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The Tarasoff Duty to Warn in Child and 
Adolescent Psychiatry

Kim J. Masters, MD

Case: “John” is a 15-year-old male being evaluated for the first time by a child and adolescent psychiatrist for 
depression. During the clinical interview, John says that he has been thinking about killing himself with a rope or 
a rifle that he uses for target practice. His symptoms have become much more acute in the last week, when his 
14-year-old girlfriend told him that she wanted to end their relationship. He says he cannot imagine living without her 
and is contemplating killing her as well as himself.

How should the clinician proceed? Two options are detailed below.

Background: The Tarasoff Decisions 

The Tarasoff I and II v. Regents of the University of 
California decisions created a responsibility for clini-
cians to warn or protect potential victims of threats of 
violence by the clinicians’ patients.1 The case involved 
Prosenjit Poddar, who murdered Tatiana Tarasoff, a 
fellow student at University of California, Berkeley. He 
had met Ms. Tarasoff at folk dancing classes in the fall 
of 1968. She socialized with him there and kissed him. 
Mr. Poddar assumed these actions indicated that Ms. 
Tarasoff was interested in a relationship with him. When 
she rejected his advances and told him that she was 
involved with other men, he became depressed and 
angry. He went to the counseling center at the university 
for therapy. In a session with his counselor, Mr. Poddar 
expressed his intent to kill Ms. Tarasoff, who he felt had 
jilted him. However, Ms. Tarasoff was not informed of 
this threat because the director of the counseling center 
viewed disclosure to her as a violation of clinician–
patient confidentiality.

Mr. Poddar again approached Ms. Tarasoff in October of 
1969, and when she once again rejected his advances, 
he stabbed her to death. Subsequently, her parents 
sued the university. The case was reviewed twice by the 
California Supreme Court and was ultimately remanded 
for settlement.

Tarasoff I, the 1974 decision, established a clinician’s 
duty to warn potential victims, if patients communicated 

threats of harm to their clinician during treatment. With 

Justice Matthew Tobriner writing in summary for the 

majority, the Court stated:

We conclude that the public policy favoring protec-

tion of the confidential character of patient–psycho-

therapist communications must yield to the extent 

to which disclosure is essential to avert danger to 

others. The protective privilege ends where the 

public peril begins.2

This case was reviewed again in 1976. That decision, 

known as Tarasoff II, created a clinician’s “duty” to 

protect potential victims when threats of harm against 

them were expressed by patients during treatment.2 

Since 1976 over 30 states have considered the limits 

of clinician–patient privilege, and over 20 have affirmed 

the Tarasoff decision either as a duty to warn or protect. 

Other states have either made the disclosure volun-

tary or found no clinician obligation to warn poten-

tial victims.3,4 In most states, the warning process is 

restricted to identified potential victims, but some 

states have established a duty to protect the public 

from a potentially violent patient even if unnamed.3 A 

website for individual states’ duty to warn or protect 

laws is available online.5 Mobley and Naughton5 and 

Applebaum and Gutheil6 have suggested that obligation 

to protect potential victims is an ethical obligation that 

overrides states’ legal determinations.

http://www.jaacap.com/content/connect


The Tarasoff Duty 

BACK TO TABLE OF CONTENTS

www.jaacap.com/content/connect

A Tarasoff I warning by a clinician to a potential victim and 
the police is an unusual activity for a mental health clini-
cian, and in addition, it may disrupt the therapeutic rela-
tionship with the patient and the family. A complicating 
issue is determining what the warning would entail: for 
example, whether the clinician should disclose only that 
a threat had been made, or the specifics of the threat.7

One way to try to prevent the rupture of the clinician–
patient relationship is with pre-treatment consents, 
reviewed with patients and families, that define the 
limits of patient–therapist confidentiality in the event of 
threats of harm to others. Another is to apply protec-
tion strategies as an alternative to warnings. Overall, as 
Applebaum and Gutheil have noted, “Clinicians should 
choose the intervention that occasions the least disrup-
tion of the therapeutic relationship while still being effec-
tive. On some occasions hospitalization is appropriate; 
on others, police notification serves the purpose.”6

To Protect or to Warn?

Intent and Substantial Risk

Before embarking on a Tarasoff notification, it is 
important to consider when a duty to warn or protect 
obligation exists. In many states, Tarasoff statutes 
require that the patient has identified a victim by name, 
while in others, simply the threat of violence to others is 
sufficient grounds for a warn or protect action.3,8

Determining the dangerousness of a homicidal threat 
can be informed by the concept of “substantial risk.” As 
Resnick has noted, the determination of substantial risk 
is based on the magnitude and probability of harm.9 A 
threat to kill with a butcher knife could be fatal and thus 
represents substantial risk to the victim’s life, even if it has 

a low likelihood of happening. On the other hand, a threat 
to slap a victim in the face would not have the potential 
to create a life-threatening situation, even if it had a high 
probability of occurring, and so would not be the type of 
situation for which the Tarasoff obligation was established.

Any youth who communicates threats to a clinician to 
harm another person needs to be assessed to deter-
mine the danger level of the threat. In substantial risk 
situations, the clinician needs to meet the Tarasoff warn 
or protect obligation requirements according to rules in 
that jurisdiction. It is important to understand facilities’ 
policies and local laws to help clarify how these situa-
tions should be handled.

Treatment Planning

Individuals who threaten harm to others typically need 
intensive treatment such as hospitalization because it 
provides both supervision and therapy. If the adoles-
cent or the parent does not agree with the treatment 
plan, then it would be necessary for the clinician to 
forge a compromise that meets his or her responsibility 
to protect potential victims. If that cannot be achieved, 
then immediate warnings to the victims and the police 
may be necessary (see Table 1). 

23	 Spring 2017

Tarasoff I (1974) determined that clinicians 
had a duty to warn potential victims of threats 
made by patients during therapy

Tarasoff II (1976) determined that clinicians 
had the responsibility to protect potential 
victims if threats against them were made by 
patients during therapy

Table 1. Steps for Dealing With a Tarasoff Duty to 
Warn/Protect Situation

77 Clarify the specifics of the threat 

77 Formulate an intervention

77 Immediately remove weapons, especially firearms

77 Review if possible with a consultant

77 Present the intervention to the adolescent patient

77 With the adolescent, present the situation and interven-
tion to the parent

77 Carry out the intervention; hospitalization preferred but 
warn if refused

77 Address the underlying psychiatric issues

77 Review the specifics of the threat during hospitalization

77 Attempt resolution with the patient and the family and, 
if appropriate, intended victim and his/her family

77 Review threat at discharge and in follow-up visits, 
employing an intervention when indicated

77 Document all steps taken, including correspondence, in 
the medical record
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Elements to include in the treatment plan are: inquiry 
about weapons, especially firearms and documented 
evidence of their immediate removal; psychiatric diag-
noses; cultural attitudes; statement of the threat; results 
of rating scales; interventions to address patient and 
victim safety; family and patient input in treatment goals; 
planned therapeutic individual and family interventions; 
and documentation of response to interventions. A copy 
of the treatment plan should be provided to the patient 
and the parents. 

Rating scales such as the Brief Rating of Aggression 
by Children and Adolescents (BRACHA),10 Structured 
Assessment for Violence in Youth (SAVRY),11 and the 
Modified Overt Aggression Scale12 provide state and 
trait information that may clarify patients’ states of mind, 
for example, whether threats of harm are part of a stable 
coping response to stress or are specific to the indi-
vidual abandonment situation. However, these scales 
do not provide information about the implementation 
of threats. The Columbia Suicide Severity Scale,13,14 
although not without clinical concerns,15 could be used 
to ask questions about both suicide and homicide 
intent. Asking youths about the likelihood of acting on 
the plan (intent) is important, because patients’ predic-
tion of their own potential for violence has been shown 
to be a reliable indicator of future action.16 

Cultural Considerations

During adolescence, disruptions in romantic relation-
ships (as in the original Tarasoff case) are a well-recog-
nized stressor that may precipitate homicidal and suicidal 
planning. Cultures may view this situation and its reso-
lution differently, depending on societal expectations.17 
When an adolescent female makes threats entailing the 
use of violence, it can be occasioned by ongoing sexual 
abuse or a history of antisocial behavior.18 There has 
also been growing concern in the US,19 Japan,20 and the 
UK21 about the use of the internet, particularly among 
adolescents, to make murder–suicide pacts. 

Firearms remain the most common method for both 
suicide and homicide events.22,23 Table 2 lists biologic, 
social, and history events that increase the potential 
for violence.

Seeking consultation from a colleague about the clinical 
situation and the planned intervention can be helpful 
because it provides an independent opinion on how 
to proceed.

Possible Interventions

A.	Hospitalize the adolescent; have the weapons 
removed; do not provide victim warnings at this 
time. If at discharge the threat of harm is no longer 
present, there is no duty to warn. Document these 
actions in the medical record. If the intervention is 
successful and leads to the elimination of harm risk, 
this option has the advantage of allowing a thera-
peutic intervention with patients, their families, and, 
if appropriate, the potential victims and their families. 
It may be the choice that causes the least disruption 
in the treatment alliance. If the threat remains active 
at discharge, then the warnings can be delivered to 
the potential victim and the police.

B.	Discuss the warning plan, including its content, with 
the facility’s legal counsel; as soon as possible, 
share this information with the patient and, if appro-
priate, the family. Warn the victim by phone and with 
regular and certified mail to increase the likelihood of 
delivery, and the police. Notification of both is neces-
sary, because notification of the victim alone does 
not provide protection, and notification of the police 
alone does not ensure immediate action to protect 

Table 2. Historical Elements in the Psychiatric 
History that Help in Assessing the Likelihood of a 
Patient Carrying Out Threats to Harm Someone

77 Self-harm, suicidal, assault, and homicidal ideation

77 Self-harm, suicidal, assault, and homicidal plans

77 Internet/social media communications about these 
issues including pacts for suicide

77 History of both with emphasis on the most dangerous 
thoughts and actions

77 Current and previous history of relationship initiation 
and ending

77 Availability of weapons and specific plans to use them

77 Current and previous history of substance use

77 Adolescent patient’s assessment of likelihood of acting 
on these thoughts and plans
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the intended victim.6 Document these actions in the 
medical record. This option is likely to disrupt the 
treatment alliance, and it also might make the patient 
less likely to share these issues with other clini-
cians (as may have happened in the Tarasoff case).1 
However, warning may be the only workable choice.

Take Home Summary

The limits of clinician–patient confidentiality need 
to be discussed with patients and families at the 
initial visit. When youth threaten harm to others 
in treatment, weapons need to be immediately 
removed, and clinicians have a duty to protect 
potential victims, either by warnings or through 
intensive treatment, including hospitalization if 
necessary (Tarasoff obligation). All of these actions 
need to be documented in the medical record. The 
intervention should provide the least disruption to 
the therapeutic relationship that is effective.
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