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Supervision of outpatient psychiatry residents plays the dual role of protecting the public by monitoring care and
improving the educational experience of residents. The responsibility of supervisors may leave them vulnerable to
liability under several legal theories. They may be vicariously liable for residents’ negligence or may be directly liable
for their own negligence in supervision or administration. Plaintiffs may bring claims alleging both vicarious and
direct liability. There are particular risks with respect to residents’ misconduct and liability to third parties, such
as victims of a dangerous patient. Many of these legal issues are unsettled and may not apply to all situations. The
authors discuss various risk-management techniques supervisors can use to mitigate risk.
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Supervisors of psychiatry residents play multiple
roles in the improvement of mental health services:
effective teaching of future psychiatrists; supervision
of care; and protection of the public by ensuring that
only qualified residents advance to positions of
greater responsibility for patient care.1 As one scholar
has explained, “[I]nadequately trained persons are
allowed to perform services on the theory that super-
vision will remedy any deficiencies” (Ref. 2, p 467).
A patient harmed by a trainee or former trainee
might sue the trainee’s supervisor for actual or puni-
tive damages.3 Other consequences of “negligent su-
pervision” may include criminal charges or profes-
sional penalties, such as loss of employment or
revocation of license. Such negative consequences,
while uncommon, nonetheless provide strong incen-
tives to reduce risk in outpatient psychotherapy
supervision.

Plaintiffs in psychotherapy malpractice suits have
several practical reasons to name supervisors as de-
fendants in lawsuits arising out of resident negli-
gence. Residents typically have limited assets with
which to respond to a verdict against them.4 Similar
to an award against a hospital, an award of damages
against a supervisor may stand a better chance of
reaching into deeper pockets. Supervisors’ malprac-

tice insurance may cover supervision-related negli-
gence, adding to what a plaintiff may recover from
the resident’s insurance. Residents’ intentional torts
or sexual misconduct may not be covered by their
liability insurance,5 but a claim of supervisory error
may access the supervisor’s insurance coverage.

A nationwide survey by Schulte and colleagues6 of
psychiatry residency training directors revealed that
many training directors believe that supervisors are
sufficiently aware of liability and accountability in
supervision, but few training directors take steps to
keep supervisors informed. The survey further re-
vealed that patients are often unaware of a supervi-
sor’s identity. In response to these results, the authors
of the survey offered practical suggestions for ways in
which training programs could improve faculty
awareness, documentation efforts, and trainee com-
pliance. We propose additional suggestions for risk
management in psychotherapy supervision, drawn
from related case law, to help supervisors and train-
ing directors to develop their own risk-management
practices.

Nearly all of the case law and scholarship on su-
pervisor liability has occurred in the context of sur-
gery, obstetrics, psychology, and social work. While
there is a dearth of case law on supervisor liability in
psychiatry, relevant cases from other mental health
and medical fields may be instructive and can help
underscore risks and elucidate theories of liability
that might be used against outpatient psychotherapy
supervisors of psychiatry residents. In this article, we
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draw on related research and case law from other
treatment settings to help define legal theories of li-
ability and relevant case law in the context of psychi-
atry, noting risks unique to supervisors of psychiatry
residents. In the discussion, we also propose sugges-
tions for minimizing risk in outpatient psychother-
apy supervision.

Theories of Legal Liability

Vicarious Liability

Supervisors may be liable for residents’ torts under
the theory of respondeat superior. In a respondeat su-
perior claim, a plaintiff is not required to establish the
supervisor’s direct involvement in the conduct that
harmed the patient,7 but some type of employment
or agency relationship is generally required. The
owner of a practice may be held liable for the actions
of an employee of the practice (such as a postdoctoral
psychologist or a social worker providing therapy in a
practice owned by the psychiatrist).2 Liability associ-
ated with the supervision of psychology trainees and
a full description of the principles of master/servant
liability are well described by Dennis Saccuzzo in the
California Western Law Review.3 However, a master/
servant relationship is not typically the case for resi-
dents, and therefore, plaintiffs usually must prove
something more than mere status as a supervisor qua
employer, to hold the supervisor liable for the negli-
gent treatment by the resident.

In outpatient psychotherapy supervision, the su-
pervisor is not typically the resident’s employer but
provides supervision in the educational context. Su-
pervision and clinical relationships can take many
forms. The supervisor may be located at a remote site
from the resident, providing instructional feedback
and training without being directly involved in the
administration of treatment. In such cases, the super-
visor may be providing education without direct re-
sponsibility for actual clinical work and clinical deci-
sions, while the administrators (not including the
supervisor) of the practice at which the patient is
registered have administrative responsibility. In such
outpatient psychotherapy supervision, the primary
doctor-patient relationship is between the resident
and the patient, and a resident may decide to ignore
the supervisor’s recommendations. When such a dis-
pute arises, the supervisor may not even have clinical
privileges at the site where the patient is registered

and may bring concerns to the administrator of the
practice where the patient is registered.

The risk of liability in outpatient psychotherapy
supervision may also vary with the type of supervi-
sion in use. Indirect forms of supervision (e.g., video-
and audiotape observation, chart review, and self-
report) may carry less risk for supervisors than does
direct supervision, such as contemporaneous or in-
teractive supervision, because the supervisor has the
immediate opportunity to intervene for the patient’s
well-being, as well as the ability to observe the actual
nature of the exchange between the resident and the
patient. In the self-report method, the supervisor’s
inability to monitor the therapy directly may limit
the risks of the supervisor, who is removed from the
situation. Conversely, the self-report method makes
it easier for a trainee to conceal unethical conduct or
to present negative experiences in a more positive
light.2 When self-report is the primary or only super-
vision technique used, supervisors may develop risk-
management techniques, such as regular chart re-
views for clinical and educational purposes. When it
appears that a patient is not progressing, the supervi-
sion method may be supplemented or adjusted in
type (e.g., readings, viewing master clinician tapes,
developing skills by role playing, or escalating from
indirect report to taped or live supervision).

When a tort is committed by a resident whose
conduct the supervisor does not directly observe, a
respondeat superior claim may still be possible under a
claim of ostensible agency, if the patient reasonably
believes that the resident is the employee or agent of
the supervisor.6 Supervisors may educate patients
and residents about the nature of the supervisory
relationship and lack of agency. Although not re-
quired, a handout may be useful to inform patients
about the supervisor’s role and whom to contact if
problems arise.8

Another factor courts may consider in determin-
ing vicarious liability is the existence of a financial
arrangement. Enterprise liability may allow liability
when a supervisor derives economic gain from the
work of the resident. It may apply if the supervisor
receives payment for the trainee’s work. If a supervi-
sor is employed by a hospital or by a medical school,
vicarious liability may attach to the institution(s)
rather than the supervisor, as the institution typically
benefits directly from the supervision. However, if
the supervisor is in private practice or receives pay-
ment for serving as an attending psychiatrist in a
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resident clinic, enterprise liability may also apply, as
the supervisor would be more likely to derive per-
sonal financial gain from the resident’s services.

If a supervisor’s name appears as the service pro-
vider on an invoice, the probability of liability is
greater than if the supervisor receives payment indi-
rectly, such as from a mutual employer. In addition,
a supervisor who bills the patient or insurance com-
pany but fails to meet with the patient could face
professional penalties, including suspension of his or
her license.9 A bill for treatment should reflect the
name of the individual who personally provided the
treatment. Billing trainees for a portion of payments
for supervised treatment could constitute fee-split-
ting and may be unethical, if not illegal.10

Direct Liability

Negligent Supervision

Supervisors may also be directly liable for their
own negligent acts,11 including negligent supervi-
sion. Negligent supervision includes failures such as
not knowing what a resident is doing, not teaching,
failing to meet with the resident as required, or fail-
ing to provide oversight. Direct liability claims
against supervisors may be easier for plaintiffs to ar-
gue than is vicarious liability, as negligent supervi-
sion claims do not require an agency relationship.
Supervisory negligence could be found if a supervi-
sor: instructs a resident to do something that is con-
traindicated (e.g., inappropriately encourages pre-
scription of addictive substances to a patient with a
history of substance abuse); knows of a resident’s
error but fails to take corrective action; shows care-
lessness in monitoring the resident’s work (e.g., ne-
glects to review a patient’s history to verify that a
resident has taken a substance use history before pre-
scribing potentially addictive substances); or fails to
report concerns about a resident’s conduct or com-
petency to the appropriate administrative authority,
such as the residency training director. Some patients
may not be suitable for treatment by a resident, and
some residents may be unfit to provide specific treat-
ments. By allowing treatment by a resident only
when clinically appropriate, the supervisor can im-
prove care.

Negligent supervision and negligent education
claims have been successful in other fields of medi-
cine.12 In Morris v. Francisco,13 a surgical resident
seriously injured a young woman who subsequently
sued the supervising physician for negligence “. . .in

failing to properly supervise [an inexperienced resi-
dent and]. . .in failing to properly identify and teach
[the resident] the proper. . .method. . .” (Ref. 13, p
502). In psychotherapy supervision, a supervisor typ-
ically observes patient care, asks appropriate ques-
tions about the treatment, and follows up on resident
reports. The Accreditation Council for Graduate
Medical Education requires residents to maintain a
record of clinical experience.14 Supervisors may con-
sult this record to be sure that appropriate patients
and experiences are noted. When a resident lacks
appropriate training, the supervisor may compensate
for any shortcomings in experience by filling in gaps
in the resident’s education. In treatments associated
with increased risk, such as prescribing monoamine
oxidase inhibitors (MAOIs), hypnosis, or amytal so-
dium interviews, supervisors should discuss and as-
sess the resident’s task-specific competence before
the treatment.

Program directors, department chairs, and other
supervising administrators often fulfill additional re-
sponsibilities to the institutions they serve, irrespec-
tive of personal legal liability. Negligent manage-
ment of supervisory duties, such as a failure to
investigate a complaint thoroughly, could result in
hospital or clinic liability and significant losses, as
occurred when a hospital administrator failed to re-
spond appropriately to allegations of physician mis-
conduct toward a psychiatric patient.15

Negligent Administration

Negligent administration relates to a supervisor’s
failure to follow statutory or program standards for
supervision. Many residency training programs have
rules regarding the required frequency, format, and
duration of supervision sessions. Supervisors can ask
for an official school or training program policy
handbook to help clarify roles and responsibilities of
supervisors (e.g., reporting concerns about miscon-
duct). A supervisor may then communicate policies
to the residents and follow through on their success-
ful implementation. Documenting compliance with
program standards may help reduce risk. Examples
of administrative negligence could include failure to
meet with the resident at the prescribed frequency,
failure to review a resident’s chart notes, or failure to
use supervision time appropriately (e.g., discussing
current events unrelated to the patient’s care).

Supervisors may be responsible for knowing state
laws and supervision requirements. While state laws
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regulating the supervision of psychotherapists in
training are often aimed at psychology3 and other
mental health providers, the language of such legis-
lation is often general and may in some cases apply to
analogous supervisory relationships in psychiatry as
well.2 Similarly, actions taken by boards of psychol-
ogy against psychotherapy supervisors, such as revo-
cation16 or suspension9 of the supervisor’s license,
could be taken by state medical boards against psy-
chiatrist supervisors. As one scholar has noted, super-
visors can be “liable not only for their own negligence
in failing to supervise adequately, but also for the
actions of their supervisees” (Ref. 3, p 122). Guid-
ance may be obtained through legal counsel, mal-
practice insurance companies, and regulatory au-
thorities, such as licensing boards.17

Administrative negligence overlaps significantly
with negligent supervision. Carelessness toward stan-
dards, such as a failure to be available, may constitute
administrative or supervisory negligence. In Mozingo
v. Pitt County Memorial Hospital, Inc.,18 a supervisor
who was on call from home was found liable when he
failed to arrive at the hospital within the required
time frame to prevent injury to a newborn after su-
pervisees called requesting assistance. Psychotherapy
supervisors may owe a similar duty toward patients
treated by residents. If the senior psychiatrist is un-
available when a crisis arises, he or she may be liable
for a breach of duty to the patient or for a breach of
policy for failing to respond in time. When unavail-
able, supervisors often arrange for “backup” coverage
of their supervisory duties.

If a psychiatrist holds the administrative responsi-
bility for supervision of residents (e.g., as a residency
training director, service chief, or department chair),
he or she could be held liable for failure to develop
and enforce reasonable supervision policies. In Max-
well v. Cole,19 the court held that the duty to super-
vise and regulate supervision forms the basis for a
patient’s right to sue a department chair for “. . .his
failure to adequately supervise the resident staff and
to provide rules and regulations for the resident staff
as to the necessity in certain circumstances to seek
prompt consultation with attending physicians”
(Ref. 19, p. 1001). If a resident deals improperly with
a violent patient’s escalating aggression and the pa-
tient seriously injures another, the residency training
director may be liable, for example, for failing to
ensure that residents are taught appropriate proce-

dures for de-escalation and management of danger-
ous situations.

Administrators may also be expected to develop
written policies for supervision and to communicate
these policies to individual supervisors. A written
policy may also include requirements and standards
for competency testing and supervision.20 Because
courts have held that evaluation reports of a resi-
dent’s skills may guide the level of supervision appro-
priate for the resident,21 supervisors might consult
residents’ evaluations or confer with program direc-
tors when deciding on supervision methods. Policies
often implement guidelines and recommendations
made by professional organizations, such as the Ac-
creditation Council for Graduate Medical Education
(ACGME),14 the American Psychiatric Association
(APA),10 and the American Medical Association
(AMA). The ACGME calls for weekly meetings, and
program directors are expected to notify supervisors
and trainees of these requirements; a supervisor may
be administratively negligent if he or she does not
report that a resident failed to attend a scheduled
meeting. A well-run program with structured super-
vision guidelines is likely to carry less risk than one
characterized by unclear or poorly communicated
standards. To minimize risk, policies should be well
documented and agreed on by all who enter into
supervisory relationships.

Sexual Misconduct Claims and Intentional
Tort Liability

Many lawsuits brought by patients in mental
health treatment are based on misconduct of caregiv-
ers.15,16,22,23 Most misconduct claims in psychother-
apy will fall into one of two categories: claims for
sexual misconduct and intentional torts. While sex-
ual misconduct may seem a deliberate abuse of a
patient or a conscious decision to transgress ethics
boundaries and may therefore seem to be an inten-
tional tort (and is sometimes argued as such), plain-
tiffs often characterize these claims as malpractice,
arguing negligent mishandling of transference,22,24

boundary violations, or abandonment, to place the
tort within the parameters of malpractice insurance.7

Some courts have held that employee therapists’ sex-
ual misconduct is a reasonably foreseeable risk of
treatment or that it may be reasonably incidental to
the course of treatment.25 The Ninth Circuit, in
Simmons v. United States,26 upheld both a respondeat
superior claim against the employer and a finding of
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liability for negligent supervision against the social
worker’s supervisor for the social worker’s sexual mis-
conduct. The respondeat superior claim was predi-
cated on the theory that the social worker had negli-
gently mishandled transference. To lessen the
likelihood of resident sexual misconduct, supervisors
may instruct residents about appropriate treatment
boundaries27 and monitor for unusual circum-
stances, such as unusually long appointments and
overly frequent appointments with a particular
patient.

Supervisors monitor countertransference con-
cerns and educate residents about appropriate
boundaries and standards of professional conduct.
Courts have cited a mishandling of transference
when attempting to explain multiple egregious
boundary violations by clinicians, including moving
patients into the provider’s home, inciting the pa-
tient to file spurious lawsuits, and encouraging the
patient to steal from family members.24 Such mis-
conduct illuminates a wide range of unprofessional
behavior that a supervisor might encounter in resi-
dents. Supervisors can explore why a resident behaves
in a particular way with patients. In an en banc deci-
sion considering the employer’s liability for the sex-
ual misconduct of a psychologist, the Minnesota Su-
preme Court noted “that sexual relations between a
psychologist and a patient is a well-known haz-
ard. . .” (Ref. 28, p 311). The prudent supervisor,
aware of this risk, may watch carefully for early-
warning signs of boundary violations.29,30 Increased
or unusual frequency of contact outside the usual
therapy appointments (e.g., telephone calls and
e-mails) is among the precursors to an unethical
treatment relationship.

While sexual misconduct claims are among the
most common torts in psychotherapy, intentional
torts, such as battery31 and the tort of outrage,32 may
also occur in a treatment setting. The tort of outrage,
or intentional infliction of emotional distress,33 re-
fers to outrageous acts committed intentionally or
recklessly, resulting in severe emotional distress to
the victim. Courts have recognized that knowledge
of an individual’s particular vulnerability to emo-
tional distress may factor into liability for intentional
torts.34 In Anderson v. Prease,35 a physician was
found liable for intentional infliction of emotional
distress when he cursed at his patient and screamed at
her to leave his office. In deciding Anderson, the court
considered the fact that the physician must reason-

ably have known that his patient was emotionally
vulnerable, as he had prescribed Valium for her on
numerous occasions and had learned that she had a
history of depression. A resident who insults or yells
at a depressed, insecure patient may be sued for the
tort of outrage, and the resident’s supervisor might
be found liable if he or she knows of the resident’s
countertransference problems or emotional lability
and fails to take appropriate action. Court decisions
on respondeat superior claims vary significantly with
respect to intentional torts. Generally, intentional
torts, such as assaults or torts of outrage, are not
actionable under respondeat superior, because the very
nature of the act is beyond the scope of the perpetra-
tor’s employment.36–38 However, when respondeat
superior does not apply, a plaintiff might argue an
alternate claim, such as direct liability for negligent
supervision. Psychotherapy supervisors can lessen
risk by helping residents understand standards of
proper conduct for psychiatrists and by remaining
vigilant for countertransference or conduct-related
problems.

If a supervisor receives a complaint of resident mis-
conduct, the supervisor should consider promptly
reporting the complaint to the appropriate adminis-
trative authority. In Andrews v. United States,39 the
Fourth Circuit Court of Appeals held that while the
sexual seduction of a patient by a physician’s assistant
(PA) did not constitute action within the scope of the
PA’s employment, the doctor who had primary re-
sponsibility for supervising the PA was acting within
the scope of his employment and was liable for dam-
ages when he negligently failed to respond appropri-
ately to a complaint of sexual misconduct.39 A super-
visor may report such complaints to a higher
administrative authority (e.g., training director or
hospital/clinic official). The official can then con-
duct a proper investigation.

Liability to Third Parties

Supervisors may be liable not only to their resi-
dents’ patients but also to known and unknown third
parties. In Garamella v. New York Medical College,40

a sexual molestation victim brought a complaint
against the perpetrator’s prior training analyst who
was also an assistant professor in the residency pro-
gram. The resident had confessed pedophilic im-
pulses, but the psychiatrist failed to notify the review-
ing committee that the resident was unfit for child
psychiatry and failed to prevent the resident from
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progressing through the residency program. When
the trainee subsequently molested a child, the court
held that the victim was within a class of foreseeable
victims and that a supervising psychiatrist may owe
such victims a duty of care. Arguably, the supervisory
failures in Garamella were fourfold: failure to report
that the resident was no longer in analysis; failure to
report to the training program that the resident was
dangerous to children; failure to report the same to
the licensing board; and failure to report suspected
child abuse. Because the psychiatrist in Garamella
was also the resident’s supervisor, liability was pred-
icated on the fact that he could have intervened to
prevent future harm by notifying the training pro-
gram of the resident’s dangerous propensities.

Residents and supervisors often address the possi-
bility of harm to third parties by patients, such as in
Tarasoff v. Regents of the University of California,41

where a named defendant was the psychiatrist re-
sponsible for supervising a psychologist. The super-
visory errors of the psychiatrist in Tarasoff were po-
tentially threefold: the supervisor failed to instruct
the therapist to take action; the supervisor instructed
the therapist to destroy his notes; and the supervisor
had his own nondelegable duty to protect the fore-
seeable victim of a dangerous patient. Although the
therapist (employee) acted appropriately, the super-
visor’s liability can be seen as both administrative
negligence and personal liability. Supervisors may
encounter potentially dangerous residents (as in Ga-
ramella) and potentially dangerous patients (as in
Tarasoff) under a resident’s care. In either situation,
the senior psychiatrist should be prepared to take
prompt, decisive action toward resolving problems,
by limiting the treatment privileges of unqualified or
impaired residents, by reporting concerns to pro-
gram administrators (administrative liability avoid-
ance), or by personally reporting threats of harm to
known potential victims and appropriate authorities
(personal liability avoidance).

Risk Management for Supervision

Informed consent can be an ideal process for edu-
cating and involving the patient in the decision to
receive treatment from a resident, as many states re-
quire informed consent from patients for treatment
by supervision, at least in the context of psychology
assistants.3 The informed-consent discussion affords
a supervisor (directly, or through the resident, or in a
clinic brochure) the opportunity to advise the patient

of the nature of the supervisory relationship and to
tell the patient that if any problem arises during the
course of therapy, the patient may notify the super-
visor so that appropriate action can be taken before
harm results. Supervisors may also engage residents
in an informed-consent process, to ensure that they
understand the terms of the relationship and the pro-
gram’s and supervisor’s expectations. Supervisors can
record the resident’s as well as the patient’s under-
standing and agreement to the supervisory relation-
ship. During the informed-consent discussion, the
supervisor or resident may also obtain the patient’s
consent to being supervised and can document the
patient’s agreement to the arrangement, including
disclosure of the supervisor’s identity.

Supervisors may familiarize themselves with com-
mon areas of risk in psychiatry and develop practices
designed to address these risks specifically. Supervi-
sion can also address patient-specific areas of risk,
such as dangerous patients (e.g., how to screen for
and deal with potentially suicidal or homicidal pa-
tients) or patients who do not respond well to con-
ventional treatments. Some suggestions for risk man-
agement are noted in the Appendix. A higher level of
supervision may be indicated for situations in which
risk may be greater. For example, a supervisor may
ask a resident to notify the supervisor immediately
upon learning of a patient’s new suicidal or homi-
cidal ideation so that they may discuss the treatment.
Treatment-resistant patients may benefit from less-
commonly practiced treatment methods (e.g.,
MAOIs for selective serotonin reuptake inhibitors
[SSRI]-resistant depression), but less-common treat-
ments may also warrant increased supervision, par-
ticularly when the resident has had only limited ex-
perience in the chosen method.

Conclusions

We have sought to present several ways in which a
supervisor can lessen risk. While many of the argu-
ments are derived from cases in psychology and other
areas of medicine, and while our risk-management
suggestions are only speculative and may not apply in
all situations, supervisors may nonetheless find them
helpful in developing their own risk-management
practices. Supervision is designed not only to im-
prove trainee skills but also to protect patients. When
supervision in practice falls short of these goals, un-
recognized or uncorrected negligence or misconduct
may lead to subsequent lawsuits.42 Liability may in-
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crease as a supervisor’s contact with the resident’s
patients increases and with the supervisor’s increas-
ingly direct compensation for treatment. Plaintiffs
harmed by residents may bring multiple-pronged
claims against psychotherapy supervisors, alleging di-
rect and vicarious liability. The potential for direct
liability increases significantly when a supervisor
overlooks residents’ needs for further training, fails to
respond to allegations or complaints, fails to report
concerns to administrators, or fails to document
compliance with supervision requirements.

To mitigate risk, supervision can be tailored to the
individual situation of a particular resident as well as
the needs of the individual patient. By providing
consistent, responsible supervision, supervisors not
only help patients but also improve the educational
experience and may lessen the risk of residents. The
more supervision trainees receive, the more likely
they are to prefer frequent supervision.43 If a super-
visor detects and responds appropriately to warning
signs, she might thereby reduce the risk of serious
adverse events and subsequent legal action. The Ap-
pendix offers some practical suggestions for supervi-
sors of residents. Additional suggestions for improv-
ing risk management in psychotherapy supervision
may be found in another article.6 These suggestions
represent preliminary ideas and are not intended to
be used as practice guidelines. Further discussion
within the profession may be useful in codifying
practice guidelines for supervision.

Appendix: Risk Management Suggestions for Psy-
chotherapy Supervision

1. Be familiar with residency training program guidelines for
supervision. Consider developing supervision guidelines or a su-
pervision contract to use with residents.

2. When assigned a new resident to supervise, inquire of the
residency training program if there are any special concerns about
the particular resident. Reporting all serious concerns to the resi-
dency training director may mitigate the risk.

3. Follow up on complaints or concerns about a resident
promptly and thoroughly. Documenting the steps taken to resolve
the problem may reduce further risk.

4. Consider establishing policies for resident conduct during
treatment and supervision and consider ways to ensure that resi-
dents understand these policies. Develop an informed-consent
form for residents to sign, indicating that they understand what is
expected of them.

5. Establishing boundary expectations for the therapeutic rela-
tionship might be helpful. Consider distributing an information
sheet or a sheet of frequently asked questions (FAQ) to the patients
of residents.

6. Establish and maintain appropriate supervision boundaries.
Set guidelines for appropriate and inappropriate behavior and as-
sure that residents understand and agree to these boundaries.

7. When the resident is providing therapy associated with in-
creased risk (e.g., prescribing MAOIs or conducting hypnosis or
amytal sodium interviews), check that the resident is competent in
the therapy by referring to performance reviews and past experi-
ence. The less training and experience a resident has in a particular
treatment, the more intensive supervision may be appropriate.

8. Consider instructing residents to tell patients that they are
being treated by a resident under supervision and to document in
the record that patients understand who holds the primary respon-
sibility for their care.

9. Review charts of patients in treatment by residents periodi-
cally. Consider developing a schedule for chart review.

10. Establish regular hours for supervision, and adhere to them.
Supervisors who must be unavailable for any reason during sched-
uled supervision hours should check that appropriate coverage is
provided and that residents know whom to contact in an emer-
gency. During supervision, be available to manage difficult situa-
tions in treatment; a phone call may be an insufficient form of
supervision if a patient becomes acutely suicidal.

11. Consider establishing routine guidelines for residents re-
lated to the management of suicidal or violent patients. These
patients may require a higher level of supervision, and some may
not be suitable for treatment by residents. Consider establishing a
policy for intervention in the event that a patient requires treat-
ment by a more experienced psychiatrist.

12. When billing occurs in the supervisor’s name, more com-
prehensive supervision and actual attendance at treatment may be
needed.

13. Documenting all supervision sessions may lessen risk. Take
notes, and encourage residents to take notes as well. Ask residents
to develop reports or to keep a residency journal.

14. Determine whether the current malpractice insurance pol-
icy covers liability for psychotherapy supervision. If it does not,
consider informing patients treated by residents of insurance
concerns.

References
1. Bernard JM: Receiving and using supervision, in Counseling

Strategies and Interventions (ed 4). Edited by Hackney H,
Cormier LS. Boston, MA: Allyn and Bacon, 1994, pp 169–90

2. Slovenko R: Legal issues in psychotherapy supervision, in Psycho-
therapy Supervision: Theory, Research and Practice. Edited by
Hess AK. New York: John Wiley & Sons, 1980, pp 453–73

3. Saccuzzo DP: Liability for failure to supervise adequately mental
health assistants, unlicensed practitioners and students. Cal W
Law Rev 34:115–50, 1997

4. Reuter SR: Professional liability in postgraduate medical educa-
tion: who is liable for resident negligence? J Legal Med 15:485–
531, 1994

5. Smith SR: Liability and mental health services. Am J Orthopsy-
chiatry 64:235–51, 1994

6. Schulte HM, Hall MJ, Bienenfeld D: Liability and accountability
in psychotherapy supervision. Acad Psychiatry 21:133–40, 1997

7. Jorgenson LM, Sutherland PK, Bisbing SB: Transference of lia-
bility: employer liability for sexual misconduct by therapists.
Brook L Rev 60:1421–81, 1995

8. Bergenstal v. Workers’ Compensation Appeals Board, 53 Cal.
Rptr.2d 266 (Cal. Ct. App. 1996)

Liability in Outpatient Psychotherapy Supervision

194 The Journal of the American Academy of Psychiatry and the Law



9. Steckler v. Ohio State Board of Psychology, 613 N.E.2d 1070
(Ohio Ct. App. 1992)

10. American Psychiatric Association: Guidelines for Psychiatrists in
Consultative, Supervisory, or Collaborative Relationships With
Nonmedical Therapists. APA Resource Document, Reference
No. 800001, June 1980

11. Kachalia A, Studdert DM: Professional liability issues in graduate
medical education. JAMA 292:1051–6, 2004

12. McCullough v. Hutzel Hospital, 276 N.W.2d 569 (Mich. Ct.
App. 1979)

13. Morris v. Francisco, 708 P.2d 498 (Kan. 1985)
14. Accreditation Council for Graduate Medical Education: Program

Requirements for Residency Training in Psychiatry, February
2000, effective January 2001; minor revision September 2004,
effective November 12, 2004. Available at http://www.acgme.
org. Accessed January 3, 2005

15. College Hospital, Inc. v. Superior Court, 16 Cal. Rptr.2d 833
(Cal. Ct. App. 1993)

16. Masterson v. Board of Examiners of Psychologists, 1995 Del.
Super. LEXIS 589, 1995 WL 790949 (Del. Super. Ct. 1995)

17. Anonymous: Supervision of medical and non-medical mental
health care professionals/providers. Rx for Risk 8:2–4, 2000

18. Mozingo v. Pitt County Memorial Hospital, Inc., 400 S.E.2d 747
(N.C. Ct. App. 1991)

19. Maxwell v. Cole, 482 N.Y.S.2d 1000 (N.Y. Sup. 1984)
20. Burroughs R, Dmytrow BW: Risk management and behavioral

health, in Risk Management Handbook for Health Care Organi-
zations (ed 4). Edited by Carroll R. San Francisco: John Wiley &
Sons, Inc., 2004, pp 375–410

21. Register v. Wilmington Medical Center, Inc., 377 A.2d 8 (Del.
1977)

22. Cosgrove v. Lawrence, 520 A.2d 844 (N.J. 1986), aff’d, 522 A.2d
483 (N.J. Super. Ct. App. Div. 1987)

23. Stropes v. Heritage House Children’s Center of Shelbyville, Inc.,
547 N.E.2d 244 (Ind. 1989)

24. Zipkin v. Freeman, 436 S.W.2d 753 (Mo. 1968)
25. Samuels v. Southern Baptist Hospital, 594 So.2d 571 (La. Ct.

App. 1992), cert. denied, 599 So.2d 316 (La. 1992)

26. Simmons v. United States, 805 F.2d 1363 (9th Cir. 1986)
27. Heru AM, Strong DR, Price M, et al: Boundaries in psychother-

apy supervision. Am J Psychother 58:76–89, 2004
28. Marston v. Minneapolis Clinic of Psychiatry and Neurology, Ltd.,

329 N.W.2d 306 (Minn. 1982) (en banc)
29. Gutheil TG, Gabbard GO: The concept of boundaries in clinical

practice: theoretical and risk-management dimensions. Am J Psy-
chiatry 150:188–96, 1993

30. Epstein RS, Simon RI: The Exploitation Index: An early warning
indicator of boundary violations in psychotherapy. Bull Menn
Clin 54:450–65, 1990

31. Hammer v. Rosen, 165 N.E.2d 756 (N.Y. 1960)
32. Simon RI: The legal consequences of outrageous behavior toward

patients, in Clinical Psychiatry and the Law (ed 2). Edited by
Simon RI. Arlington, VA: American Psychiatric Press, Inc., 1992,
pp 487–95

33. State Rubbish Collectors Association v. Siliznoff, 240 P.2d 282
(Cal. 1952)

34. Partlett DF: Tort liability and the American way: reflections on
liability for emotional distress. Am J Comp Law 45:171–193,
1997

35. Anderson v. Prease, 445 A.2d 612 (D.C. 1982)
36. Bunce v. Parkside Lodge of Columbus, 596 N.E.2d 1106 (Ohio

Ct. App. 1991)
37. Birkner v. Salt Lake County, 771 P.2d 1053 (Utah 1989)
38. P.S. v. Psychiatric Coverage, Ltd., 887 S.W.2d 622 (Mo. Ct. App.

1994)
39. Andrews v. United States, 732 F.2d 366 (4th Cir. 1984)
40. Garamella v. New York Medical College, 23 F.Supp.2d 167 (D.

Conn. 1998)
41. Tarasoff v. Regents of the University of California, 551 P.2d 334

(Cal. 1976)
42. Whetsell JF: Changing the law, changing the culture: rethinking

the “sleepy resident” problem. Ann Health Law 12:23–73, 2003
43. Borders LD, Usher CH: Post-degree supervision: existing and

preferred practices. J Counseling Development 70:594–9, 1992

Recupero and Rainey

195Volume 35, Number 2, 2007


