are supposed to be documented in real time. A properly maintained observation log
should contain all of the following:

The Date and Exact Time of Each Observation: Recorded at the interval specified in the
physician’s orders, with no unexplained gaps that exceed the ordered observation
frequency.

The Name and Credential of the Staff Member Conducting Each Check: Identifying who
performed each observation creates an auditable record that can be cross-referenced
against staffing logs and other documentation in the chart.

The Patient’s Location at the Time of Each Check: Whether the patient was in their room,
a common area, a bathroom, or elsewhere, documented specifically rather than with a
generic notation.
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¢ The Patient’s Behavioral Status at Each Observation: A brief but specific description of
what the patient was doing and how they appeared, reflecting actual visual contact rather
than a templated entry.

e AnyChanges in Condition Noted During Observation: Escalating agitation, statements of
distress, or behavioral changes that should trigger a clinical reassessment, documented
and escalated appropriately.

Entries completed in clusters rather than at the intervals they claim to reflect, observations
recorded during periods when other documentation places the staff member elsewhere, and
behavioral descriptions that are identical across multiple entries for a patient whose condition was
supposed to be actively monitored are all red flags. A log that shows perfect compliance on paper
but contradicts other records in the chartis telling a story, and itisn’t the one the hospital wants
told.

Physician Orders and Treatment Notes

Physician orders reveal how the clinical team understood the patient’s risk level at each pointin
the hospitalization and what they decided to do about it. Treatment notes are where clinicians are
supposed to document their actual engagement with the patient, their assessment of current
mental state, and their reasoning. Both should reflect the following:

e Supervision Orders That Match the Documented Risk Level: Any changes in supervision
level should be supported by a documented clinical rationale tied directly to a
reassessment of the patient’s condition.

¢ Medication Orders With Documented Reasoning: Psychiatric medications prescribed or
adjusted during the hospitalization should be accompanied by documentation of why those
decisions were made and what response was being monitored.

o Treatment Notes That Reflect Specific Patient Contact: Each note should document
what the patient reported, what the clinician observed, how the patient’s condition has
changed since prior contact, and what the clinical plan going forward entails.

¢ Documented Responses to Changes in Condition: When nursing staff flags a change in
the patient’s status, the physician’s response and reasoning should be in the record.

Treatment notes that record brief interactions and conclusions of stability without supporting
clinical detail, or that read identically across multiple days for a patient in active psychiatric crisis,
suggest documentation produced to satisfy an administrative requirement rather than to reflect
genuine clinical contact. When the chain of orders and notes traced through the chart reveals a
progression toward discharge that the patient’s clinical picture doesn’t justify, the record tells the
story of how the decision to release that patient was made.

The Discharge Summary

The discharge summary carries the most legal weight in cases involving a death that occurred after
a patient left the hospital. A discharge summary that reflects a genuine and clinically sound
decision to release a patient at suicide risk should contain all of the following:



¢ A Documented Reassessment of The Patient’s Current Condition: A fresh clinical
assessment of where the patient stands at the time of discharge, including current
ideation, mood, insight, and engagement with treatment.

e A Clear Explanation of Why Discharge Is Clinically Appropriate: The specific findings
that support the determination that the patient is stable enough to leave, written in enough
detail that another clinician reading the record could understand the reasoning.

¢ Documented Follow-Up Care: The record should show that appropriate outpatient care
arrangements were made before discharge, including referrals, appointments when
available, and instructions for continuing treatment.

e A Written Crisis Plan Provided to The Patient and Family: Specific instructions for what
to do if the patient’s condition deteriorates, including warning signs to watch for and
instructions for returning to care if needed.

o Maedication Reconciliation and Instructions: A complete list of discharge medications
with dosing instructions and documentation that the patient and family received and
understood that information before leaving.

A discharge summary that records stability without the evaluation to supportit, lists a referral
without documenting meaningful follow-up arrangements, or was completed days after the
discharge rather than contemporaneously is not documentation of a sound clinical decision. It’s
documentation of a gap, and in Georgia, that gap between what the standard of care required and
what the record reflects is where a liability claim takes shape.

What’s Missing Is Sometimes More Important Than What’s There

Families reviewing medical records after a hospital suicide often focus on what the documents
say. An equally important question is what they don’t say, and whether the gaps between
documents reveal something the individual records don’t show on their own.

Late entries, meaning documentation added to the chart hours or days after the events they
describe, are a consistent feature of records in cases that later become the subject of legal
scrutiny. An observation logged at a time that contradicts the location records for the staff member
who supposedly conducted it. A risk assessment dated the morning of discharge that appears in
the chart with formatting, font characteristics, or metadata that differ from surrounding entries. A
treatment note added after the patient’s death that addresses clinical considerations that weren’t
documented during the hospitalization itself.

Inconsistencies between documents are equally significant. A nursing note that records a patient
expressing active suicidal ideation at the same time a physician treatment note records the patient
as calm and future-oriented. An observation log that shows continuous monitoring during a period
when staffing records reflect significant understaffing. A discharge summary that describes a
follow-up appointment that the outpatient provider has no record of scheduling.

None of these inconsistencies prove negligence on their own. Together, in the context of a careful
review of the complete record, they can paint a picture of care that existed primarily on paper, and



that is often the most important thing a family can establish when they’re trying to understand
whether the hospital metits obligations to their loved one.

How Georgia Law Uses These Records to Establish Liability

In Georgia, a medical malpractice claim involving a hospital suicide is built on the medical record.
The records establish what the hospital knew, when it knew it, what clinical decisions were made in
response, and whether those decisions reflected the standard of care that Georgia law requires.
Georgia’s requirement that a plaintiff file an expert affidavit at the time of suit means that a
qualified clinical expert must review those records and attest that the standard of care was not met
before the case can move forward. That requirement puts the medical record at the center of the
case from the very beginning.

What experienced legal and clinical review of those records can establish is whether the failures
documented in the chart, the cursory risk assessments, the observation gaps, the discharge
decision made without adequate supporting evaluation, reflect a departure from what a competent
Georgia hospital was required to provide. When the records support that conclusion, they become
the foundation of a case for accountability. When they don’t, an honest review will say so. Either
way, the records are where the answers are, and getting them into the hands of someone who
knows what to look for is the first step toward finding out what actually happened.

Speaking With a Suicide Lawyer About What Happened in Georgia

Families trying to understand whether a Georgia hospital failed their loved one don’t have to
interpret those records alone. The Law Offices of Skip Simpson represents families across the
country in cases involving inpatient suicide, psychiatric negligence, and institutional failures in
mental health care. Attorney Skip Simpson has spent decades handling these cases and has
helped define the legal standards that hold hospitals accountable when patients in their care
aren’t protected the way Georgia law requires.

If your family is dealing with the loss of a loved one to suicide during or after a hospitalization in
Georgia, a confidential consultation with the firm carries no upfront cost and no obligation to move
forward. Cases are accepted on a contingency fee basis, meaning your family pays no legal fees of
any kind unless a recovery is secured on your behalf. The conversation is confidential and handled
with the seriousness this kind of loss deserves, beginning with an honest assessment of what the
records show and what options may be available to your family.

Contact us to request a confidential consultation and take the first step toward understanding
what the records reveal about your loved one’s care.
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