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ABSTRACT 

Issues regarding confidentiality and potential 

dangerousness, when an individual is seen in outpatient 

psychotherapy, are addressed in this study which was derived 

from a controversial California Supreme Court decision. The 

.Tarasoff holding imposed a duty to protect upon psychothera

pists where the therapist knew, or should have known, 

that there was a threat of violence to a third party. This 

case appeared to pit society's interest in the prevention of 

violence against its interest in effective psychotherapy 

(through a postulated cost to the psychotherapy relationship 

of a duty to warn involving a breaching of confidentiality). 

A two-pronged research procedure consisting of a survey of 

278 psychotherapists and a structured interview with 61 

psychiatric 

regarding 

outpatients was 

the decision-making 

utilized 

process 

to collect data 

that a therapist 

employs when confronted with a potentially aggressive 

patient. It was found that, in general, dangerous 

outpatients both entered psychotherapy voluntarily and were 

potentially violent before entering treatment. Such 

individuals did not frequently meet the legal criteria for 

commitment and were reported to be more dangerous toward 

intimates than strangers. The formation of a therapeutic 

xi 
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alliance did not appear to be a necessary condition for the 

pa tient to reveal dangerousness. Findings from therapist 

responses revealed that they infrequently responded to 

potential violence by committing the patient to a hospital 

or by notifying the police. Their most common responses 

were more frequent psychotherapy and voluntary 

hospitali2;ation. 

level response. 

Warnings were reported as an intermediate 

Outpatient respondents indicated that 

their they considered it appropriate for a therapist to use 

information from therapy sessions to warn others in the case 

of serious threats. Confidentiality did not appear to be a 

premier concern, with few outpatients reporting that they 

would abandon treatment if confidentiality were broken 

during a homicidal emergency. Finally, warnings may not 

significantly impair a therapy alliance nor create an 

appreciable level of psychotherapy attrition. This finding 

is suggestive that, from a social policy perspective, a 

warning may be an efficacious procedure and may not generate 

the commonly predicted thwarting of effective treatment and 

ultimate reduction in public safety. 



CHAPTER 1 

INTRODUCTION 

The ultimate question of resolving the tension 
between the conflicting interests of patient 
and potential victim is one of social policy, 
not professional expertise. 

Tarasoff v. Regents of Univ. of 
California, 551 P.2d 334, at 345 
(1976) 

Violence is a crucial issue which every society 

must address. The response to this behavior which disrupts 

the social fabric is, of course, a function of the nature ,of 

the culture's social institutions. Some responses are 

"better" than others, but all which are chosen are complexly 

dependent upon the values of that society. 

In the 1960s and early 1970s, through the years of 

the Nixon administration and the "law and order" days, an 

emphasis was placed upon the perception of crime as 

"stranger-related." A national effort was made, at times 

mostly rhetorical and political, to curb "sharply 

increasing" muggings and robberies and to wage a war to 

eliminate street crime. News reports, for instance, 

frequently related the latest FBI statistics. During the 

last ten years or so, however, there has evolved a shift in 

perspective. Public and professional attention has turned 

1 
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to an awareness of violence occurring among families and 

friends. Spousal battering, child abuse, sexual assault, 

and incest have become familiar topics. 

national consciousness are not accidental, 

Such chang es in 

and the reasons 

for such a transformation are undoubtedly varied and 

complex. The new perspective, though, may represent an 

awareness that intimate violence may indeed pose more of a 

threat to the social fabric than stranger violence 

(Department of Justice, 1980) . Whi Ie the impact of 

stranger-related violence can be denied and 

as something that mostly occurs to others, 

mostly occurs in 

that is mostly 

malcontents, the 

easily dismissed. 

low income neighborhoods, 

perpetrated by society's 

impact of intimate violence 

rationalized 

someth i ng that 

or something 

deviants and 

cannot be so 

Violence among intimates, especially if an 

awareness of its prevalence becomes common knowledge, can 

tear at the social fabric of American life. It puts into 

question the very heart of social relationships: the myriad 

day-to-day interactions that involve trust that others will 

act 

can 

rationally and in 

be drawn to the 

a predictable manner. 

tremendous impac t tha t 

An 

the 

analogy 

Tylenol 

poisoning case in Chicago had upon the nation as it called 

into question commonplace assumptions that others are not 

poisoning our drugs and food. Similarly, there is the more 
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insidious fear that intimates are quite capable of violence. 

Living with this fear is disorienting and creates an 

emotional impact upon the social fabric that transcends the 

mere number of intimate violence incidents themselves. 

Recent investigations have documented the 

prevalence of violence among intimates. A national crime 

survey conducted by the U.S. Department of Justice in 1980 

reported that during the years 1973-1976, there were an 

estimated 3.8 million violent crimes 

(Department of Justice, 1980) • 

among 

This 

intimates 

admittedly 

underestimated tabulation was based upon only the offenses 

of rape, robbery, or assault and did not attempt. to 

document child abuse (children under 12 were not included in 

the survey) (Department of Justice, 1980). A survey 

conducted by 

sponsored by 

the issue of 

Louis Harris and Associates in 1979, again 

the U.S. Department of Justice, addressed 

spousal violence against women in Kentucky. 

Those persons questioned were eighteen years and older and 

were married or living with a male partner. Ten percent had 

experienced some degree of violence within the past year, 

and twenty-one percent had experienced physical violence at 

some point during the relationship. A little over four 

percent had been through a severe confrontation (defined as 

being severely beaten, stabbed or shot at) in the past year, 

and almost nine percent reported severe violence at some 
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point (Schulman, 1979). These figures closely match those 

obtained in a national survey performed by Straus, Gelles, 

and Steinmetz in 1979. As ear I y as 1971, the FB I had g i v e n 

official recognition to these issues in its Uniform 

Crime Reports, noting: "[T]he significant fact emerges that 

most murders are committed by relatives of the victim or 

persons acquainted with the victim •• Most aggravated 

assaults occur within the family unit, among neighbors, or 

acquaintances (Federal Bureau of Investigation, 1972). 

By 1976, the Uniform Crime Report was quantifying 

that "significant fact: "two homicides in three involved a 

prior relationship between the victim and offender (Federal 

Bureau of Investigation, 1978). Silberman (1978), in his 

careful and thoughtful work, Criminal Violence, Criminal 

Justice, quotes the authors of the Vera Institute study on 

felony arrests: "[A]t the root of much of the crime brought 

to the court is anger--simple or complicated anger between 

t,.,ro or mUTe people who know each other." He notes that in 

crimes where there was a victim, nearly half the victims had 

a prior relationship with the offender. 

The proportions ranged from a low of 21% in auto 
theft cases to a high of 69% in assault and 83% in 
rape arrests. But even with robbery and burglary, 
which we think of as crimes committed exclusively by 
strangers, victims and offenders were acquainted in 
36% and 39% of the cases, respectively. (Silberman, 
1978, p. 294) 
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Silberman documents this prevalence of violence 

among intimates from another set of data as well. He notes 

that crime victims, especially the victims of violent 

crimes, are by far the most important source of information 

leading to a criminal's arrest quite simply because they 

often know the offender. He s tat e s ( S i 1 b e r m an , 1978 , p . 

294) : 

[T]he victim usually can furnish a good description 
of the offender, and often the offender's name and 
address as well. As a result, the police are able 
to "solve" a high proportion of violent crimes. The 
measure of effectiveness that police departments 
traditionally have used is the proportion of crimes 
"cleared" by arrest. In 1976, police departments as 
a whole cleared only 21% of all [Uniform Crime 
Report] Index crimes, but 79% of all murders, 67% of 
all aggravated assaults, and 52% of all reported 
rapes. Homicide cases are solved more often 
than other crimes because so many murders are crimes 
of passion, growing out of some sort of conflict 
between relati~es, friends and acquaintances. 

Even more recently, concern has arisen regarding 

increased violence among intimates as a derivative of 

adverse economic conditions and the resultant stress. U.s. 

Surgeon General Edward Koop in 1982 stated to the American 

Academy of Pediatrics: 

We know that violence within the family-
particularly parental violence toward children-
tends to escalate during periods of economic stress. 
Indebtedness, lack of work, eviction, lay-offs, 
repossessions, these are the stuff of trauma for 
many families. In some areas of the county we 
are experiencing very difficult economic 'conditions 
and, if the research and anecdotal material we have 
is any guide, those areas are also experiencing a 
rise in family violence. (Cunningham, 1983, p. 7) 
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It is evident that a major ingredient in the 

occurrence of violent behavior in our society is the 

breakdown of close interpersonal relationships. 

impaired intimate interactions are an area 

Obviously, 

of purported 

expertise for psychiatry. Yet, these same interactions 

become a concern for the law as well when such conflicted 

relationships give rise to behavior that constitutes a 

violen t crime. Al though each framework often operates 

from vastly different assumptions regarding the nature of 

man (see pp. 6-7), both law and psychiatry can be seen to 

be social institutions engaged in the prediction, 

and understanding of human behavior. 

control, 

The choice of what response should be made to 

violent behavior is one interface of law and psychology 

create controversy. The where these differing assumptions 

purpose of this dissertation shall be to explore these 

controversial issues regarding violent behavior by examining 

them in depth at one particular law-psychology interface: 

where society's interests in effective psychotherapy are 

pitted against society's interests in the prevention of 

violence. More specifically, it is hoped that some 

clarifying light will be shed on the differing assumptions 

by weighing the cost to a psychotherapy relationship of a 

duty to protect that entails a warning versus the value of 

possibly preventing violence. 
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Two factors emerge as salient features of this 

dispute: 

1. What is the most useful way to conceptualize violent 

behavior? 

2. By wha t criteria should we evaluate society's 

response to violent behavior: is such evaluation 

essentially a social 

or essentially one 

conclusions? 

policy decision-making 

of scientifically 

process 

derived 

How one decides to answer these questions is crucial to all 

that follows. The next two sections will therefore address 

each of these controversies in turn and begin to develop the 

perspective that this study will take. 

Conceptualizing Violent Behavior 

There are as many perspectives for construing 

violent behavior as there 

perspective taken implies 

are points on 

certain methods 

a circle. The 

for structuring 

these events and for anticipating consequences. The way 

violent events come to be structured by an observer is a 

cardinal element in 

controversial issues, 

conclusions are drawn. 

choosing strategies 

and thus which. 

for resolving 

social policy 

These statements become clearer when the particulars 

of a perspective are specified. Let us begin with the 
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assumptions regarding the nature of man in the normal legal 

model. 

In a gross sense, a strong American cultural 

tradition of the individuality of man forms the basis for 

the legal perspective. The of fend er in a vio lent event is 

considered to be an individual moral agent who is free to 

choose right from wrong and who chooses the latter. This 

model then leads to finely elaborated and defined concepts 

concerning not only proof whether the violent act did in 

fact take place and who committed it, but 

perpetrator possessed the state of mind 

also whether the 

(emotionally and 

intellectually) to make this individual moral decision (mens 

rea). This viewpoint constitutes an efficient heuristic 

device in the adversarial process of the criminal law. It 

does not offer, however, enough analytical power to achieve 

an adequate understanding of the issues involved in violent 

behavior, especially in regard to making complex policy 

decisions. On what basis, for example, would the legal 

perspective decide the following question. In response to 

increased prevalence of violent behavior, should society's 

limited resources be directed toward providing increased 

police manpower and equipment or toward alleviating poverty 

and unemployment? 

In a similar manner of tending to ignore 

environmental context, the underlying framework that the 
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major psychiatric perspective employs for conceptualizing 

violent behavior is one based upon .individualistic and 

intrapsychic variables. The strategy that this model 

derives for responding to violent behavior is then based 

upon a treatment framework that is dyadic in nature. The 

psychiatric perspective provides little more anal y tic a 1 

power than the legal for answering the "guns versus butter 

conflict" test question above, beyond suggesting more 

funding for clinicians. 

Yet, the individual who commits violent acts does 

not exist in a vacuum. Both the law and psychology 

perspectives tend to ignore the environmental contexts of 

such behavior. This dissertation will attempt to move away 

conceptually from the stranger to stranger, "attack-

response" model of violence in order to explore the 

usefulness of other perspectives. 

Social Policy Decisions versus 
Scientifically Derived Conclusions 

As noted above, the conclusions one espouses on how 

to understand and control violence are heavily dependent 

upon the assumptions one chooses to make about the nature of 

the phenomenon of violent behavior and the nature of man. 

The premises one uses for argument are, of course, heavily 

contingent upon the values which the decision-maker holds. 

That the weighing and evaluating of society's response to 
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violent behavior, and the criteria for such evaluation, 

is a function of values implies that this process is a 

political and social policy decision and not a scientific 

argument. This distinction is often a very difficult one 

for social scientists to make because their frame of 

reference for evaluating issues is couched in terms of 

prediction and control (and valuelessness). Scientific 

evidence must of course be considered but it is not 

determinative. .In our society, such value decisions are 

reserved not to scientists but to legislative and judicial 

institutions. This pOint will be an ongoing and perhaps 

overemphasized theme in this dissertation because the loss 

of clarity regarding this distinction seems to form the 

foun~ation for much misguided commentary couched in terms 

of "scientific proof." 

Purpose of the Dissertation: An 
Investigation of "Tarasoff" Variables 

Nevertheless, social _ policy decisions can have a 

strong impact upon the practice of psychology, particularly 

at an interface where assumptions extensively conflict. The 

Tarasoff v. Regents of Univ. of Cal. (1974, 1976) decisions 

of the California Supreme Court are good examples. These 

cases are of interest because they touch upon so many of 

the areas between law and psychology (see pg. 25) and can 

serve to highlight a number of controversial issues. They 



bring into distinct relief the 

models for viewing the behavior 
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differences in the various 

of citizens and society's 

responses and values regarding that behavior. 

Although numerous articles (Daley, 1975; Gurevitz, 

published 

legal and 

reexamined 

1976; Olsen, 1977; Stone, 1976) have been 

regarding the 

psychological 

Tarasoff case, both from the 

perspectives, the issues will be 

here in the light of a theme that emphasizes 

victimological variables, an interactionist approach to 

therapy, and a motivational analysis. The most salient 

feature of the model employed will be an examination of 

the offender-victim interaction (Separovic, 1974; Wexler, 

1979) regarding violent acts. Violent acts are usually 

perceived within a simple attack-response model (Department 

of Justice, 1980) or one based upon intrapsychic determi-

nation. In actuality, potentially violent situations 

unfold in a much more complex fashion. This 0 f fen d e r-

victim context for construing violence has proven to be a 

useful heuristic device for victimologica1 studies (Wolfgang 

& Singer, 1978), and hopefully will also prove to be so for 

conceptualizing the value of the Tarasoff decision. It 

must be remembered nevertheless that this model, too, is an 

oversimplification. Distinct dichotomous offender-victim 

roles, for instance, are not always in evidence and may at 
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times actually be fluid in the direction of the 

relationship. 

The organization of the remainder of the disser-

tation 

with a 

will be as follows. 

description of the 

(1) 

facts 

The discussion will 

and holdings of 

begin 

the 

Tarasoff decision (p. 11). (2) The presentation will then 

briefly. digress to consider some legal questions and 

variables underpinning the decision, such as the duty to 

protect, confidentiality, and privileged communication. 

This section is intended purely to develop the background of 

the Tarasoff case, and could be skipped by those familiar 

with the legal literature. (3) Next, an extensive analysis 

of the issues, controversy, and variables raised by 

Tarasoff will be undertaken. This portion of the argument 

will present an in-depth critique of the "traditional 

paradigm" for predicting dangerousness, the standard of care 

necessary, and the traditional remedies for such a 

situation. Following this, an alternative paradigm will 

be presented for addressing the issues raised by Tarasoff. 

Finally, a two-pronged research effort directed at 

deriving empirical data to support this alternative paradigm 

will be discussed. 

Tarasoff: Facts and Holdings 

In 1969, Prosenjit Poddar, a Bengali Hindu of the 

untouchable (Harijan) caste, was a 26 year-old graduate 
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student of naval architecture at the University of 

He had met and fallen California at Berkeley (Stone, 1976). 

in love with Tatiana Tarasoff at folk dancing classes, but 

this attraction was apparently not shared by Tatiana. It 

seems that this rejection (and possibly cultural differences 

in the perception of its meaning) may have resulted in 

se vere depr es sion as e vid ence d by Podd ar I s declining heal th 

and neglect of studies. After a number of months passed, 

Poddar sought psychiatric help as a voluntary outpatient at 

Cowell Memorial Hospital at the University (Ayres & 

Holbrook, 1975). (It should be noted that there have been a 

number of inconsistencies in what the reported facts of the 

case were.) 

Poddar was first evaluated on an emergency basis by 

Dr. Gold, a psychiatrist, on June 5, 1969 and received 

medication. He was then 

psychologist at the 

(Ayres & Holbrook, 

sessions, Dr. Moore 

others and himself 

clinic, 

1975). 

decided 

and 

referred to Dr. Moore, a 

for outpatient 

Subsequently, 

tha t Po dd ar was 

psychotherapy 

after seven 

dangerous to 

was in need of commitment 

(involuntary) for observation and psychiatric treatment. He 

based his assessment upon Poddar' s confided intention to 

kill an unnamed young woman easily identifiable at Tatiana 

Tarasoff, upon Podar' s pathological attachment to Tarasoff, 

and upon evidence that Poddar intended to purchase a gun 
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(Stone,1976). Dr. Moore after appropriately consulting 

with psychiatric colleagues Dr. Gold and Dr. Yandell, 

notified the campus police on August 20, 1969, both orally 

and in wri ting, tha t Poddar was dangerous and should be 

taken immediately to a facility authorized to civilly commit 

individuals under California's Welfare and Institutions Code 

section 5150 (1972) (California statutes limit private 

psychotherapists in authorizing emergency commitments). 

The police interviewed Poddar at length in his 

apartment and concluded that he was rational and not 

dangerous. They released him after he promised to stay away 

from Miss Tarasoff, who was then in Brazil on vacation 

(Tarasoff v. Regents of Univ. of Cal., 1974). The 

psychiatrist in charge of the clinic, Dr. Powelson, upon 

learning of the "incident, apparently decided that his staff 

had overreacted. In the name of confidentiality, Powelson 

demanded that the police return the correspondence about 

Poddar and ordered that it and other records and notes of 

the therapy be destroyed (Stone, 1976). He also directed 

that no further action be taken to detain or commit Poddar. 

These actions may have 

batles at Cowell Clinic. 

stemmed from internal political 

It has been reported that the 

staff was involved in rather bitter conflicts regarding 

"complex and 

relationships" 

vitriolic 

(Gurevitzm, 

personnel and professional 

1977). Regardless, Poddar 



understandably never returned to therapy. 

later, after Tatiana had returned from 

IS 

About two months 

Brazil, Poddar 

stabbed Tarasoff to death with a butcher knife on her 

family's front porch on October 27, 1969 (People v. Poddar, 

1974) (his original conviction for second degree murder was 

reversed for failure to give adequate instructions 

concerning a defense of diminished capacity). 

Tatiana's parents brought a wrongful death action 

against the therapist, the policeman and, on the theory of 

respondeat superior, against the Regents of the University 

of California. Their complaint alleged two causes of 

action: (1) negligence in failing to use ordinary care to 

detain Poddar, and (2) negligence in failing to warn Tatiana 

or her parents of Poddar's threat. The trial court 

dismissed the complaint, and dismissal was affirmed by the 

court of appeals. 

review of the lower 

The Cal i f orn ia Supreme Court gran te d 

court's decision and by a fi ve to two 

majority reversed. 

negligent release 

statutory immunity 

It did reject the claims grounded on 

(therapists and police had absolute 

from liability) but upheld the cause of 

action based upon the therapists' negligent failure to warn 

(Tarasoff v. Regents of Uni. of Cal. [Tarasoff II], 1976). 

In discussing the duty to warn, Justice Trobiner 

acknowledged that the Tarasoff holding rejects the common 

law rule against compelling persons to protect others in 
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danger, but noted that "the courts have carved out an 

exception to this rule in cases in which the defendant 

stands in some special relationship to ei ther the person 

whose conduct needs to be controlled or in a relationship to 

the forseeable victim of that conduct" (Tarasoff II, 1976, 

p. 343). The court held that the relationship between 

Poddar and his therapist was of a sufficiently "special" 

nature to burden the ther"apist with the duty to warn the 

intended victim of the dangerous threats of his patient. 

The court admitted that a therapist is often unable 

to predict the violent tendencies of his patients, but held 

that perfection was not demanded of a therapist. 

Obviously we do not require that the therapist, in 
making that determination, render a perfect 
per f ormance; the thera pi st need on ly exer ci se tha t 
reasonable degree of skill, knowledge, and care 
ordinarily possessed and exercised by members of the 
profession under similar circumstances. (Tarasoff 
II, 1976, p. 345) 

In the storm of protest following the first Tarasoff 

deci sion, the American Psychiatric Associ.ation, the 

California State Psychological Association, the San 

Francisco Psychoanalytic Institute and Society, the 

California Society for Clinical Social Work, the National 

Association of Social Workers, the California Hospital 

Association, and three other interested organizations filed 

an amici curiae brief. In the highly unusual step of 

granting a rehearing, the court in Tarasoff II largely 



reaffirmed its 

responsibilities 

rehearing vacates 

earlier decision 

of 

an 

psychotherapists 

earlier opinion). 
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with respect to 

(granting such a 

The second opinion 

was broader, however, holding that the therapist has a duty 

to use reasonable care to protect third parties against 

danger posed by the outpatient (one option of which might be 

a warning). 

Legal Questions and Background 

The Tarasoff court carved out a new legal duty for 

psychotherapists to protect third parties in situations 

where their outpatients are considered dangerous. The legal 

considerations underpinning this declaration need to be 

examined before proceeding with (1) assessing the criticism 

that the decision has drawn from institutional psychiatr.y, 

and (2) exploring an alternative paradigm. Therefore, in 

the next section, some of the important legal ramifications 

will be briefly addressed and analyzed. The psychological 

ramifications and their interactions with social policy 

considerations will be dealt with in subsequent sections. 

Duty to Protect 

The concept of a legal duty is not a simple one and 

in any instant case cannot be applied in a cut-and-dried 

manner. The statement that a liability exists because a 

defendant owes a duty of care to the plaintiff is a 
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conclusion rather than an aid to analysis of the issues 

involved. It begs the essential questions: whether and why 

the plaintiffs are entitled to legal protection against the 

defendant's conduct. A universal test for duty has not been 

formulated (Williams v. U.S., 1978). There is as yet no 

satisfactory substitute for this construct of "duty" and 

therefore the notion has become rather firmly embedded in 

the legal fabric. Indeed, the problem of duty is as broad 

as the whole law of negligence (Williams v. U.S., 1978). 

Professor Prosser noted, and is quoted in Tarasoff: 

[Duty] is 
expression 
of policy 
particular 
(1976, pp. 

not sacrosanct in itself, but only an 
of the sum total of those considerations 
which lead the law to say that the 
plaintiff is entitled to protection. 

332-333) 

The common law traditionally imposes upon every 

person a duty to act with sufficient care and forethought so 

as not to injure others. Negligence, in a general sense, is 

a way of describing the failure of people to conform to the 

standard of care demanded by their society. The elements of 

common law negligence consist of a defendant's duty to 

protect a plaintiff from injury, the breach of that duty, 

and the requirement that the plaintiff's injury be a 

proximate result of that breach (C.J.S., 1966). 

The above statement refers to a situation in which a 

person's specific action is viewed as misconduct. But what 

of inaction that may result in injury to a third party? 
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Traditionally, there has been no general duty at common law 

to protect or aid another human being in danger (Prosser, 

1971). This difference in liabiliy forms the basis for the 

legal distinction between active misconduct (misfeasance) 

and passive misconduct (nonfeasance). A bystander usually 

owes no duty of care to an injured stranger (Kellett, 1966). 

Only one state (Vermont) has a statute requiring a duty to 

rescue (Franklin, 1972). 

The lack of such a legal obligation (when nonfeas-

ance occurs) may have had several origins. One might have 

been a general r.egard in the law for individual freedom and 

personal responsibility (Franklin, 1972). Courts have been 

reluctant to become the social institution that enforces 

moral duties. Second, the early courts may simply have been 

too preoccupied with more overt types of misconduct to give 

serious attention to acts of omission, even when serious 

harm resulted (Malcolm, 1975). 

lack of a nonfeasance legal 

the inherent difficulties 

A third explanation for the 

obligation may simply involve 

of setting any meaningful 

standards of "unselfish service" and care towards our fellow 

man. The criteria that would have to be generated in order 

to be able to make such a determination would necessarily be 

so incredibly complicated as to almost defy analysis when 

practically applied.' For example, what calculus could 

possibly apply where an individual was drowning in a lake in 
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front of dozens of people? What degree of awareness of 

emergency would establish liability? What of the observer's 

own fears? How quickly need one respond? Rather than even 

attempt to set up a standard that would achieve universal 

application, the courts have instead focused upon "special 

relationships" between people (Restatement (Second) of 

Torts, 1965). 

As a result, the law in the area of liability for 

failure to act for the protection of others has evolved very 

slowly as the courts have carved out exceptions to the 

common law rule. (Some commentators believe that the lack 

of a duty to others at common law has lead to a number of 

morally reprehensible decisions. See, e.g., Buch v. Amory 

Mfg. Co., 1898 (victim not warned prior to walking into 

dangerous machinery); Handiboe v. McCarthy, 1966 (victim 

allowed to drown); Sidwell v. McVay, 1955 (neighbor allowed 

child to hammer on an explosive device).) Some 

relationships that have come under an affirmative duty to 

rescue are carriers wi th passengers (McPherson v. Tamiami 

Trail Tours, Inc., 1967), innkeepers with guests (Fortney v. 

Hotel Rancroft, Inc., 1955), shopkeepers with business 

invitees (Winn v. Holmes, 1956), social hosts with guests 

(Stacy v. Pantano, 1964), schools with pupils (King v. Dade 

County Bd. of Pub. Instruction, 1974), hospitals with 

patients (Sylvester v. Northwestern Hospital, 1952), and 
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custodians with prisoners (Taylor v. Slaughter, 1935). Once 

a special relationship giving rise to a duty of care is 

established, affirmative duties such as a duty to warn of 

danger may be imposed to prevent injury to third parties 

(Tarasoff II, 1976). 

The Tarasoff court held that nonfeasor liability 

could be imposed where a therapist should have known that 

his patient would harm another individual and did not 

undertake some positive action to deal with this 

potentiality. Therefore, a finding of nonfeasance, as well 

as misfeasance, will support liability. 

The principal policy considerations to be weighed 

and balanced in imposing liability for nonfeasance are: 

[t]he degree of certainty that the plaintiff will 
suffer injury, the closeness of the connection 
between the defendant's conduct and the injury 
suffered, the moral blame attached to the 
defendant's conduct, the policy of preventing future 
harm, the extent of the burden to the defendant, the 
consequences to the community of imposing liability 
for breach, and t.he availability of insurance for 
the risk involved. (Rowland v. Christian, 1968). 

A second general exception to the lack of liability 

at common law occurs when the defendand has already taken 

some positive step to control the anticipated dangerous 

conduct or when the defendant tries to protect the likely 

victim (and then ceases to effectively control the 

situation). This type of situation is then similar to that 

which occurs with misfeasance, since the therapist has 
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actually predicted the dangerousness of his patient and 

undertaken control. This was the case in Tarasoff, as Dr. 

Moore had publicly assessed Poddar to be dangerous in his 

letter to the campus police. This situation will not be 

concentrated upon further in this study because it is a 

relatively straightforward one in addition to occurring 

relatively rarely. (See Orlander, 1978) 

Confidentiality and Privileged 
Communication 

Confidentiality and privileged communication are 

issues that are intimately intertwined with those of a duty 

to warn. In Tarasoff II (1976), the defendants contended 

that the giving of a warning would constitute a breach of 

trust by revealing confidential commuoications. The court 

held, however, that the newly created duty to protect was 

not contrary to the ethical rules of the psychotherapy 

professions or the state physician-patient privilege 

statutes regarding disclosure of patient confidences. It 

concluded that "protective privilege ends where the public 

peril begins" (Tarasoff II, 1976, p. 347). 

Many therapists believe that what goes on between 

them and their patients is entirely confidential (Slawson, 

1969). They may believe that the therapeutic relationship 

has a special form of legal protection, termed "privilege." 

These are incorrect assumptions, however. The law extends 
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the right of privilege only to the patient, not the 

therap is t (Wigmore, 1961). The confi d en tia Ii ty tha t the 

therapist main tains is not a Ie gal conce pt , although it rna y 

be moving in that direction. Confidentiality refers only to 

codes of professional ethics designed to prevent disclosure 

of information without the informed consent of the client. 

Privilege, 'in contrast, is a rule of law that refers to the 

communication within the psychotherapy relationship, such 

that a party to the relationship is permitted to refrain 

from providing testimony in court that might have otherwise 

been compelled (Wigmore, 1961). 

In general, a psychotherapist has a duty not to make 

extrajudicial disclosure of information obtained during a 

therapy relationship. A breach of that duty would give rise 

to a cause of action against the therapist on a number of 

grounds, such as breach of conract, breach of fiduciary 

duty, or invasion of the right to privacy (Edgar, 1976). A 

patient is said to be able to rely on the obligation of 

confidentiality from a number of sources: its expression in 

the Hippocratic Oath, the professionals' principles of 

ethics, licensing requirements, and the common custom of 

therapists to remain silent about therapy material outside 

of sessions (Edgar, 1976). 

A claim for a psychotherapy privilege must be 

established by state statute, since there appears to be 
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little in the common law to support it. New York State 

enacted the first such statute in 1828 (Slawson, 1969) (this 

privilege was a physician-patient one). Prior to that time 

neither American nor English law afforded such protection. 

Presently, 41 of the 50 states offer some form of privilege 

to physician-patient relationships. (In a majority of 

states the communications between a psychotherapist and his 

patient fall within the scope of the physician-patient 

testimonial privilege (Goldstein & Katz, 1962; Slovenko, 

1960).) Regarding the cynosure of this paper, Article 7 of 

the California code created the category of psychotherapist

client and accorded privilege to that "special 

relationship." 

The general requirement when there is no privilege 

is that a person must give testimony to all questions in a 

court of justice (Wigmore, 

this procedure enables the 

proper administration of 

1961). The 

discovery of 

justice. 

rationale is that 

truth and thus the 

The doctrine of 

privileged communication for a particular relationship must 

be founded upon strong interests to overcome the impediments 

it places to the fact finding process. Wigmore, a respected 

authority on the legal rules of evidence (and a scholar who 

opposes the physician-patient privilege), has set forth four 

criteria for the justification of any privilege: 
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1. The communications must originate in a confidence 

that they will not be disclosed. 

2. The element of confidentiality must be essential to 

full and satisfactory maintenance of the relation 

between the parties. 

3. The relation must be one in which the opinion of the 

community ought to be sedulously fostered. 

4. The injury that would inure to the relationship by 

disclosure of the communications must be greater 

than the benefit thereby gained for the correct 

disposal of litigation (Wigmore, 1961). 

Communications that are frequently considered 

privileged are those between attorney-client, husband-wife, 

priest-penitent, and physician-patient (Wigmore, 1961). The 

justification for such privilege is that society has a great 

interest in fostering the relationships out of those which 

these communicati-o-h-s arise. The usual justification 

advanced for the psychotherapist-patient privilege is that 

confidentiality in this relationship plays a key role in 

achieving its objectives. It is stated that people would be 

inhibited from making revelations essential to therapy and 

would hesitate to seek treatment without the guarantees of 

complete confidentiality (Fisher, 1964). 

There are, however, a number of exceptions to the 

therapist-patient privilege. For example, in the California 
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statutes, the most significant is the dangerous patient 

exception. This exception holds that: 

There is no pri vi1ege under this article if the 
psychotherapist has reasonable cause to believe that 
the patient is in such mental or emotional condition 
as to be dangerous to himself or to the person or 
property of another and that disclosure of the 
communication is necessary to prevent the threatened 
danger (California Evidence Code, 1966). 

The Law Revision Commission commented that: 

[A]lthough the exception might inhibit the relation
ship between the patient and his psychotherapist to 
a limited extent, it is essential that appropriate 
action be taken if the psychotherapist becomes 
convinced during the course of treatment that the 
patient is a menace to himself and others and the 
patient refuses to permit the psychotherapist to 
make the disclosure necessary to prevent the 
threatened danger (California Evidence Code, 1966) 
(Comments of the Law Revision Commission). 

It can be seen, therefore, that confidentiality was 

never absolute. Certain threats to welfare of society or to 

the patients themselves traditionally suspended the 

professional and ethical duty of confidentiality rested 

within the discretion of the therapist. The shock of 

Tarasoff to therapists was the imposition of a legal duty to 

break confidentiality under certain specified conditions and 

that such disclosure be made to a private third party, not a 

government agency. 

Further, dangerousness must be forseen in order for 

the Tarasoff duty to apply. The forseeabi1ity test has been 

a traditional prerequisite to liability in tort law 

(Prosser, 1971). The emergence of the forseeability issue 
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raises questions concerning the ability of therapists to 

predict dangerousness. This controversy will be addressed 

shortly in the section on Predicting Dangerousness (this 

chapter). 

This ends the review of the legal questions and 

background regarding the Tarasoff decision. 

Critique of the Traditional Paradigm 

It would be useful at this point to reiterate the 

direction that this argument and analysis will take. 

Basically, two themes will be presented. The first' is 

pitched at a higher level of abstraction, and critiques the 

traditional paradigm's a priori assumption that the Tarasoff 

controversy can be resolved by citing "scientific evidence" 

rather than by weighing personal values and ethics. The 

second theme is pitched at a lower level of abstraction, and 

directly critiques, point-by-point, the traditional paradigm 

from within its own "scientific" framework, characterizing 

its arguments as bad science. 

The first theme concerns what I believe to be the 

underlying source of tension and conflict that is present at 

law-psychology interfaces. It thus represents an essential 

topic that needs to be addressed before proceeding, in order 

to provide a solid foundation for the critique of more 

concrete, detailed assertions of the traditional paradigm. 

This tension arises from different strategies for resolving 
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controversial issues; social scientists, at times unable to 

remove their thinking and logic from their preferred 

paradigm for tackling problems, misapprehend the process and 

substance of decision-making in law. Psychologists 

supposedly base their conclusions upon scientific evidence. 

The law, however, is a decision process for formulating and 

implementing policy that is concerned with the regulation of 

coercive force used to ensure that people accord with" 

preferred societal values (Goldstein, 1975). Confusing 

these approaches leads 

conflict-ridden impasses 

to ra ther 

between the 

murky 

fields. 

analyses and 

In a sense, 

pr of es sional te nd to ag ree up on what th e y ar e disagre ei ng 

about. 

The second theme of this argument will add~ess 

specifics regarding Tarasoff and its 

An exp lora ti on will be und er ta ken of 

underlying policies. 

the adequacy of the 

traditional paradigm, put forth by institutional psychiatry, 

for explaining the events that a Tarasoff situation is 

conc er ned wi th. This a pproach wi 11 hope fully clar i fy the 

role that the Tarasoff ruling may play, in an aggregate 

sense, for society. 

It is acknowledged that it is always easier to 

criticize and tear down a particular tradition for its 

faults and inconsistencies than it is to set forth a more 

useful, alternative framework to replace it. In subsequent 
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sections of the dissertation, an alternative way for 

cons trui ng the Tarasof f 'si tua ti on wi 11 be s ugges te d • The 

final sections of the paper will present two studies for 

testing empirically some of the implications of this 

alternative paradigm. 

The First Theme: The Inadequacy of 
the Traditional Paradigm as a theoretical 
Framework for Evaluating Tarasoff 

Underlying Assumptions. 

When a therapist determines, or pursuant to the 
standards of his professions should determine, that 
his patient present a serious danger of violence to 
another, he incurs an obligation to use reasonable 
care to protect the intended victim against such 
danger. The discharge of this duty may require the 
therapist to take one or more of various steps, 
depending upon the nature of the case. Thus it may 
call for him to warn the intended victim or others 
likely to appraise the victim of the danger, to 
notify the police, or to take whatever other steps 
are reasonable necessary under the circumstances. 
(Tarasoff II, 1976, p. 340) 

The potential impact of this ruling by the 

California Supreme Court was viewed wi th anxiety and alarm 

by large numbers of psychotherapists (Dale, 1976; Gurevitz, 

1976; Olsen, 1977; Stone, 1976). It appeared that the 

holding would have a damaging effect upon the very basis of 

psychotherapy, the therapist-patient relationship. Further, 

it was not likely that its impact would be limited to the 

state court decision. California legal changes have often 

proven to be bellwether for dramatic shifts in the field of 

mental health throughout the country (Lanterman-Petris-Short 
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Act, 1968). Also, Tarasoff was not viewed by therapists as 

merely an aberrant, isolated decision in its significance to 

psychiatry. It was perceived as one more step in a growing 

number of administrative, legislative, and judicial actions 

that were having great impact upon the way that psychiatry 

was traditionally practiced. The fear was that Tarasoff may 

serve as a dangerous precedent for further inroads into the 

prerogatives of psychiatric decision-making (Stone, 1976). 

Indeed, the importance of Tarasoff does extend 

beyond its direct impact upon the practice of psychotherapy 

and the resulting controversy it has generated. The case 

touches upon a number of pressing issues which are of 

current national concern and debate. Included among these 

issues are questions regarding the nature of privacy in our 

post-Watergate, computer age, disputes regarding privileged 

communication (raised, for example, by proposed programs of 

national health insurance and treatment accountability), and 

perplexity over the subject of violence, particularly family 

violence, in our society and what to do about it. In some 

sense, Tarasoff embodies in its context the whole range of 

contested viewpoints generated by the unprecedented and 

dramatic changes in mental heal th law in only the past ten 

to fifteen years (Wexler, 1974). 

The Tarasoff case creates a battleground for the 

conflict among a number of concomitant rights. On the other 
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hand, a potential outpatient has constitutionally protected 

rights to privacy, liberty, and due process (In re 

Lifschutz, 1970). Such factors would initially appear to 

argue against the imposition of a legal obligation for 

therapists to take action to protect a third party outside 

of the therapy relationship. The outpatient may be said to 

have the need for assurance of his/her right to seek and 

maintain treatment with privacy and confidentiality. An 

additional consideration here is the right of the outpatient 

to informed consent before entering into the treatment 

process. On the other hand, the public may be said to have 

a general right to be free from unlawful violence. In 

particular, the intended victim may have a right to know 

his/her status as such. Finally, it must also be considered 

that the physician has a right in a Tarasoff situation to be 

free from unreasonable state interference in the treatment 

process (Poe v. Ullman, 1961). 

Most professionals on both sides of the 

law-psychology interface would probably consider each of 

these rights 

abstractly. 

interactions, 

into conflict, 

important when judged independently and 

When applied to the specifics of human 

however, concomitant rights obviously come 

and there arises the need for establishing 

priorities. What criteria should be used to evaluate these 



32 

rights in a Tarasoff-type situation? What values should 

ho ld? 

The traditional psychiatric paradigm has a number of 

underlying theoretical assumptions. Three which are of the 

most interest for evaluating a Tarasoff-type situation are 

as follows: (1) an intrapsychic model for construing the 

"causes" of violence and understanding violent actions, 

(2) a reJ on dyadic-based meth.ods for treating 

individuals involved in, or potentially involved in, violent 

situations, and (3) a purported reliance on "scientific 

evidence" as the predominant strategy for resolving 

problems. Based upon these assumptions, institutional 

psychiatry presents a reasoned and internally consistent 

logical argument for its stand against the requirement of 

Tarasoff (Stone, 1976). The primary elements of this 

argument are perhaps most elegantly expressed in the APA 

amicus brief and the article by the recent past-President of 

the American Psychiatric Association (1979), Dr. Alan Stone. 

The court's formulation of the duty to warn 
fundamentally misconceives the skills of the 
psychotherapist in its assumption that mental health 
professionals are in some way more qualified than 
the general public to predict future violent 
behavior of their patients. Unfortunately, study 
after study has shown that this fond hope of the 
capability accurately to predict violence in advance 
is simply no fulfilled. The burden of this new duty 
to warn, therefore, is formulated and imposed 
without reference to the actual ability of the 
therapist to sustain it. (Petition for reargument, 
Tarasoff I, 1974) 
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Further, the report of the APA Task Force on Clinical 

Aspects of the Violent Individual concluded, "Neither 

psychiatrists 

ability to 

nor an yone el se ha s re lia bly 

predict future violence or 

(American Psychiatric Association, 1974). 

demonstrated an 

dangerousness" 

The absence of 

empirically verifiable data that would support the abilities 

of a therapist to accurately predict violence to a high 

degree of scientific accuracy is an essential component of 

the critics' argument (Stone, 1976). Consistent with this 

viewpoin t, the 

would destroy 

liability. In 

logical conclusion is that such uncertainty 

the duty to protect and thus therapist 

oth~l words, it is unrealistic to impose 

liability upon a therapist if the therapist is unable to 

scientifically predict the occurrence of violence. Lacking 

a reliable therapist ability to predict, the duty to protect 

fails at its inception. 

There was, however, an issue even more disturbing to 

the critics raised by the holding in the Tarasoff case. The 

cardinal point (as Stone exprsses it) and the concern that 

so aroused the psychiatric community was the issue of 

"breaching confidentiality" (Stone, 1976). The duty to 

protect, sometimes necessitating a warning to a third party, 

is viewed as fatally interfering with the traditional 

therapist-patient relationship (note that in the traditional 

definition, the meaning of "patient" is confined to that of 
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identified patient). Thus, imperiling the therapy alliance 

would destroy effective treatment. In the long run, public 

safety, according to this line of reasoning, would be harmed 

because violent patients would leave therapy due to the 

broken confidentiality. This is especially true, Stone 

states, because of the nature of illness and type of 

treatment needed for outpatients. "Such a person is 

typically not a hardened criminal but rather one whose 

violence is the product of passion or paranoia" (Stone, 

1976). 

Is the Tradi tional Paradigm Scientific? Presented 

within the traditional paradigm, the premises of 

institutional psychiatry's arguments follow inexorably to 

the conclusions drawn by Stone. From the perspective of 

this dissertation's first theme, though, the traditional 

framework misapprehends the process and 

decision-making. Conclusions regarding 

totally predicated upon scientific 

substance of legal 

Tarasoff cannot be 

arguments without 

distorting our established social system. In a sense, it is 

almost irrelevant legally as to exactly how reliable 

predictions of dangerousness are. This is a very difficult 

distinction for social scientists to realize because of 

their frame of reference to think in such terms as 

prediction and control. Such constructs are comfortable and 

familiar~ but these determinations are not the exclusive 
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basis of decision-making for the law (if indeed they are 

even f or psychology). Exclusive reliance on the idiom of 

scientific thought serves to confuse the issues at hand and 

distort the basis in our society for the setting of social 

policy. 

An ill u s t rat ion rna y e 1 u c ida t e the s e as s e r t ion s • An 

analogy will be made to another controversial issue where it 

is more readily apparent that resolution must be based upon 

social policy considerations as distinguished from 

scientific evidence. This analogous issue is more cogent 

because it involves money. 

Scientific data can provide us with figures on the 

efficacy of dialysis treatment for patients with varying 

degrees of kidney disorder. Dialysis treatment, however, is 

vey expensive (the total cost in the country for the 

$20,000/year treatment for the 

patients is $l,OOO,OOO,OOO/year). 

present 50,000 dialysis 

This expense strains the 

resources of a society which has a number of priorities for 

health care. In earlier days before dialysis machines 

became more accessible, hospital committees literally 

decided who would live and who would die. No "scientific 

data" can provide us with a decision on who should receive 

dialysis treatment, and what other medical needs will go 

unmet. These issues are basically social policy decisions. 

This is also the case in the Tarasoff decision, although it 
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is more difficult to see, possibly because the issues do not 

directly involve financial resources. The weighing of the 

value of possibly preventing violence versus the cost to a 

therapeutic relationship of a duty to protect entailing a 

warning is a social policy decision. Thus, this weighing is 

rightly so a matter of judicial and legislative conclusion, 

the institutions in our society that have been set up to 

make those value judgments. 

Even if it takes one hundred cases ""here "the 

confidentia1i ty of the therapy rela tionship is broken" in 

order to prevent violence in only one case, the imposition 

of a duty to protect remains a decision based upon the 

weighing of the values of society, not upon the weighing of 

scientific evidence regarding the efficacy of psychiatrists 

or others to predict dangerousness. 

It would probably be even less readily agreed that 

the arguments of critics of the Tarasoff decision, though 

couched in terms of "scientific 

upon primarily social policy 

evidence," 

decisions 

are also based 

made by the 

behavioral scientists themselves, in the final analysis. To 

illustrate, one might examine the most passionate premise 

advanced by a number of critics: the duty to protect will 

often involve a warning to a third party that will violate 

the confidentiality of the therapy relationship and hence 

will be destructive to that relationship (Stone, 1976). It 



37 

is then prophesied that, in the long run, there will be an 

increase in violence, defeating the Tarasoff court's 

intention of reducing the public peril. This premise is 

usually asserted by beginning with a statement along the 

lines of: "It is widely asserted and accepted that complete 

patient disclosure is the sine qua non of psychotherapy and 

that such disclosure will not be forthcoming unless the 

patient is assured of confidentiality" (Daley, 1975, p. 

945). Yet, when carefully examined, this premise had little 

to do with "hard" scientific data. 

There has been very little empirical work done on 

the relationship between assurance of confidentiality and 

amount of disclosure in a psychotherapy relationship. The 

few studies in this area are usually based upon analog 

studies done with college students in benign group 

discussions (Meyer & Smith, 

large logical leap, and 

generalize this "evidence" 

1977). It would require a very 

a great amount of 

to a psychotherapy 

faith, to 

situation 

where the client is seeking help to relieve unbearable 

stress. There is even less empirical data to support the 

belief that disclosure by the client is essential to 

psychotherapy. Sources for this assertion are never cited 

in these review articles. Further, what "scientific proof" 

exists to support the assertion that "broken confiden

tiality" would, in the long run, lead to increased violence? 
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(It seems ironic that the same critics, who are predicting 

an increase in violence due to broken confidentiality in one 

portion of their ar gument, assert their own inabili ty to 

make predictions of that nature in another portion of their 

argument.) 

None of these statements should be construed as an 

at tempt to deny that social scien ti s ts ha ve the ri'gh t to 

make these arguments regarding confidentiality, or even that 

the conclusions which they have reached are disagreed with. 

Rather, it is merely asserted that the retorts to the 

Tarasoff decision being made by a number of critics rest 

directly upon social policy conclusions, not "scientific 

evidence." The critics are reaching these conclusions based 

upon their own values involving what is best for society, 

the patient, the therapist, etc. Empirical studies form 

only one component in these decisions. Such critics are, in 

effect, substituting their own judgment for that of the 

identified value makers in this democracy. 

For example, in the influential Stone (1976) 

article, the author places his discussion of the impact of 

Tarasoff within the context of his overall argument against 

then-recent social policy decisions that led to substantial 

changes in the civil commitment laws. Rather than citing 

empirical studies, Stone makes essential political arguments 
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that represent his per sonal opinion, not "scientific 

evidence." He states: 

The Tarasoff decisions are the product of a court 
unwilling to admit the consequences for public 
safety of the recent general trend, in which it has 
played a substantial role, toward increasing 
recognition of the rights of the mentally ill and 
the resulting change in civil commitment procedures. 

[The court has] made civil commitment more 
difficult to initiate and even more difficult to 
prolong. Indeed, the Poddar case is an example of 
these new difficulties of initiating commitment. 
(p. 364) 

Neither the court nor Fleming and Maximov recognize 
that the tragedy of Tatiana Tarasoff is the price 
society pays for restraints on the "coercive power" 
of psychiatrists. (pp. 377-378). 

The Second Theme: Evaluating Particular 
Assertions of the Traditional Paradigm 

This second theme of our argument will address a 

number of specific considerations regarding the implications 

of Tarasoff. An examination of some of the underlying 

policies of the traditional paradigm will be made. The 

topics confronted indepth will include breaching of 

confidentiality, prediction of dangerousness, reasonable 

care standard, and the traditional avenues for responding to 

a Tarasoff-type situation. 

Breaching Confidentiality. Within the traditional 

paradigm, it is believed that the psychotherapist's 

inability to predict dangerousness will lead to numerous 

instances of unnecessary warnings to third parties. These 

unnecessary warnings will destroy the patient's expectations 
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of confidentiality. Confidentiality is viewed as essential 

in eliciting the full disclosure in a therapy relationship 

ncessary for effective treatment (Goldstein & Katz, 1962). 

It is felt that trust will not be established, crippling the 

effectiveness of the psychotherapy to deter violence and 

deterring those potentially violent individuals who may 

voluntarily seek psychotherapy. 

On a macro-level, the argument as stated pits 

society's interests in effective psychotherapy against 

society's interests in the prevention of violence. It would 

appear useful, therefore, to examine the relationship and 

. interaction of confidentiality and effective psychotherapy. 

Institutional psychiatry has explored the other interest (of 

the usefulness of breaching confidentiality in the interests 

of preventing violence) and found it wanting (Stone, 1976). 

The Need for Absolute Confidentiality 

The first premise to be examined is 

confidentiality in 

that relationship 

psychotherapy needs to be absolute 

to be effective. This convention 

that 

for 

was 

certainly assumed in much of institutional psychiatry's 

vociferous response 

1976; Olsen, 1977; 

to Tarasoff (Daley, 1975; Gurevitz, 

Stone, 1976). It was also stated 

explicitly in the important In re Lifschutz (1970) case that 

reached the California Supreme Court a few years earlier. 

In that case, a psychiatrist tested the issue of absolute 
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confidentiality regarding the psychotherapist-patient 

privilege statute. He argued that psychotherapy could no 

longer be successfully practiced if the state could compel 

disclosure of even some psychotherapeutic communications 

(the Court held that the privilege was not absolute). 

Regardless, what is clear is that the bars to 

di sc los ure we re never a.bso lu te (Cali f ornia Evi d en ce Cod e, 

1966; American Psychiatric Association, 1975). A relevant 

portion of the California Evidence Code (section 1024), for 

instance, states that the therapist-patient privilege does 

not apply "if the psychotherapist has reasonable cause to 

believe that the patient is in such mental or emotional 

condition as to be dangerous to himself or to the person or 

property of another and that disclosure of the communication 

is necessary to prevent the threatened danger." While it is 

true that, as Stone (1976) states, there is a vast 

difference between the lack of a testimonial pri vi lege (or 

even the duty to contact government authorities--implied in 

the California Code) and a duty to contact private third 

parties (the holding in Tarasoff), the point here is merely 

to demonstrate that absolute confidentiality has never truly 

existed. A second 

confidentiality that 

very prevalent exception to absolute 

has always existed may be cited: the 

patient's innermost confidences and disclosure of secrets 

may form the basis of his/her involuntary commitment. In 
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order to commit a patient (Stone's preferred response to a 

Tarasoff situation), the therapist would have to document 

the presence of a major mental illness and a danger to self 

or others. This usually includes statements that the 

outpatient has made to the therapist and would certainly be 

the case in a Tarasoff situation. This course would 

certainly alter the absolute, dyadic confidentiality that 

the patient expected, according to the terms of the argument 

of the Tarasoff critics. 

A duty to disclosure is present in other instances. 

Though more directly applicable to physicians, 

psychotherapists may have to report evidence of child abuse 

(California Penal Code, 1975), injuries obtained in the 

felonious use of firearms (California Penal Code, 1970), the 

presence of illegal drug abuse, plans to commit a crime by a 

prisoner, among other situations. In California, there are 

already eleven exceptions to the psychotherapist-patient 

privilege (California Evidence Code, 1966). 

Further, traditional confidentiality and privilege 

notions generally presuppose a dyadic, one-to-one 

relationship, a modality more common in simpler times 

(Slovenko, 1969). Since the rise of the community mental 

heal th cen t er moveme n t be ginn ing in 1963, a great deal of 

therapy today takes place at clinics and local centers where 

it is not unusual for a patient to see a number of 
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therapists in the course of his/her treatment. 

group psychotherapy is a method of treatment 

Similarly, 

that is in 

widespread use, where again dyadic confidentiality is not a 

factor. Both of these considerations would lessen the 

degree of confidentiality that a patient could expect. 

De facto confidentiality, even within the 

traditional, dyadic psychotherapy relationship is therefore 

limited. Effective ps ychot hera py, con se q uen tl y, cannot be 

guarantee of absolute confidentiality. a predicated upon 

This requirement 

base, entailing 

would place therapy upon a very tenuous 

that the patient be deceived regarding the 

nature of confidentiality in order for the relationship to 

succeed. Such conditions would raise questions regarding 

the patient's right to informed consent before entering into 

a voluntary relationship. Surprisingly, in a recent survey 

regarding the Tarasoff decision, 86.3% of the therapists 

responding believed that their patients assumed 

confidentiality was absolute (Wise, 1978, p. 176). Only 

11.2% of these therapists, however, reported "almost always" 

discussing the nature of confidentiality with those patients 

(Wise, 1978, p. 176, note 65). It seems ironic to claim, as 

Justice Clark does in his Tarasoff dissent, that "the 

guarantee of confidentiality 

full disclosure necessary for 

is essential in eliciting the 

effective treatment (Tarasoff 

II, 1976, p. 359) , when this full disclosure (i.e., 
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also apply 

limited 

to the 

nature 

other 

therapist 
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of confidentiality) does not 

party in the tradi ti onal 

himself. These are odd relationship, 

circumstances 

the 

for a relationship whose cornerstone is 

purported to be mutual trust. 

The duty to disclose confidential information to a 

third party under certain circumstances also impos'es upon 

the therapist a duty to inform his/her patients of that 

limitation to their treatment contract. Dr. Stone (1976, p. 

369) fears that such informed consent would be crippling to 

psychotherapy: "[S]uch a Miranda-type warning could chill 

all such dialogue" (regarding violent thoughts and ideas 

which are not uncommon among patients coming to 

psychotherapy). The truth of that prediction would seem to 

depend upon how such informed consent was obtained. The 

Tarasoff decision does call for the exercise of professional 

expertise in addressing the issues of a duty to protect. 

Presumably, the therapist will use his expertise in 

interpersonal relations and integrate discussion of informed 

consent into the therapy in an ongoing manner. Regardless, 

the essential point to be made here is that such informed 

consent already appeared to ha ve been necessary before the 

Tarasoff ruling. The duties imposed by other statutory 

limitations to confidentiality (California Penal Code, 1970; 

California Evidence Code, 1966) would also impose duties on 



the therapist to inform his/her patient of them. 

information regarding the Tarasoff situation 

4S 

Including 

(which is, 

after all, construed as an emergency) should not constitute 

a change that is a dramatic new blow to confidentiality if 

the therapist has been conducting his practice in an ethical 

manner prior to Tarasoff. A Tarasoff-type si tuation is, 

however, distinguishable from other limitations in that it 

ex tend s the duty of dis clos ure to ind i vi duals ou tsi de the 

governmental process. ,See, however, California Welfare and 

Institution Code (1972), requiring a therapist to inform a 

patient's family when he/she has been placed in a 

psychiatric facility.) 

A pre-treatment agreement may represent a convenient 

device for the outpatient therapist to approach the issues 

of limited confidentiality and informed consent. Such an 

agreement may specify the limits on the degree of 

confidentiality within which the treatment will be 

conducted. This is, of course, not a new idea and is 

already commonly used 

addition, protect the 

privacy. 

by therapists. Such agreements, 

patient's constitutional right 

Lack of Absolute Confidentiality a Deterrance? 

in 

of 

A second premise to be examined concerns the 

prediction that a Tarasoff "breach of confidentiality" will 

deter potentially violent individuals from voluntarily 
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seeking psychotherapy. It has already been noted that this 

premise rests upon faith rather than a "scientific" base, as 

Tarasoff critics themselves argue for their lack of ~bility 

to make this type of prediction. The implications of this 

premise, however, need to be explored further from within 

the traditional paradigm itself. 

An equally likely proposition to Stone's deterrent 

argument is the notion that the therapist's active efforts 

to prevent viol ence rna y attract potentially violent 

individuals into therapy. Reporting on a proposal for 

Connecticut's psychiatrist-patient privilege statute, the 

Group for the Advancement of Psychiatry (Goldstein & Katz, 

1962) (an organization whose members, who could hardly be 

labelled radical criticp of psychiatry) noted that their 

committee deliberately chose not to write a "future crime" 

exception into the bill because its members were persuaded 

that patients willing to express to psychiatrists their 

intention to commit a crime are not ordinarily likely to 

carry out that intention (the "future crime" exception to a 

psychiatrist-patient privilege concerns the necessity of 

disclosure to authorities where the communication reveals a 

planned or contemplated future criminal act). "Instead, 

they are making a plea of help" (Goldstein & Katz, 1962, p. 

188) . It is not unreasonable to conclude that at least as 

many patients will be attracted to therapy as will be 
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deterred by the knowledge that the therapist would make an 

active response to their "cry for help." Dr. John Lion, in 

The Evaluation and Management of the Violent Patient (1972) 

notes: 

[V]iolent patients are very much afraid of their own 
impulses. The homicidal patient. . wants control 
furnished so that he will not kill. Therefore, 
the psychiatrist should assure him that he will not 
be allowed to act upon his feelings. [The 
psychiatr~st] elici ts the emotions and some of the 
accompanying fantasy, but firmly conveys to the 
patient that he will be prevented from any violent 
act. 

If a potentially violent individual has the 

knowledge that a therapist would be active in his/her 

response to a threat of homicide or aggravated assault, the 

individual may be attracted to seeking help as an outpatient 

rather than, often unconsciously, act out his feared 

impulses in order for institutions such as the criminal 

justice system to impose control over him. 

The Meaning of "Breaching Confidentiality" 
in a Tarasoff Situation 

A th ir d ar ea to be examine d concern s q u es t ioni ng 

exactly what is meant when discussing "breaching 

confidentiality." Tarasoff stirred up much controversy, and 

in the ensuing discussion confidentiality is often used in a 

rather general manner. It is important to emphasize· that 

Tarasoff is not concerned with confidentiality in general, 

and "breaching confidentiality" may not be an entirely 

accurate term for describing such a situation. A Tarasoff 
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situation arises only when a patient makes a threat of 

homicide or serious bodily harm to a specific individual and 

is believed, or should have been, by the therapist. This is 

said to be a relatively rare situation. Such serious 

circumstances 

circumstances 

confidentiality 

are 

under 

will 

quite different from 

which a 

be breached. 

patient 

It would 

the usual 

fears that 

seem that in 

general a patient is most concerned about disclosures of 

intimate fears, dreams, indiscretions, dependencies, sexual 

predilections, fantasies that he/she may have revealed, and 

the like, rather than a disclosure of a threat of violence 

to a specific individual. These potentially embarraSSing 

subjects, however, usually have little or no significance in 

legal proceedings (Slovenko, 1969). Thus, a patient's fears 

about confidentiality may stem in part from a 

misapprehension regarding what is 

his communications that would 

relevant or rna terial in 

give rise to legal 

significance and a duty to disclose. These issues could be 

dealt with when obtaining informed consent. 

Some therapists have argued for a strict 

construction of the meaning of "breaching confidentiality" 

even where there has been a distinct threat made, coupled 

with overt activity such as the purchase of a gun (Siegal, 

1979). To do so is to construe a very narrow and isolated 

view of one's role as a therapist. Indeed, such a position 
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would appear to embrace the despised (from the perspective 

of institutional psychiatry) Szaszian view of no involvement 

by the therapist with anyone but the patient (1963). Rather 

than keeping potentially violent outpatients in therapy and 

allowing them the security to self-disclose, the position of 

absolute confidentiality and the taking of no responsibility 

for the patient's conduct at any time will, in the long run, 

undermine rather than protect the therapy process. It will 

be argued in a subsequent section (Motivational Analysis of 

a Tarasoff Threat) that the pa tient' s expec ta tions of the 

therapist's competence and notions regarding control 

(described brefly above) play a more salient role in the 

success of psychotherapy than concerns regarding confiden

tiality. Confidentiality and privilege may represent issues 

that are more important to the therapist than the patient. 

The f ea rs of "br eaching confi den tiali ty" rna y be that 

exposure will threaten or question the therapist's 

practices, not the patient's (Slovenko, 1969). 

It is acknowledged that most therapists would not 

hold this extreme position but rather fall close to the 

traditional remedies, principally civil commitment, 

described by Stone (1976). In a subsequent section, it will 

also be 

available 

described 

to the 

why this 

therapist 

Traditional Remedies). 

ap proac h rna y 

(Predicting 

usually not be 

Dangerousness--
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A 

"breaching 

motivation 

final aspect of the meaning attributed to 

confidentiality" involves the patient's 

in this Tar~s~ff-type situation. What motivates 

a patient to reiterate a homicidal threat and divulge his 

plans to his therapist? On a purely surface level, one 

could respond that he would want the confidentiality of this 

information protected for either of two reasons: he intends 

to do it and does not want to be stopped or he does not 

intend to do it and therefore does not need to be (Wexler, 

1979). The motivational aspects of a Tarasoff-type threat 

will be further discussed when an alternative paradigm is 

presented. 

The fourth and final point to be made about confiden

tiality concerns the degree of consistency with which the 

related studies. 

it may be stated 

psychiatry and the 

traditional paradigm's assertions match 

Arguing from a purely statistical basis, 

tha t data sugges t tha t the pr ac ti ce of 

rates of utilization are no different in 

non-privilege states (Slovenko, 1969). 

privilege versus 

Further, in states 

where a privilege law was recently enacted, theFe appears to 

be little difference in the practice of psychiatry or the 

rates of utilization between pre- and post-enactment 

(Slovenko, 1969, p. 658). 

These relationships, in fact, may have played an 

important role in the decision of the California Supreme 
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In 1970, In re Lifschutz (1970) 

tested the issue of absolute confidentiality regarding the 

psychotherapist-patient privilege statute. In that case, 

psychiatrists argued that the therapy relationship should be 

accorded absolute cOhfidentiality, as the priest-penitent 

relationship was. They predicted that if the state could 

compel the disclosure of some psychotherapeutic communica

tions, psychotherapy itself could no longer be successfully 

practiced (p. 426). The court rejected that argument. Yet, 

therapy has continued to flourish in California. Members of 

the California Supreme Court may have been inclined to view 

psychiatrists' present forecasts of doom in the Tarasoff 

case as "equally dubious" (Tarasoff II, 1976, p. 346, note 

12). 

Predicting Dangerousness. The concept of danger-

ousness and the efficacy of predicting dangerousness are 

essential parts of any formulation of the meaning of the 

Tarasoff decision. The traditional pradigm's construction 

of dangerousness forms the 

wi th the Tarasoff outcome. 

community have argued that 

foundation of 

Segments of 

the du ty to 

its disagreement 

the psychotherapy 

protect cannot be 

prac tically implemen ted because it assumes a non-existent 

~xpertise (Gurevitz, 1977). If a therapist is unable to 

scientifically predict the occurrence of violence, the duty 

fails at its inception. The other arguments of 
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institutional psychiatry's quarrel with Tar!!soff (breaking 

of confidentiality, an elusive reasonable standard of care, 

etc.) are derived from and dependent upon these principal 

considerations regarding forseeability, prediction, and 

proximate causation. This formulation of the issues was 

particularly criticized in the social policy versus 

scientific argument portion of this presentation. There are 

a numer of additional questions that can be raised, however, 

that contest the traditional paradigm's formulations on 

dangerousness from within the premises of the paradigm 

itself. 

The 

conception 

construct. 

analogy. 

difficulty with the 

of dangerousness is 

traditional 

its use as a 

paradigm 

unitary 

This difficulty may be best illustrated by 

For decades, the conceptualization of "brain 

damage" as a unitary construct presented a similar confusion 

of analysis for psychology (Reitan & Davidson, 1974). 

"Bra in dama ge" is no t a si ng Ie pr ocess, var ying on ly along 

the dimension of severity. Its presence may stem from a 

variety of insults: a stroke, a head blow, lack of oxygen, 

etc.; it may manifest itself as a diverse number of 

dysfunctions: 

impairment of 

a lack of 

fine motor 

ability to 

coordination, 

learn 

et c. ; 

new tasks, 

it may only 

"occur" in the presenc~ of certain environmental contexts 

and stimuli: a task requiring long-term memory, one only 
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requiring short-term memory, etc. Decades of effort, 

utilizing the unitary construct (presence of brain damage-

absence of brain damage) with little regard for etiology, 

locali ty of insul t, environmen tal con text of measuremen t, 

etc., resulted in very unsatisfactory efficacy of prediction 

in the indi vi dual cas e. Recent work, whi Ie 0 bvi ously s ti 11 

at a formative stage, has approached these issues on a more 

comp lex level and has proven to· be more prod uc ti ve in the 

individual case (Reitan & Davidson, 1974). 

Obviously, "dangerousness" is different from "brain 

damage," where the concern is brain- beha vior relationshi ps 

and the possible presence of 

Dangerousness is a hypothetical 

presumably manifested by ,a 

actual tissue 

psychological 

change. 

concept 

person's behavior and 

psychological status. Yet, the principle is similar to the 

analogy in that difficul ties in using dangerousness as a 

unitary concept arise from trying to force the notion into 

the standard, traditional paradigm. The result has been a 

predominance in the field of viewing dangerousness from the 

intrapsychic perspective (Wexler, 1979). Dangerousness then 

becomes something that somehow resides solely "inside" the 

individual. A direct implication of this model is that a 

dimension of the person (violence proneness) can therefore 

be detected by discovering the right personality character-

istics. Thus, a mold for the direction of research becomes 
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set. As august a body as the American Psychiatric 

Association Task Force, reporting on Clinical Aspects of the 

Violent Individual, has stated: 

With respect to most prediction of violence 
[t]he likelihood of the expected behavior such as 
violation of parole by a released prisoner whose 
previous crime was one of violence or the 
possibility of serious assault being committed by 
the released mental patient would be very slight. 
This means that even if the characteristics of such 
future violent patients could be specified with 
fairly great accuracy, predictions based upon such 
characteristics will identify far more "false 
positives" than "true positives." (emphasis added) 
(1974, pp. 23-24) 

An alternative perspective for construing dangerous-

ness might view the phenomenon as a product and interaction 

of the characteristics of the individual, the environmental 

context, and other influences. In other words, dangerous-

ness may be construed as a system-level, or field concept. 

Again, this concept may be best illustrated by analogy. 

In earlier times, explanation of the mystery of 

electricity was expressed in terms of "something" that was 

flowing through a wire or "something" that was contained 

within a battery. Thinking became more sophisticated, and 

the analysis more productive, when scientists began to 

-conceive of electricity as a special relationship between 

physical bodies and in terms of an "electromagnetic field." 

Similarly, it is intended that this dissertation focus upon 

dangerousness in terms of relationships, particularly the 

relationship to the victim. The implications of this 
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perspective for the concept of dangerousness will be further 

pursued when an alternative paradigm is presented. 

What is Being Predicted? 

The APA stated in its Tarasoff amicus curiae brief: 

"Neither psychiatrists or 

demonstrated an ability to 

anyone 

predict 

else have reliably 

future violence or 

dangerousness, neither has any special psychiatric expertise 

in this area been established." (1974, p. 28) 

The conclusion drawn by critics of Tarasoff is that 

such circumstances destroy the duty to protect. The above 

quote is startling in itself because in years past 

therapists have lent this non-existent expertise to numerous 

areas of legal decision-making and continue to do so (Ayres 

& Holbrook, 1975). The recent turnabout by institutional 

psychiatry is predicated upon precious few studies (Cocozza 

& Steadman, 1976; Kozol, Boucher & Garofalo, 1972) to 

support this "scientific conclusion." Myriad political and 

theoretical reasons have generated this change, but what 

will be examined here is the adequacy of the foundation of 

this belief and the meaning of this data for the Tarasoff 

situation. 

What if the traditional paradigm were abandoned, 

dangerousness was no longer perceived as "something" that 

resided solely within the individual, and violent acts were 

no longer perceived as flowing solely from that trait? The 
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alternative proposed was to perceive dangerousness as a 

product and interaction of the individual and the environ-

mental con tex t. What implications would this perspective 

have? In a very astute article addressing dangerousness and 

civil commitment, John Monahan (1978) notes that, in the 

research demonstrating negative findings, the context of the 

prediction is very different from the context of prediction 

validation. In general, what was being tested in these 

research studies were predictions made in an institution 

(about persons institutionalized for substantial periods of 

time) of violence to occur in the open community. Yet, 

there is a rather large psychological literature that would 

suggest that the correlation between behavior predicted in 

one context and observed in another would be low (Mischel, 

1968). Monahan elaborates: 

The jails, prisons, and mental hospitals in which 
predictions are made differ in obvious ways from the 
open community situations that are the truest test 
of predictive validity. This point is underscored 
by the fact that institutional performance has 
little effect on postinstitutional (community) 
behavior. It is exacerbated by the fact that 
substantial periods intervene between the point when 
the institutional prediction is made and the 
community validation is undertaken, and/or between 
the most recent exposure to the community context in 
which the prediction will be validated and the point 
at which the institutional prediction is made. 
(1978, p. 199) 

This point will be illustrated by describing three 

resear ch e f f or ts that are hea vi 1y ci ted when asser t ing the 

basis for the lack of confidence in the ability of 
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therapists to predict violence. One such effort was 

conducted by Wenk, Robison, and Smith (1972), involving a 

series of studies of parolees from the California Department 

of Corrections. In one study, a violence prediction scale 

was developed including such variables as commitment 

offense, number of prior commitments, opiate use, and length 

of imprisonment. Fourteen percent of those identified as 

violent did in fact commit a violent act while on parole. A 

second study divided a large group of parolees into 

"greater" or "lesser" aggressive categories by case history 

and psychological report. Recidivism was not differentially 

predicted. A third work by Wenk and his collaborators began 

with an investigation into past records, a psychiatric 

evaluation, and a psychological test battery. Subjects were 

followed for fifteen months after release, and a post hoc 

analysis was done to identify variables predicting violent 

acts of recidivism. Multivariate regression equations were 

only able to detect about 12% of the future violent 

recidivists. 

A second well known research effort was conducted by 

Kozol, Boucher, and Garofalo (1972). A very extensive 

psychiatric work-up was performed. Thirty-five percent of 

those offenders predicted to be dangerous, but subsequently 

released, committed a dangerous act. 
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Finally, an opportunity for naturalistic research on 

the validity of psychiatric predictions of dangerousness was 

said to have been created by the U.S. Supreme Court 

decision, Baxstram v. Herold, in 1966. The ruling resulted 

in the transfer of nearly a thousand "dangerous" mental 

patients who were being held beyond their maximum criminal 

sentence in institutions for the criminally insane. Cocozza 

and Steadman demonstrated that only 20% of the Baxstram 

patients transferred to civil hospitals or the community 

committed an assault during their four year follow-up period 

(1974). Further, only 3% were sufficiently dangerous to be 

returned to a hospital for the criminally insane. 

In addition to the problem of the context of 

prediction versus validation, and the temporal issue of 

prediction time versus validation time, these research 

efforts employed "violent crime recidivism" as the criterion 

variable. It is almost axiomatic that the obtained 

prevalence of violence would increase by magnitudes of order 

as the criterion variable changes from violent crime but not 

convicted, to those arrested for a violent crime but not 

charged, to those who made police contact concerning a 

violent crime but were not arrested, to unreported violent 

crime. (To provide some idea of the magnitudes involved, we 

could begin at the second stage (following unreported crime) 

of police contact. Only 10-15% of police encounters result 
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Approximately 20-35% of all arrests are based on 

felony charges. Of those arrested on felony charges, less 

than 5% ,,/ill actually receive a 

point is but one of many that 

prison sentence.) This 

could affect the outcome 

conclusion regarding efficacy of dangerousness 

Yet, in their critiques of the expertise of 

prediction. 

psycho thera-

pists, some authors uncritically embrace 

research scientists (Ennis & Litwack, 

the "expertise" of 

1974). Can the 

logical leap, from the raw data of the research studies to 

the conclusions drawn by many, actually be made with any 

confidence? 

Baxstrom Explored in Depth 

To test this question it may prove useful to explore 

one of the major research efforts in depth. The C~cozza and 

Steadman studies (1974) on the Baxstrom patients will be 

examined because they purported to involve a naturalistic 

experiment and provided extensive follow-up documentation. 

The Baxstrom studies are widely cited in arguments against 

dangerousness prediction; for example, they form the basic 

premise for the polemical rhetoric in another heavily cited 

article, by Ennis and Litwack (1974). 

The patients in Baxstrom were reputed to be some of 

the most "dangerous" mental patients in New York State. 

They had been civilly committed to prison hospitals at the 

end of their penal sentences without the benefit of jury 
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(Baxstrom v. Herold, 

these patients had to 

be released because 

60 

normal civilly committed individuals 

1966). Following the court decision, 

be transferred to civil hospitals or 

of the constitutionallv defectivp. 

statute. Most authors who cite these studies seem to 

believe that the Baxstrom prisoners were being held in 

p r i son h 0 s pit a 1 s bey 0 nOd 

if, "after psychiatric 

the terms of 

examination, 

their penal sentence 

they were deemed 

mentally ill and dangerous to themselves or others" (Ennis & 

Litwack, 1974). "[T]he Supreme Court compelled the 

testing of our predictions of violence, and the test 

revealed massive overprediction" (Morris, 1974). The 

research data are then reported: only 2% of a representative 

sample of 246 patients released or transferred from 

Dannemora were readmitted to institutions for the criminally 

insane, 56% of the males and 43% of the females had no 

subsequent admission during four years of follow-up, etc. 

(Morris, 1974). 

The New York State law, however, at that time 

provided that an inmate could be transferred to the prison 

hospital if found "insane" by psychiatric evaluation (1933, 

Chapter 150, secti('n 1). Once in the prison hospital by 

this criterion, the prisoner could be kept there by 

administrative discretion instead of being transferred to a 

civil hospital when his sentence expired. The State law did 
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not require a predisposition to violence, nor did it ever 

mention dangerousness. The Supreme Court even asserted this 

proposition as one of its two major reasons for its holding 

in Baxstrom: prisoners were, in fact, the only people who 

could be civilly committed without a finding that they were 

dangerously mentally ill (Baxstrom v. Herold, 1966). The 

prisoner whose name the case bears, Johnny Baxstrom, is a 

case in poin t. He was 

beca use of a pr e dic ti on 

administrative discretion. 

not held in the prison hospital 

of dangerousness, but because of 

"The administrative decision to 

retain Baxstrom in Dannemora was made despite the 

otherwise unaminous conclusion by testifying psychiatrists, 

including an independent examining psychiatrist and [the 

Assistant Director of Dannemora], that there was no reason 

why Baxstrom could 

institution" ( p. 112, 

not be transferred to a 

note 3). It is quite 

civil 

clear, 

therefore, that predictions of dangerousness wer:e not being 

tested by this case. 

Figures often cited from these studies also bear 

closer scrutiny. It is often Quoted that 56% of the males 

and 43% of the females had no subsequent readmissions to 

mental hospitals during the follow-up period (Morris, 1974). 

While a true statement, it may be more clarifying to note 

that of the 246 patients studied in this sample, 125 were 

n e v...:e:..,:r:.---=r . ...;e=-=.l..=e..=a:..,:s::...;e::...;:;d within the four year follow-up period 
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(Steadman & Halfon, 1971). A more comprehensive pic ture 

characterizing the data, would be to note that 51% of the 

patients were never released from custody and that almost 

75% of the total group was un der co nt ro 1 at some po in t 

during the follow-up period (p. 381). Of the remaining 25%, 

it is unknown how many had died, reducing the sample size. 

Finally, age played a large role in these studies. 

The mean age of the Baxstrom sample males was 49.8 years, 

and females 51.9 years (Steadman & Halfon, 1971). Members 

of such an older, middle-aged population would be much less 

likely to commit dangerous acts than a younger sample. 

When the se fac tor s ar e co ns i der ed along wit h the 

criterion variable problems (which often reflect only the 

number of ex-patients caught and convicted, not the number 

actually committing violent acts), it may seem too early to 

definitely conclude that such predictive ability does not 

exist. 

Relevance 0i~EE~I~2E~~E 
Literature to Tarasoff 

It may be granted unequivocally, as this writer 

would; that there is no auestion that long-term predictions 

of violence. or predictions from an institutional to a 

.£E.!!!.!!!E.!!it.Y. setting, are grossly inadequate. One might still 

ask. howevp.r, what thp.se circumstances have to do with a 

TaraEoff situation. In Tarasoff situations, a prediction of 

violence is made on a short-term basis, in a community 
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setting, with an outpatient. This consideration is relevant 

because these three studies were the major ones cited in the 

APA brief to assert their lack of confidence in the ability 

of the therapists to predict dangerousness in a Tarasoff 

situation (Staff, 1975). This lack of confidence formed the 

major premise for critic's arguments in their negative 

evaluation of Tarasoff's impact. 

It is reasonable and logical to relate the above 

research data to a Tarasoff situation only if dangerous

ness is viewed as "something" inside the person; i.e., an 

intrapsychic phenomenon. Dangerousness would 

dangerousness, irrespective of the influence 

then 

of 

be 

the 

environmental context. It was shown above, however, that 

this may not be a particularly useful conclusion to draw. 

From the perspective of validation by "scientific evidence," 

it may be more accurate to state that the degree of efficacy 

of prediction in a Tarasoff situation is unknown at this 

time. 

Rather than being concerned with an institutional

ized patient or inmate, Tarasoff involves a psychiatric 

outpatient who reiterates to the therapist a threat to kill 

or do serious bodily harm to a specific individual or one 

readily identifiable. Presumably, the therapist will 

inquire, or already has inquired, into the patient's past 

history of violence, whether the patient has formulated a 
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clear plan for the violent act, whether the patient has 

access to the means for carrying out the threat (gun, bomb), 

the existence and proximity of a specific victim (wife in 

the waiting room, Napoleon on Elba), the degree of the 

patient's disorganization, etc. 

If the therapist at this point still believes the 

threat to be a serious one, it would seem proper to label 

the situation an emergency. This type of prediction seems 

to be qualitatively different from the rather general, 

open-ended dangerousness that was being predicted in the 

research studies mentioned above. Further, environmental 

interactions are being taken into account. The context of 

the prediction is relatively close to the context of the 

validation. The identified, potential victim may be in the 

next room, or a ten minute drive away. The temporal factor, 

in addition, between the time of prediction and validation 

is very short. The prediction of dangerousness may be for 

minutes, hours, or a few days. In a classical work, Halter 

Mischel asserted: 

Findings demonstrating the specificity of the 
interactions between persons and situations 
constrain how broadly we can generalize from an 
individual's behavior in anyone situation to his 
reactions under different conditions. 
Predictive validity tends to decrease as the gap 
increases between behavior sampled on the prediction 
measures and the behavior that is being predic ted. 
(1968, p. 323) 
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In the Tarasoff situation, the situational and 

temporal gap is a small one. The patient is at large in the 

community and the danger may be as immediate as when the 

patient leaves the therapist's office. Further, the 

behavior that the therapist is sampling in a session 

(threatening words and actions) is fairly close to the 

behavior used as the criterion measure (fulfilled threats). 

This discussion, then, leads us to a critical 

variable in the prediction of dangerousness: violence is a 

low base rate (rare) behavior. It needs to be reemphasized 

that, even using such crude measurement as recidivism and 

predicting a rather general, open-ended dangerousness, the 

research studies identified true positives 5-35% of the time 

(Kozol, Boucher, & Garofalo, 1972). It is postulated that 

the emergency, short-term, context-congruent nature of a" 

Tarasoff situation may raise the efficacy significantly. 

The issue regarding low base rate and false 

positives was very lucidly and concisely illustrated in 

Livermore, Malmquist, and Meehl's excellent 1968 article. 

It will be repeated here. 

Assume that one person out of a thousand will kill. 
Assume also an exceptionally accurate test is 
created which differentiates with ninety-five 
percent effectiveness those who will kill from those 
who will not. If 100,000 people were tested, out of 
the hundred who would kill, 95 would be isolated. 
Unfortunately, out of the 99,900 who would not kill, 
4,995 people would also be isolated as potential 
killers. (p. 84) 
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This excellent argument can be related to a 

hypothetical Tarasoff situation. Under these serious, 

emergency circumstances, an outpatient may voice a threat in 

an agitated manner to his therapist that he intends to kill 

his wife that evening when he goes home. Assume that the 

patient is not psychotic, but that he has physically abused 

his wife in the past and that he tells the therapist of a 

gun that he has purchased and 

circumstances, the base rate 

has 

for 

in the car. Under such 

violent beha vior rna y be 

considerably 

\.,as use d in 

greater than among the 

the Li vermore, et al. 

general population, as 

example (1968). Assume 

further, conservatively under these circumstances, that only 

three out of ten of these patients will actually carry out 

this threat. Suppose, finally, that in this emergency 

situation the therapist is only moderately effective in 

differentiating true threats from false positives; say, 

around 50%. Then, in a thousand cases, of the 300 who will 

assault or kill their spouses, the therapist could correctly 

identify 150. Therefore, a little over two people will be 

warned needlessly in order to correctly warn one. Is this 

too serious a price to pay, as Tarasoff critics suggest? To 

answer would bring us full circle to our social policy 

argument. 

Even in the criminal area, where the risk is a much 

more serious loss of liberty through incarceration, society 
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public safety 

that 

and 

prediction 

individual 

be perfect. In 

liberty under 
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balancing 

criminal 

circumstances, the standard is one of proof "beyond a 

reasonable doubt," not beyond all doubt. It has been said 

tha t und er such 

the release of 

confinement of 

conditions, society is willing to tolerate 

19 guilty criminals in order to avoid the 

one innocent person (95% confidence level) 

(Monahan & Wexler, 1978). Should a (possibly) lesser 

standard be tolerated where a therapist is making a 

prediction of dangerousness for the purpose of a warning? 

It could be argued that society, including critics 

of Tarasoff, are already accepting such a lesser standard in 

similar circumstances. While not arguing that tradition is 

always correct (slavery pre-1860s and denying women the vote 

pre-l919 come to mind), psychiatrists for some time have 

been making the same level of prediction of dangerousness in 

order to civilly commit their patients. It is especially 

ironic that the same psychiatrists who are arguing for their 

predictive inability in a Tarasoff situation, then suggest 

that the traditional remedy of civil commitment is better 

than a warning, although it then involves them in making 

just such a prediction (Stone, 1976). It is difficult to 

see ho"" they can 

Tarasoff . duty to 

have it both ways. 

protect, these 

In order to deny the 

critics would have to 
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embrace the Szaszian position of abolition of civil 

commitment. 

Standard of Care. When the Tarasoff Court held that 

"when a psychotherapist determines, or pursuant to the 

standards of his profession should determine, that his 

patient presents a serious threat of violence to another he 

incurs an obligation to use reasonable care to protect the 

intended victim against such danger" (Tarasoff II, 1976) 

(emphasis added), it created a conflict-ridden situation for 

the responsible therapist. When the subject of dangerous

ness arises in therapy, the therapist may feel placed in an 

anxiety-generating, no-win circumstance, where he/she fears 

both liability for failing to disclose a Tarasoff-type 

threat, and liability for breaching confidentiality if the 

threat is disclosed (Wise, 1978). 

Fear of liability is a very real and legitimate 

concern for therapists, and it may distort the care they 

provide. A survey (Wise, 1978) of psychotherapists in 

California, post-Tarasoff, reported that most felt increased 

fear of legal liability, regarding the new duty, and an 

increased anxiety when such issues of dangerousness became a 

concern in therapy sessions. A few reported feeling tempted 

to avoid .probing altogether into these sensitive areas, and 

one-fourth stated they had changed their methods of keeping 

records, apparently in an effort avoid future liability. 
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What is reasonable care, according to the standards 

of the psychotherapy professions? The Court relates that 

"within the broad range of reasonable practice and treatment 

in which professional opinion and judgment may differ, the 

therapist is free to exercise his or her own best judgment 

without liability" (Tarasoff II, 1976, p. 345), but provides 

little further guidance. It noted only that proper action 

could vary with individual circumstances. Some instances 

may require a warning, others civil commitment, and others a 

notification to police. A therapist, however, should be 

able to rely upon a clear standard, established by law, as a 

means to guide his/her conduct (Prosser, 1971) (without a 

clear standard, there is no model behavior with which to 

compare a person's behavior in order to determine the 

existence of negligence). The entire theory of negligence 

presupposes some objective, uniform standard of behavior; 

negligence occurs where conduct falls below that standard 

(Prosser, 1971). If there is little consistency of conduct 

in a profession regarding 

be difficult to establish 

a particular situation, it would 

in a court of law what objective 

standard should have guided the individual's work. There 

would be no real model behavior with which to compare the 

person's behavior in order to find negligence and establish 

liability. 



70 

In the usual Tarasoff situation, regarding a threat 

of perceived dangerousness of an outpatient, presumably 

standard practice for a clinician would include at least the 

following in the assessment phase: an effort to investigate 

the patient's past history of violence, an attempt to 

establish the presence of a clearly formulated plan for the 

violent act, an attempt to establish the patient's ready 

access to a means of carrying out the act, a determination 

of the existence and the proximity of a specific victim, and 

an assessment of the patient's degree of impulsivity and 

capacity for integrated action. Integrating this 

information with his general assessment of the individual's 

psychological status and knowledge of the progress of 

treatment, a warning to the potential victim appears to be 

in order if the therapist continues to believe that the 

patient is immediately dangerous. If the patient 

concurrently has a major mental disorder, then initiation of 

civil commitment proceedings would appear to be indicated, 

if the patient cannot be persuaded to hospitalize himself. 

Depending upon external circumstances of control, the 

therapist may also need to notify police. Nevertheless, 

since Tarasoff represented a new duty that was imposed, 

gradually a body of case law may develop clarifying exactly 

what conduct is expected. 
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Although understandable, therapist fear regarding 

Tarasoff liability seem likely to prove unfounded. The 

Tarasoff Court also held that an error in judgment by the 

therapist, proven by hindsight, would not establish a basis 

for liability (Tarasoff II, 1976, p. 335). In general, 

courts have found violence to be unforseeable when 

therapists have simply failed to predict homicidal or 

suicidal tendencies (Bannon v. U.S., 1968; Bullock v. 

Parkchester General Hospital, 1957; Goff v. County of Los 

Angeles, 1967; Hicks v. U.S., 1973; Zilka v. State, 1967). 

An unforseeab1e accident is not actionable (Semler v. 

Psychiatric Institute of Washington, D.C., Inc., 

Trimyer v. Norfolk Tallow Co., 1951). 

1976; 

Courts have not usually found therapists liable for 

the acts of their patients unless a gross and obvious error 

was made (Garcetti & Suarez, 1968). In the past, one such 

error has been to discharge from a hospital a patient who 

had declared his intent to kill or injure a specific person 

(Merchants National Bank and Trust Company of Fargo v. U.S., 

1967). Another situation considered to be a gross error was 

failure to conduct a reasonable predischarge examination of 

a patient with a history of violent behavior (Fair v. U.S., 

1956). A recent Arizona case ·(Grimm v. Arizona Board of 

Pardons and Paroles, 1977), involving members of the State 

Board of Pardons and Paroles, concerned a very different set 
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of circumstances but a similar issue involving prediction of 

potential dangerousness. There the court ruled that the 

standard of care owed to individual members of the general 

public was that of avoiding grossly negligent or reckless 

release of a highly dangerous prisoner. Given society's 

need for a lesser degree of certainty' in a Tarasoff 

situation, the avoidance of grossly negligent behavior in 

carrying out the duty to protect may represent an 

appropriate standard of care. 

The cases that established a duty to protect third 

par tie s rna y pro v e ill u s t rat i v e • In Tar a s 0 f f I I (l 9 76 ) the 

less than professional inter staff power struggles that were 

",'aged at Cowell Hospital while the outpatient's follow-up 

suffered was obviously grossly negligent behavior on the 

part of the relevant therapists. In McIntoch v. Milano 

(1979), it was asserted that the patient's (Lee Morgenstein) 

dangerousness was a known fact which he demonstrated by 

(1) firing a weapon at Miss McIntosh's car, (2) exhibiting a 

knife to Dr. Milano, (3) forging a prescription from a pad 

he stole from Dr. Milano's office, and (4) verbalizing 

threats toward Miss McIntosh and her boyfriends (p. 506). 

In addition, Lee Morgenstein had been originally sent to Dr. 

Milano for therapy because he was involved in drug abuse, 

particularly Seconal. In the weeks before Miss McIntosh's 

murder, Dr. Milano had begun to prescribe Seconal to Lee 
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Morgenstein as a sleeping medication. Finally, Dr. Milano's 

credibility appeared to have been compromised when he and an 

attorney friend changed portions of a written report 

submitted as evidence in his own trial. The original 

version of this report had been taken as a deposition by the 

prosecutor for Lee Morgenstein' s criminal trial. It would 

not seem difficult to label the aggregate of these behaviors 

as grossly negligent. 

Subsequent courts have refused to extend the duty to 

protect to cases of suicide (Bellah v. Greenson, 1977), or 

those where the patient made diffusely dangerous threats 

(hostility absent a specific threat) (Leedy v. Harnett, 

1981; Mauroudis v. Superior Court for County of San Mateo, 

1980; Thompson v. County of Alameda, 1980). 

Finally, some early commentators on Tarasoff 

expressed the fear that the case would require therapists to 

disclose to potential victims all innocuous threats made by 

a patient in treatment (Olsen, 1977). The Tarasoff duty to 

protect will certainly require some minimal level of 

clinical competence by the therapist. Such assertions 

regarding innocuous threats and concomitant conclusions 

regar ding des tr uc ti on of viable ps ychotherapy a ppear to be 

merely straw man arguments set up to make points concerning 

the value of confidentiality. 
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Traditional Remedies. One crucial aspect of 

assessing the impact of Tarasoff is projecting what 

response, if any, should be made to such a charged 

situation. It would seem that few psychotherapists, con sid-

ering their own personal distress, would be comfortable with 

the Szaszian course of total non-intervention. Stone 

asserts that an optimal response to a Tarasoff situation is 

covered by the conventional model: 

Public safety may nonetheless be served, and the 
moral duty of the therapist fulfilled, in more 
traditional ways: the therapist who believes that 
his patient poses a serious danger to third parties 
should at tempt to ha ve tha t person commi t ted or, if 
that fails, should call the police when he is 
convinced that such action will protect both the 
victim and the patient. (1976, p. 374) 

In the typical Tarasoff case, however, commitment 

may not be available as an option. In an influential 

article, Wexler (1979) points out that the typical, 

voluntary outpatient, violence-prone indi vidual may not be 

psychotic. This turn in the argument emerged from his 

examination of the literature on the nature of patients most 

likely to make Tarasoff-type threa ts. For examp 1 e, John 

McDonald (1967) studied a series of 100 consecutive 

"threat-to-kill" admissions to the Colorado Psychiatric 

Hospital in 1966 and 1967. Seventy-seven percent of these 

patients who had made homicidal threats were found to be 

non-psychotic. Most were diagnosed as character disorders. 

'vexler notes, "[I]f the rate of psychosis is low even among 
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hospitalized 'homicidal threat' patients, it is probably far 

lower among outpatients" (1979, p. 7, note 191). 

Modern commitment statutes may therefore bar the 

involuntary confinement of the great majority of Tarasoff 

patients. The trend in civil commitment currently is to 

require the presence of a major mental disorder in addition 

to dangerousness (Ward, 1974). Major mental disorder 

. translates into the rough equivalence of the active presence 

of psychosis. Stone himself would probably agree. In a 

major monograph proposing model commitment criteria, he 

advocated that such confinement should be available only in 

the case of "severe mental illness," particularly where the 

patient was incompetent to make treatment decisions (1975). 

This consideration would also weigh against the oft 

expressed fear of commentators that Tarasoff will create 

pressure for many unnecessary civil commitments because of a 

therapist's liability to predict dangerousness and fear of 

liability. 

In the APA-Stone model, when civil commitment is not 

available the alternative remedy is to call the police 

(Stone, 1976), hardly an effective response. Wexler notes 

that calling the police is an empty suggestion where the 

patient has not assaulted or personally threatened the 

potential victim but has only disclosed the threat to the 

therapist (1979). 
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If civil 

commitment is often unavailable, and calling the police 

after a Tarasoff threat is ineffective, is the therapist 

only left with the "questionable" remedy of a warning to the 

potential victim? Wexler asserts that these gloomy 

conclusions are arrived at only when one maintains an 

unwarranted reliance upon the individual pathology model of 

violent behavior (1979). He suggests it may be a more 

fruitful action to attempt an interdisciplinary analysis of 

the problems raised by Tarasoff. Wexler proposes that this 

analysis begin by defining violence in terms of troubled 

relationships, instead of troubled individuals. This 

interdisciplinary analysis will be designated as an 

"alternative paradigm" to the traditional one just 

critiqued, and will be elaborated in the following section. 

An Alternative Paradigm 

Certainly, any situation in which an outpatient 

makes a seriously considered threat of murder or assault 

against the life of another presents only difficult and 

tension-filled choices for all of the actors involved. No 

rule of law nor tradition of psychotherapy can serve as a 

panacea for such unhappiness. Yet, some approaches to this 

emergency are certainly more useful than others. 

The approach of the traditional pradigm to a 

Tarasoff situation was criticized in preceeding sections and 
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some deficiencies poin te d ou t. I twas sugges te d tha t some 

of the premises of its arguments were inadequate or false, 

and that the conclusions and recommendations drawn by 

institutional psychiatry may have been premature. 

Nevertheless, it is acknowledged that it is always easier to 

tear down a particular doctrine or established order for 

resolving dilemmas than it is to erect a more efficient 

substitute. In the succeeding pages, the potential of such 

an al terna t i ve para digm, as propose d by Da vi d Wexler, will 

be explored. In elaborating the implications of this model, 

this paper will closely follow the general flow of the 

analysis presented by Professor Wexler in two major 

articles: Patients, Therapists, and Third Parties: The 

Victimological Virtues of Tarasoff (1979) and Victimology 

and Mental Health Law: An Agenda (1980). 

Three topics will be focused on in depth in order to 

present this 

framework of 

beha vior , an 

alternative paradigm. These topics 

the victimological approach to 

in t er ac ti onal therapy viewpoi n t 

ar e the 

violent 

for the 

treament remedy, and a motivational analysis of the Tarasoff 

situation. 

Victimological Perspective in Tarasoff 

One basic theme of this dissertation has been that 

the manner in which issues are formulated heavily influences 

what events will be anticipated and what conclusions will be 
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drawn. Regarding the focus of "Tarasoff variables," the 

manner in which violence is construed is a crucial 

consideration. The tradi tional paradigm posi ts that the 

potential for violence be viewed as primarily determined by 

psychological factors that are "carried around inside" an 

individual, simply awaiting the right internal conditions to 

be released or possibly to be released "impulsively," i.e., 

in a random "fashion. 

useful construction. 

In some circumstances, this may be a 

This study has criticized, however, 

both the specific model (such as its conclusion that civil 

commitment, an often unavailable remedy, is the most viable 

response to Tarasoff) and its use as a basis for social 

determinations that scientific evidence policy 

should dictate 

theoretically 

social 

(arguing 

policy) . 

sound paradigm 

Can a more practically and 

be advanced to challenge the 

assumptions of the traditional model? 

David Wexler (1979) suggests that it may be more 

useful to construe violence in 

intrapersonal dynamics. This 

posit that the potential for 

"interactionistic" variables, 

terms of relationships than 

alternative paradigm would 

violence be viewed through 

i. e • , those primarily 

determined by factors involved with troubled interpersonal 

relationships. 

based upon a 

The 

body 

background perspective for this view is 

of literature entitled "victimology," 

which is the study of offender-victim relationships and 
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interactions (Separovic, 1974). In deriving his thesis from 

this literature on victimo10gica1 variables, Professor 

Wexler (1979) closely examines two revealing factors, the 

nature and identity of the potential victim, and the role of 

that victim in precipitating violence. 

Nature and Identity of the Victim. In the crimes of 

murder and aggravated assault, exactly to whom are these 

offenders dangerous? 

product of street 

Is this type of violence 

crime, consonant with 

random, the 

the mo dern 

suburbanite's prevalent fear of being killed or seriously 

assaulted during a mugging or burglary? 

It would appear that this image of stranger-related, 

seemingly random violence is more often false than true. 

Conventional news coverage to the contrary, it is common 

knowledge in the criminology field that consummated offenses 

of homicide and assault very often involve relatives or 

close friends. For example, a victim-offender survey 

conducted by a federal commission asserted that as many as 

two-thirds to three-fourths of homicides and assaults occur 

between relatives, friends, or acquaintances (Campbell, 

Sahid, & Stang, 1969). 

In building his case for Tarasoff patients, Wexler 

cites a number of studies that suggest that this pattern 

holds for psychiatric patients as well (1979). 

a study in New York of 150 consecutive 

For example, 

psychiatric 
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commitments of patients charged with murder revealed that 

fully 47% had victimized a family member (Lanzkron, 1963). 

A self-referred, primarily male group of violent 

patients may closely resemble the population that is of 

interest in a Tarasoff situation. In an examination group 

within the setting of a psychiatric emergency room, 

investigators determined that wives were the "common 

objects" of those patients with specifically directed urges 

of violence (Lion, Bach-Y-Rita, & Ervin, 1969). Another 

study of emergency room patients revealed that, in cases of 

actual assault, slightly more than half of the victims were 

members of the patient's family (Skodol & Karusu, 1978). 

Further, when this assaultive behavior was preceeded by a 

period of aggressive fantasies, the family member victim 

rate soared to 77%. 

Earlier, McDonald's study of hospitalized patients 

who had made homicidal threats was cited to suggest that 

this group is usually non-psychotic. That study also 

identified family members as the recipients of those threats 

in 80% of the cases (MacDonald, 1967).' Another 8% were 

figures in an intense relationship (such as lover), but 

persons who would fall just beyond the technical definition 

of a family member. 

Wexler concludes that: 

To Stone, Tarasoff 
because the typical 

is particularly intolerable 
potential victim is someone 



close to the patient. In my view, however, 
Tarasoff would be far more troubling if the typical 
target were unrelated to and relatively remote to 
the patient. To me, Tarasoff is rendered terribly 
tolerable--even it will be argued, possibly 
advantageous--by the fact that in perhaps 88% of the 
cases, the prospective victim is someone potentially 
sui tab 1 e for pa r tic i pat ion ina for m 0 f " co u pIe , " 
"conjoint," or "family" therapy. (1979, pp. 10-11) 
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Finally, some Tarasoff pa tien ts may express 

diffusely directed threats of violence, such as the fear of 

running amok. Professor Wexler notes that in such 

instances, a Tarasoff duty does not arise because a specific 

victim is obviously not easly identifiable, a requirement in 

the case for imposing liability. (However, the therapist 

might certainly consider a warning to the family, 

considering the 88% threat rate to initiates found by 

McDonald.) 

Role of the Victim. A second important victimo-

logical variable that Professor Wexler (1979) draws 

attention to is the role of the victim, particularly when 

regarding "Tarasoff-significant" crimes such as homicide and 

assault. Traditionally, the criminal law does not generally 

take into account what role the victim may have played in 

the cr ime • Crime is usually defined in terms of a harmful 

result. It follows that the offender is considered to be an 

individual moral agent who was free to choose between right 

and wrong and who chose the latter. In a formal sense, the 

closest that the criminal law comes to recognizing the role 

/ 
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of the victim is in the crime of involuntary manslaughter. 

(This offense is typically defined as. a situation where a 

defendant kills another person in the heat of passion, in 

response to adequate provocation, and before a reasonable 

cooling off period has elapsed. See Gobert, 1977.) 

The victimological literature, with its interdiscip

linary perspective, focuses not only upon the characteris

tics of the offender but also upon the characteristics of 

the victim and the nature of the offender-victim 

relationship. It has spawned such strange-sounding concepts 

as the "recidivist victim" (Ziegenhage, 1976). One 

consistent research finding in this literature, relevant to 

the Tarasoff situation, is that "the stereotype off the 

innocent and unsuspecting victim has proved to be false" 

(Antilla, 1974). Victimologists have seriously addressed 

the question: To what extent does "victim precipitation" 

playa role during homicide or assault? 

Obviously, reducio ad absurdum, the victim always 

plays some role in these offenses, which could not occur 

without his/her presence. The question becomes: What is a 

meaningful way to define "victim precipitation?" 

Sociologist Marvin Wolfgang originated the term victim 

precipitation in conceptualizing his work in Philadelphia in 

the 1950s (1957). At that time he used a relatively strict 

and narrow definition, categorizing victim precipitation 
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only in cases where the victim was the first to show or use 

a deadly weapon, or to strike the first blow. Wolfgang 

determined that 26% of all Philadelphia homicides fit this 

definition of victim precipitation (p. 4). Utilizing an 

identical definition, the National Commission on the Causes 

and Pre ven ti on of Violence calculated that victim 

precipitation occurred in 22% of all homicides, and could be 

discerned to have played no role in 34%. In the remaining 

44%, no definitive statement could be made (Campbell, Sahid, 

& Stang, 1969). The Commission also determined that, as 

compared to non-victim precipitated homicides, precipitated 

homicides were considerably more likely to have involved 

males, blacks, drinkers, and those with a previous arrest 

record. 

Employing less strict 

other researchers have found 

definitions 

greater 

than 

rates 

\volfgang's, 

of victim 

precipitation in homicide. Silverman cites a study done in 

Poland by Holyst as finding a victim precipitation rate of 

49%, when victim precipitation was defined as "any situation 

in which the provocative action of the victim played an 

important part of the perpetrator's decision to act" (1974). 

Defining victim precipitation as victim actions which 

encouraged the offender into a progression to violence, a 

Scottish study calculated that 67% of the homicides studied 

were victim precipitated (Arison, 1975). 
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Indeed, the use of "wider" definitions to delineate 

provocative victim behavior may be more psychologically 

meaningful to the perspective of violence as an 

interpersonally mediated event than narrow definitions. The 

escalation of a conflict from the realm of verbal behavior 

to that of violent behavior often involves the actions of 

both combatants (Wexler, 1979). Wolfgang (1957, p. 11) 

noted: 

In many cases the victim has most of the major 
characteristics of the offender; in some cases two 
potential offenders come together in a homicide 
situation and it is probably often only chance which 
results in one becoming the victim and the other an 
offender. 

Wexler concludes, "In short, the scientific, 

clinical and empirical evidence from a wide variety of 

sources and disciplines calls for a firm conclusion that 

victims of violence or of violent threats often contribute 

in some meaningful manner to their own victimization" (1979, 

p. 15). 

Interactionist v. Dyadic 
Treatment of Violence 

Throughout the literature of the Tarasoff case, both 

legal and psychological, commentators frequently discuss the 

"psychotherapist-patient" relationship in their analyses 

(Daley, 1975; Solvenko, 1969; Stone, 1976). Rarely defined, 

the concept is implicitly held to mean an individual 

patient, the therapist, and their interaction. The 
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alternative paradigm being elaborated here challenges the 

usefulness of the individual psychotherapy model for 

"treating" violent behavior. Such a traditional model would 

necessarily imply that the site of the pathology lies within 

the ind i vi dual. Treatment efforts are then usually couched 

in intrapsychic terms, with the goal of changing the 

'individual who is dangerous. 

From the perspective of this dissertation, the 

traditional paradigm, favoring a dyadic therapy model, 

focuses too much emphasis upon the "identified patient." 

Too little attention is given to the context in which the 

potential for dangerous behavior may become actualized. The 

component of the con text that is of the most interest in a 

Tarasoff situation is usually a couple, family, or other 

type of intense interpersonal relationship. In Families and 

Family Therapy, Salvador Minuchin writes (1974): 

Pathology may be inside the patient, in his social 
context, or in the feedback between them. The 
artificial boundary becomes blurred. [A]n 
individual's psychic life is not entirely an 
internal process. The indi vidual influences his 
context and is influenced by it in constantly 
recurring sequences of interaction. The individual 
who lives within a family is a member of a social 
system to which he must adapt. His actions are 
governed by the characteristics of the system, and 
these characteristics include the effects of his own 
pa st ac ti ons. The ind i vi dual respond s to st re sses 
in other parts of the system, to which he adapts; 
and he may contribute significantly to stressing 
other members of the system. The individual can be 
approached as a subsystem, or part, of the system, 
but the whole must be taken into account. 
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APA-Stone 

rejection of Tarasoff is probably grounded on an adherence 

to an unwarranted individual pathology model of violent 

behavior. Following his thesis which was outlined in the 

previous sections, it follows from the victimological 

perspective that a relationship-oriented approach may be 

more therapeutically sound than the individual psychotherapy 

model. If the potential for dangerous behavior lies within 

the context (the relationship), as victimology studies 

appear to demonstrate, the therapeutic implication is that 

treatment of the "patient" (the troubled interpersonal 

relationship) should involve some· contact with the potential 

victim as well as the potential offender. The breakdown of 

a close interpersonal relationship beween a dangerous 

individual and his potential victim is presumably an area of 

expertise of psychology and psychiatry. 

It was ironic that the American 

Association, in its 

Tarasoff I holding, 

amicus brief 

stated that, "In 

arguing 

the vast 

Psychiatric 

against the 

majori ty of 

violent crimes, the victim plays an active role in provoking 

the violence, normally during the course of a complex, 

mutually frustrating relationship with the perpetrator" 

(cited in Wexler, 1979, p. 4). Further, it held that, "Very 

often, the threatened person will be one deeply involved in 

a psychologically unhealthy relationship with the patient 
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(p. 4). Dr. Alan Stone reached a similar conclusion in his 

influential article. He declared that a likely "Tarasoff" 

pa ti en twas typica 11 y not a har dened cr iminal but ra ther a 

person whose violence was "the product of passion or 

paranoia." "The object of that passion or paranoia is most 

often a person of intense significance to the patient" 

(1976, p. 371). 

Although acknowledging that the victims of violence 

or violent threats often contri bute in a meaningful manner 

to their own victimization, proponents of the traditional 

paradigm nevertheless posit that the crucial task of the 

therapist is to enter into a therapeutic alliance with the 

patient in which his feelings are 

time that the impulses to act 

(Stone, 1976). 

acknowledged at the same 

them out are discouraged 

Victimological research implies that the "pathology" 

of violent behavior may be largely determined by conflicted 

interpersonal relationships. Tension and spiralling 

disturbed interactions may result from and be aggravated by 

failures of communication between "Tarasoff" partners. 

Damaged self-concept and distortion in perception of others 

can grow, becoming more rigid and fixed. Erroneous 

perceptions of the significant other become real for the 

individuals involved, and mutual fear, dependency, and 

counter-dependency may heighten the poor communication. 
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Most psychotherapies can help the participants regain a 

sense of proportion about their conflicts and establish more 

direct and honest communication. In a potential Tarasoff 

si tuat ion, an inter ac ti ve or sy stem 1e vel thera py rna y be 

crucial to establish because of the emergency circumstances 

of a direct, identifiable threat. The salient component in 

a therapy that directly addresses the conflicted 

relationship is that the therapeutic intervention occurs in 

a context that is more nearly characteristic of the 

participants' everyday life than the somewhat artificial 

setting of individual therapy consultation. 

Stone postulates that, "if all goes well, the 

patient whose feelings are accepted ,.,rill come to trust the 

therapist and will be able to explore and understand his 

violent impulses and consider meaningful alternatives to 

them" (1976, p. 369). Alternatively, considering the 

therapeutic implications of victimo1ogica1 theory, it is 

suggested that it is more important that the potentially 

dangerous individual comes to trust the person with whom he 

has a conflicted relationship, rather than the therapist. 

Warnings. One of the nagging questions regarding 

the Tarasoff decision is the value of a warning to the 

potential victim. Stone (1976) charges that the court made 

no attempt to consider its protective value, especially 

compared with the protection that confinement would afford. 
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When confinement is unavailable, Stone asserts that a call 

to the police is a more viable alternative than a victim 

warning, because police have squad cars, radios, and other 

means to protect potential victims. Again, the nature of 

these prescriptions and the conclusions drawn by proponents 

of the traditional paradigm are heavily dependent upon the 

individual pathology model of violence. 

If the victimological perspective does indeed 

provide a more meaningful analysis of violent behavior, then 

the model would suggest that the potential victim does have 

a good measure of control over whether a violence-prone 

context will become actualized (increased tension and 

spiralling arguments and disturbed interactions leading to 

an impulsive resolution through violence). Further, a 

warning from the psychotherapist may accomplish more than 

enabling the potential victim to take steps toward self-help 

measures. The credence given by an outside "expert" to the 

dangerousness of the situation may be therapeutic in itself. 

The warning may lead the participants into focusing their 

attention upon their preliminary behaviors and the 

underlying conflicts that eventually get expressed in 

violent behavior. Most importantly, the giving of a warning 

may provide a good context for suggesting the initiation of 

a system-level therapy such as couple or family treatment. 

The duty to protect may even require such an attempt. If 
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the therapist gives a warning to a potential victim, he may 

be responsible (liable?) professionally and morally to give 

profesional guidance regarding alternatives. Following 

through the therapeutic implications of victimological 

theory, a logical conclusion would be that therapeutic 

advice, beginning with the warning, should lead to a more 

direct addressing of the violent context in interactional 

therapy. 

Confidentiality Revisited. Abandoning the dyadic 

therapy model has other implications for controversial 

issues regarding Tarasoff. Many confidentiality questions 

become moot if the interpersonal relationship is considered 

to be the "patient." 

pathological and in 

For example, if the spousal system is 

need of treatment, con~identiality is 

not broken if the therapist warns the wife of her husband's 

threat to kill her. Of course, this resolution of the 

confidentiality issue does not hold if the therapy contract 

has not been made explicit; i.e., in legal terminology, 

there is a lack of informed consent. Yet, informed consent 

of this nature is normally very relevant to a Tarasoff 

situation, where a patient usually agrees to enter into a 

contract for outpatient therapy. It is explicit in the 

contract that the patient will be guided by the therapist's 

judgment as to what constitutes effective therapy, whether 

it be family, couple, or individual. The patient can choose 
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not to initiate such a therapy relationship, or to leave it 

at a later time, in the same manner that patients normally 

accept or reject the therapist's judgment regarding whether 

psychodynamic psychotherapy, classical psychoanalysis, 

beha vior thera,py, Gestal t psychotherapy or some other form 

is therapeutically indicated. Informed consent of this 

nature is a far different notion from the concept of a 

Miranda-type "warning" that Stone believes will have such a 

chilling effect (1976, p. 369, note 52). Establishing a 

therapeutic contract is a normal component of most 

outpatient therapy that is conducted. 

It is not surprising that the individual pathology 

model of violence and dyadic methods for its treatment 

predominate present psychotherapy approaches. Most 

therapists subscribe to a psychodynamic intrapsychic model 

(Wise, 1978), and their training is predominantly in 

individual therapy modalities (Carmody & Zohn, 1980). 

Tardiff, in a study of psychiatrists working wi th violent 

patients, noted that, 

[T]he finding that group, family, and couple 
therapies are not the preferred forms of therapy was 
unexpected in light of evidence of the breakdown in 
close relationships between the perpetrator of 
violence and his victim and in view of the need for 
economy in the use of personnel. This may reflect a 
preference for individual psychotherapy by these 
psychiatrists regardless of the type of psychiatric 
problem presented. (1974, p. 1009). 
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Wexler notes tha t, ironically, most of the 

authorities on violent behavior who Stone cites in his 

article propounding the traditional position themselves take 

the position that some form of interactionist intervention 

is usually indicated (1979). For instance, a number of 

these authori ties tie their research into that of Shepherd 

(1961), a British reseacher whom Stone prominently cites. 

Discussing the therapeutic implications of working with 

morbidly jealous murderers, Shepherd states that: 

the interplay of both partners therefore 
entered into and modified the symptoms and the 
manifestations of behavior to such a degree that the 
significance of the phenomena in an individual case 
could not be assessed without an understanding of 
the relationship between them. (pp. 698-699). 

In particular some understanding must be acquired of 
the character and likely reactions of the patient's 
marital partner who may also be in need of help and 
suppor t. Wi thout this knowle dg e the ph y si cian will 
be handicapped in the practical advice which he can 
provide about domiciliary management. 
(p. 699) 

Motivational Analysis of a 
Tarasoff Threat 

The essential element of a Tarasoff situation is a 

threat of serious bodily harm or homicide to an identifiable 

individual that is expressed by an outpatient and believed 

by a therapist. Placing oneself in the posi tion of the 

therapist, it may be useful to ask why such a voluntary 

outpatient, who was seeking help, would refuse to give 

consent for a warning to be made to the potential victim. 
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On the surface, it seems reasonable to conclude that the 

outpatient's motivation for refusing consent is due to 

either (1) the patient's intention to carry out the threat 

(in which case he would not want the victim alerted, but the 

Tarasoff duty to protect would clearly apply), or (2) the 

patient did not really intend to carry out the act (in which 

case the Tarasoff duty would not apply). This construal, 

however, would utilize a rather unilateral conceptualization 

of threat behavior. It may prove more useful to explore 

threat behavior in terms of the interpersonal violence model 

elaborated above and its implications for an interactionist 

therapy model. 

Rather than stressing only the offender's intention 

and focusing solely upon the psychopathology of the believed 

imminently dangerous person, the analytic focus of an 

interactional perspective on violence would be placed upon 

the reciprocal relationships of the participants involved. 

The therapist-patient relationship would be on such focus if 

a threat is reiterated to a therapist. This model would 

posit that threat behavior is purposive in an interpersonal 

sense, i.e., that it represents a communication with signifi

cant others. It is likely to be an effort to simultaneously 

communicate with both the potential victim and the 

therapist. Each of these parties will now be dealt with in 

turn. 
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Wha t does 

a threat mean in regard to communicating with the potential 

victim? A threat is a message to the potential victim that 

detrimental consequences will result unless changes occur in 

the relationship. When a serious breakdown of interpersonal 

communication occurs, a threat can be seen as an extreme 

action to reestablish a satisfactory reciprocal interaction. 

Consi der , for exam pIe, the ps ycholog ical meani ng and 

interpersonal implications of a situation where one partner 

in a marriage threatnes to sue for divorce (as contrasted to 

enacting that behavior). In a Tarasoff situation, consider 

the interpersonal implications of a wife threatening to kill 

her husband if he again tries to beat her that evening. 

(\vol fgan g (1957) found tha t when a rna n was kille d by a 

woman, fully 60% of the homicides were considered to be 

victim precipitated by his strict definition.) 

Conflict is universal in any relationship that could 

be truly called intimate. A serious breakdown in 

communication, however, can lead to unmanaged conflict. The 

negotiating process that is the essence of an intimate 

interpersonal relationship becomes impaired. Communication 

becomes extreme, although the participants may be unaware of 

the distortion. A threat in this context is a meaningful 

psychological response that is at least bilteral in its 

implications. It is in dealing with the interpersonal 
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implications of a threat that a therapist can playa crucial 

role. 

At the most basic level, for a threat to be 

effective it must be understood by both its sender and the 

recei ver. By assessing that the extreme communication may 

lead to a potentially violent interaction, the therapist may 

make the potential victim aware that the relationship has 

got ten out of con tro 1. The therapist may then recommend 

initiation of couple or family therapy sessions to explore 

the meaning of the threat to each party and to bring 

communications back to a less extreme level. Dealing with 

just such distubed interpersonal relationships is an area of 

expertise for psychotherapists. 

Communicating with the Therapist. 

be asked what the patient's motivation 

dangerous to the clinician. What is 

Similarly, it may 

is for appearing 

he attempting to 

communicate and what interpersonal demands are being made? 

Clinical impressions would suggest that control is the most 

important dimension. People often seek outpatient therapy 

because they feel that their lives are out of control in 

some respect. Like suicidal ideation, homicidal ideation 

may often represent a plea for help from the therapist. The 

message may be, "My impulses must be controlled," or "My 

tension must be relieved." Stone decries the fact that the 

court did not "consider whether the kind of breach it 
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the patient" (1976, p. 364) . 

remedies for imposing control 

calling of the po lice) rna y 
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legitimate expectations of 

Yet Stone's traditional 

(civil 

often 

commi tment and 

be unavailable 

the 

or 

ineffective. What becomes then of the patient's legitimate 

expectations? If the therapist stands idly by after the 

patient has promised to kill someone, it is likely that the 

trust in the re la ti onshi p will be br oken, no t beca use of 

compromised confidentiality, but because the patient may 

come to believe that the therapist is incompetent. The 

victimological-interactionist perspective would suggest that 

some measure of control can be achieved, and the issues of 

an impaired relationship directly addressed, in couple, 

family, or other system level therapy. 

This concludes the introductory analysis of the 

issues raised by the Tarasoff case. The facts and holdings 

of the Tarasoff decisions were presented, as well as a 

discussion 

decisions. 

of 

An 

the legal 

in-depth 

variables underpinning the 

critique of the "traditional 

paradigm" was made, and a possibly more useful alternative 

paradigm, 

advanced. 

emphasizing victimological vari~bles, \\las 

The following sections of this dissertation present 

a two-pronged research effort directed at deriving empirical 

data to evaluate the alternative paradigm. This begins with 
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a description of the methods employed in the research, 

followed by a pre sen ta tion of the resul ts elici ted by the 

survey of psychotherapists and the structured interview with 

outpatients. The paper then concludes with an evaluation 

and discussion of thse findings in relation to the competing 

models. 



CHAPTER 3 

METHOD 

Survey 

The first prong of the dissertation consisted of an 

investigation of a number of victomological and Tarasoff 

variables utilizing a mail survey of Ph.D. and M.D. 

psychotherapists' in the State of Arizona. The survey was 

sent to all 174 known psychiatrists in the state and to 326 

(43%) of the known psychologists, for a total of 500 

surveys. The source for the psychiatrists was the 1981 

d i rec tor y of the Ari zona Ps y chia tric Association. The 

source for the psychologists was a 1981 directory of those 

individuals who were currently certified by the State of 

Arizona Board of Psychologist Examiners to practice in the 

state as psychologists. Psychologists were chosen at random 

from this list. 

The seven page survey instrument can be seen in 

Appendix A, along with the letters of endorsement of the 

project by a psychologist and a psychiatrist. Also in 

Appendix A is a two page letter that was enclosed explaining 

the content, purpose, and mechanics of the survey. The 

letter included assurances that responses would remain 

confidential and anonymous, that they would not be used for 

98 
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any other pu rpose, and that the in d i vi du al re spon se s wou Id 

be destroyed following com'pletion of the study. The packet 

sent to the psychotherapists included a stamped return 

envelope. A follow-up mailing was sent to nonrespondents 

approximately six weeks following the initial survey 

mailing. 

Finally, approximately eleven weeks following the 

initial mailing, an attempt was made to contact 35 of the 

nonrespondents by telephone. The number of follow-ups was 

limited by financial considerations. These individuals were 

chosen at random from the list of psychotherapists who had 

not yet responded to the survey. An attempt was made to 

ha ve these individuals respond to the survey questions 

while on the telephone or to secure a promise to now send in 

the survey. 

Structured Interview 

The second prong of the dissertation sought to 

examine the expectations of psychiatric outpatients 

regarding Tarasoff variables and issues of confidentiality. 

The structured interview with these outpatients was broken 

down into three sections. The first section addressed the 

patient's perception of confidentiality within the therapy 

re la tion shi p. The second sec tion measu red the pa t ie nt's 

response to a situation where confidentiality was 

limited to certain realistic conditions. The final section 
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of the interview requested the outpatient to place 

him/herself in a Tarasoff-type si tuation. Questions were 

then asked of the patient elici ting expectations of and 

reactions to a number of possible therapist responses. 

The structured' interview was conducted with 61 

outpatients at a community mental health center in Arizona. 

Subjects were drawn from the center's two outpatient 

ser vices. Th,e ou t pa t ien t s wer e sel ec te d at rand om from 

therapist's schedules. 

It was requested that therapists ask the 'selected 

outpatients to participate in the project by giving them a 

letter explaining the content, purpose, and mechanics of 

the structured interview. The letter discussed the 

confidentiality of the study, the condition that the 

patient's answers would not later be used for another 

purpose, and the fact that individual answers would 

destroyed following completion of the study. 

outpatients were assured that their participation in 

project was voluntary, 

concer ni ng the in ter view 

that any questions that they 

could be asked at any time, 

be 

The 

the 

had 

and 

that they could withdraw from the interview at any time 

without incurring any ill will or in any manner affecting 

their therapy relationship. It 

subject would arrive a half hour 

was then arranged that the 

early, prior to the next 
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regularly scheduled appointment, in order to participate in 

the interview. 

Demographic information was gathered both during 

the interview (as a technique for establishing rapport) and 

from the outpatient's chart. The interview questions and a 

copy of the explanatory letter may be seen in Appendix B. 



CHAPTER 3 

RESULTS 

Survey of Therapists 

The overall response rate for the "Confidentiality 

and Potentially Dangerous Outpatients Survey" was 60.8%. Of 

the 311 responses recei ved from the ini tial and follow-up 

mailings, 278 surveys were in usable form. 

responses are accounted for as follows: 

The 33 unusable 

1. 

2. 

6 surveys were completed, 

them unusable for analysis 

but in a manner rendering 

20 surveys were returned uncompleted, with the 

following notations: 

(6) had never treated outpatients, 

the study, only inpatients 

the foc us of 

(6) had never practiced as clinicians or had not 

practiced for quite some time, or had retired, 

and thus stated that they were unqualified to 

respond 

(5) stated the survey was not relevant to their 

practice, as they were primarily involved as 

researchers or in consultation 

(3) stated that they had .£!!l..r. treated children in 

their careers, and felt that the survey was 
102 
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3. 4 

therefore inappropriate to their practice 

surveys were returned uncompleted wi th the 

following miscellaneous responses: 

"Too important a question to deal with in 

questionnaire form" (2); "Moving to California" (1); 

"Thanks, but no thanks" (1) 

4. 3 empty envelopes were returned. 

There was a small, additional attrition in the 

or iginal sample si z e as ( 1) nine sur vey s were deemed 

"undeliverable" after being returned and the investigator 

was una bl e to loca te a current address after extensive 

effort and (2) one potential respondent died shortly after 

the surveys were mailed. 

With a response rate of 60.8%, a conclusion might 

have been drawn that the survey results were fairly 

representative of the population. An additional effort was 

made, however, to assess response bias (due to, for 

instance, lack of experience with dangerous pa tients, or 

lack of interest) that might have been introduced by the 

decision to return the survey. Therefore, a "post-survey" 

group of "Nonrespondents" was contacted by telephone and 

requested to complete the survey by phone or, alternatively, 

to return a new survey. Of 35 psychotherapists chosen at 

random, 29 "Nonrespondents" completed a questionnaire. Of 

the remaining 6, 4 failed to return several calls, 1 flatly 
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refused, and 1 promised to return the survey but never did 

so. It will be shown (in Tables 1-9 and 13-14) that this 

group of 

responded 

Nonrespondents 

to the first 

significantly different 

closely resembles 

two mailings. 

from the larger 

those 

Although 

group, 

who 

not 

the 

Nonrespondents will be described separately and will not be 

combined with the results from the 278 responders. 

The construction of the survey allowed for three 

types of respondents to reply: (1) those therapists who had 

never treated potentially dangerous outpatients (THER) 

these respondents merely answered questions regarding the 

nature of their practice and issues of confidentiality, (2) 

those therapists who had treated potentially dangerous 

outpatients but ~ that were specifically dangerous to 

an identifiable individual (DANPT) these respondents 

reported on those patients and answered questions regarding 

the nature of their practice and issues of confidentiality, 

and (3) those therapists who had treated directly dangerous 

outpatients (DIRDAN) these respondents completed the 

entire questionnaire. These three categories will be 

maintained throughout the reporting of results because of 

theoretical interest in these distinctions. 

'. 
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Table 1 describes (1 ) the demographic and 

professional characteristics of the entire sample, (2) the 

subcategorization of respondents, and (3) the "Nonrespon-

dent" group. It is clear from an "eyeball" inspection that, 

in general, these groups appear to be similar regarding 

professional characteristics. 

The final response rate for psychiatrists was 58.5%, 

and for psychologists, 62.1%, a differential that is 

significant (X2 (1, N = 278) = .41, p < .53). There 

not 

was 

no indication that Nonrespondents represented a distinct 

2 group (X (1, N = 307) = .002, p < .96) from the 

survey sample. 

The variable of "years in practice" displays a 

similar relationship. The average psychotherapy career for 

respondents was 13.6 years, with a median of 11.1 years. 

Subcategorizations yielded similar figures. The difference, 

on the "years in practice" variable, between those who 

had not treated dangerous outpatients (THER) and those who 

had treated patients who were (DANPT + DIRDAN) does not 

prove significant (t(276) = .70, p > .20). This finding is 

at odds with that of Tardiff (1974), whose results 

suggested that it was the younger, less experienced 

psychiatrists who tended to treat dangerous clients. 

Again, findings suggest that those who had not intended to 
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Table 1. Professional Characteristics of Sa"mple. 

SURVEY THERa DANPT b DIRDAN c NONRES d 

CHARACTERISTIC 
N=278 N=97 N=70 N=111 N=29 

DEGREE 
M.D. 33.7% 33.0% 31. 6% 35.4% 37.9% e 66.2% 67.0% 68.4% 64.6% 62.1% PH.D. 

YEARS IN PRACTICE 13.6 14.4 14.5 12.8 13.3 

SEX 
FEMALE 15.1% 19.6% 5.7% 17.3% 17.2% 
MALE 84.9% 80.4% 94.3% 82.7% 82.8% 

PRIMARY ORIENTATION 
ECLECTIC 51.0% 43.3% 63.2% 46.3% 55.2% 
PSYCHODYNAMIC 17.5% 8.2% 10.9% 24.8% 20.7% 
BEHAVIORIST 9.2% 14.4% 6.2% 9.5% 10.3% 
OTHER 7.0% 11.3% 5.7% 6.5% 3.4% 
PSYCHOANALYTIC 4.6% 11.3% 4.7% 2.4% 0% 
FAMILY 3.9% 3.1% 3.1% 4.8% 0% 
HUMANISTIC 1. 9% 0% 1. 6% 2.7% 6.9% 
REMAINING CAT. 4.9% 8.4% 4.6% 3.0% 3.4% 

a who treated potentially dangerous outpatients Respondents never 

b Responents who treated non-specifically dangerous outpatients 

c Respondents who treated directly dangerous outpatients 

d Nonrespondents 

e The several certified psychologists with Ed.D. degrees are 
included in this category 
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return the survey were nearly identical in experience with 

those who did return it. 

Of the therapists responding, 15.1% were female and 

84.9% were male. Nonrespondents were 17.2% female and 

82.8% male, suggesting a re pre sen ta t i ve sampl e along 

this dimension 2 (X (1, ! = 307) = .003, p < .94). The sex of 

the therapist apparently did not play a role in whether 

dangerous patients were seen as clients (X 2 (1, N = 278) = 

.96, p < .33). 

Finally, the psychotherapists were asked to indicate 

their primary therapy orientation (see Table 1). By f ar 

the most prevalent orientation was an "Eclectic" one (51%), 

followed by "Psychodynamic" (17.5%), and "Behaviorist" 

(9.2%). A significant difference was not obtained between 

the total group and the Nonrespondents N = 307) = 

1.84, p < .61) on this variable. 

Two of the interrelationships between these 

variables can be noted. In analyzing the numbers of 

ps ychi atri st s an d ps ychol ogi s ts along the lines of their 

primary orientiatons, an expected trend emerges. In 

comparing the three largest groups by degree, the "Eclectic" 

orientation was endorsed in about the same proportion, while 

Ph.D.s were significantly more "Behavioristic" (19.2% versus 

0.6%) in orientation, and M.D.s more "Psychodynamic" (35.1% 

versus 14.6%) (X2(2, N = 217) = 51.03, p < .0001). The 
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strength of this relationship was fairly strong (Cramer's 

v = .33). 

Secondly, it is interesting to note that in a 

culture where, until recently, sexual differences have had 

large deterministic effects upon career choices, psycho-

therapists in the survey did not split along sexual 

lines regarding primary therapy orientation (X
2

(2, N 217) 

1.13, p < .58), when the three largest groups were 

examined. 

Therapist Practice and 
Dangerous Outpatients 

The next section of the survey addressed the number 

of outpatients and dangerous outpatients that respondents 

had treated in the past year. This data is presented in 

Table 2. It can be noted that the survey respondents and 

nonrespondents treated similar numbers of total outpatients 

and similar numbers of dangerous outpatients. These 

sirpilarities in clinical practice hold as well when 

comparing the various subcategorizations. The notable 

exception is the THER subgroup of respondents, who appear 

to have treated less patients and, by definition, have of 

course treated no dangerous outpatients. This apparent 

difference between the THER subgroup and those that treated 

dangerous outpatients (DANPT + DIRDAN) is significant 
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Table 2. Outpatients and Dangerous Outpatients Treated, Past 
Year. 

SURVEY DANPT b DIRDAN c NONRES d 

NUMBER OF OUT-
PATIENTS TREATED, 136.9 71.1 155.5 146.4 139.2 
PAST YEAR 

NUMBER OF DANGER-
OUS OUTPATIENTS, 6.7 0 8.4 7.8 8.3 
PAST YEAR 
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(t(485) 4.07, p < .001). Very large variances were 

obtained for these samples, however. 

These large variances raise a ~uestion regarding the 

nature of the respondents' answers to Question 1 ("How many 

different, individual patients would you estimate that you 

have treated on an outpatient basis within the past year?"). 

It is apparent, post hoc, that some of those who returned 

the survey interpreted the word "treated" to include those 

outpatients seen for evaluation (e.g., court ordered 

custody evaluations), as well as those outpatients seen in a 

psychotherapy relationship. From the structure of the 

survey it is not possible to estimate what percentage 

involved outpatient evaluations and 

outpatient psychotherapy relationships. 

what percentage 

The remainder of 

the survey, however, is not contingent on this response, and 

therefore is not confounded. Further, it is also believed 

that many of the issues addressed in the survey apply 

equally to evaluation situations as well. 

Nevertheless, taking the figure of 136.9 outpatients 

seen in the past year per therapist, the sample pool for the 

survey consisted of in excess of 38,000 outpatients 

(reduced, of course, by the unknown number of overlapping 

patients). Given the average of 6.7 potentially dangerous 

outpatients seen in the past year, the sample pool for this 
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group is in excess of 1,850. This number represents almost 

5% of the total population served. 

More detailed analysis of the findings, in terms of 

the professional characteristics of the responders, yields 

the following results. Neither the sex of the therapist 

(X 2 (1, N = 278) = .96, p < .33) nor the degree (M.D. versus 

Ph.D.) (X 2 (1, N = 278) = .002, p < .96) had a relationship 

to whether dangerous patients were seen'. Wi th the fairly 

large numbers of the survey, however, it was possible to 

detect a relationship (X 2 (2, N 217) = 8.96, p < .02) 

between therapist orientation and treatment of dangerous 

patients where the three largest orientations were examined. 

Therapists who identified themselves as Behaviorist tended 

to treat fewer dangerous patients and those identified as 

Psychodynamic t~nded to treat more dangerous patients than, 

the overall sample. Therapists who identified themselves as 

having an Eclectic therapy orientation were no different 

than the survey sample with regard to treatment of dangerous 

outpatients in the past year. Overall, 81.2% of 

Psychodynamic, 71.4% of Eclectic, and 50.0% of Behaviorist 

therapists had treated such clients as outpatients. This 

result should certainly be interpreted with caution, how 

ever, as the strength of the association was not notably 

large (Cramer's V = .16). 
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Dangerous Outpatient Variables 

Having presented some of the general demographic 

data regarding the survey, we are now in a posi tion to 

describe the heart of the results: an account of dangerous 

outpatient variables. It rna y be use f u 1 at t his poi n t to 

again present the 'of or king hypothesis of "dangerousness" 

that , ... as employed f or the ·survey: 

A clinical j~dgment determining that the patient 
re presen ts a th rea t in the near future to commi t 
serious bodily harm to another. The essential 
element is the clin~cian's reasonable judgment that 
the client is indeed dangerous. The basis for this 
assessment may be either a threat expressed by the 
patient that the therapist believes may be enacted, 
or it may be the totality of the clinical 
circumstances which the therapist bases his 
judgment upon. 

It is important to reiterate that the results below 

are descriptive of individual patients whom the respondents 

treated (their three most recent dangerous outpatients). 

These figures do not represent the therapist's estimate of 

the proportion of these variables in his patient population. 

At this point, it may also prove useful to restate 

that in the following sections the results cited deal 

directly with "dangerous outpatient variables." The 

"therapist variables" that were just described above are 

no longer the principal focus. Rather than numbers of 

therapists, these findings are reported in terms of numbers 

of outpatients. One consequence of this fact is that this 

portion of the survey is not concerned with those 
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therapists who had never treated potentially dangerous 

outpatients (identified above as the THER subcategori-

zation). This group will be further examined when the 

survey questions pertaining to confidentiality (Questions 25 

to 31) are addressed. 

This specific focus yields a subpopulation numbering 

487 patients of which 193 are outpatients who were 

identified as diffusely dangerous and 294 who were assessed 

by the therapists to be dangerous to an identifiable 

potential victim. Table 3 presents the point during therapy 

when a credible threat was made by the outpatient, or 

when the therapist first assessed the person to represent 

an immed ia te thre at of seri ous bodily harm to another. On 

almost half of all occasions, this dangerousness was 

assessed to be the case during the very first session. In 

eight out of ten cases, this clinical assessment of 

potential violence occurred within the first five sessions 

or less. Outpatients seen by the Nonrespondents also did 

not differ appreciably in this regard from outpatients seen 

2 by those who did return the survey (X (4,! = 549) = 2.09, p 

< .72). 

Table 4 outlines the results obtained for the 

variable, "Age of dangerous outpatients." Roughly half of 

this select group of patients was between 26 and 50 years 

of age. In constructing the survey, it would probably have 
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Table 3. Time Dangerousness was First Discerned. 

SURVEY DANPT b DIRDAN c NONRES d 

N=487 N=193 N=294 N=62 

FIRST SESSION 47.6% 47.2% 48.0% 43.5% 

2-5 SESSIONS 32.6% 33.2% 32.3% 32.3% 

6 - 10 SESSIONS 9.0% 14.0% 5.8% 14.5% 

11 - 20 SESSIONS 6.2% 4.1% 7.5% 6.5% 

OVER 20 SESSIONS 4.5% 1. 6% 6.5% 3.2% 

a Respondents who never treated potentially dangerous outpatients 

b Respondents who"treated" non-specifically dangerous outpatients 

c Respondents who treated directly dangerous outpatients 

d Nonrespondents 



115 

Table 4. Age of Potentially Dangerous Outpatients. 

SURVEY DANPTa DIRDAN b NONRES c 

N=487 N=193 N=294 N=62 

LESS THAN 15 YEARS 5.5% 7.8% 4.1% 4.8% 

16 - 25 YEARS 39.8% 47.2% 35.7% 35.5% 

26 - 50 YEARS 52.2% 44.0% 56.8% 54.8% 

OVER 50 YEARS 2.5% 1. 0% 3.4% 4.8% 

Table 5. Sex of Potentially Dangerous Outpatients. 

SURVEY DANPTa DIRDAN b NONRES c 

N=487 N=193 N=294 N=62 

FEMALE 13.1% 14.0% 12.6% 14.5% 

MALE 86.9% 86.0% 87.4% 85.5% 

a Respondents who treated non-specifically dangerous outpatients 

b Respondents who treated directly dangerous outpatients 

c Nonrespondents 
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been more useful to have utilized response categories that 

were more finely grained. It is also noted that, again, 

there is no significant difference between the specifically 

and diffusely dangerous, nor between those patients 

treated by those who returned the survey and the 

Nonrespondents. 

The sex of those three most recent outpatients 

determined to represent an immediate threat of serious 

bodily harm to another is reported in Table 5. Not 

surprisingly, male outpatients outnumber female by 

almost 7 to 1. There was no significant gender 

relationship to type of dangerousness (specific or diffuse) 

= .09, p < .76) nor to status as a 

respondent or Nonrespondent patient (X 2 (1, N = 549) = .02, p 

< .92). 

Table 6 presents the reasons the outpatients are 

entering psychotherapy. 
) 

It is noted here that, although 

these individuals are assessed to be potentially dangerous 

persons, they are primarily coming to a clinician's 

attention of their own volition (at least nominally; 

certainly family members and other environmental influences 

may induce a person to seek psychotherapy "voluntarily"). 

Voluntary dangerous outpatients are in the majority over 

those ordered into treatment by the courts or probation by a 

3 to 1 margin. 
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Table 6. Status of Potentially Dangerous Outpatients. 

SURVEY DANPTa DIRDAN b NONRES c 

N=487 N=193 N=294 

VOLUNTARY 
OUTPATIENTS 70.7% 59.1% 78.2% 75.8% 

COURT, PROBATION 
OUTPATIENTS 22.2% 32.6% 15.3% 16.1% 

OTHER STATUS 
OUTPATIENTS 7.2% 8.3% 6.5% 8.1% 

a Respondents who treated non-specifically dangerous outpatients 

b Respondents who treated directly dangerous outpatients 

c Nonrespondents 
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Table 6 notes that there is an apparent patient 

status difference between those who were assessed to be 

directly dangerous to others (DIRDAN) and those cases in 

which the potential violence was said to be diffusely 

directed (DANPT). These differences do turn out to be 

statistically significant, (X 2 (2, N = 487) = 22.36, p < 

.001) • This difference is accounted for by the greater 

number of directly dangerous outpatients who sought out 

treatment voluntarily versus the large number of those 

diffusely' dangerous who were ordered into treatment by the 

court or as a condition of probation. 

In describing their most recent dangerous 

outpatients (Table 7) , therapists diagnose approximately 

one-fourth as Paranoid Schizophrenic and one-fourth as 

Antisocial Personality. It is of special interest (because. 

of the ro Ie tha t thi s fac tor pIa y s when commi ta bi Ii t Y is 

addressed) to note that only 38.4% of the sample is 

described as having a major mental illness (Paranoid or 

Other Schizophrenia, Major Depressive Episode, or Manic-

Depressi ve Psychosis). Therapists also reported directly 
, 

their opinions as to the commitability of these outpatients. 

Fully 42.5% of this group is believed to be potentially 

commitable (DANPT - 39.9%, DIRDAN - 43.5%, NONRES - 38.7%). 

Turning to the form of psychotherapy that these 

dangerous outpatients received, Table 8 documents the 
~ 
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Table 7. Primary Diagnosis of Potentially Dangerous 
Out p,a tie n t s . 

SURVEY DANPT a DIRDAN
b 

NONRES c 

Paranoid 
Schizophrenia 25.9% 28.5% 24.1% 25.8% 

Antisocial 
Personality 24.8% 24.9% 31. 5% 19.4% 

Neurosis 15.4% 16.6% 14.6% 16.1% 

Other Person-
ality Disorder 10.9% 11. 9% 10.2% 14.5% 

Other Schizo-
phrenic Disorder 7.2% 5.2% 7.8% 14.5% 

Remainder 15.8% 
d 12.9%e 17.7% f 9.7%g 

a Respondents who treated non-specifically dangerous outpatients 

b Respondents who treated directly dangereous outpatients 

c Nonrespondents 

dBorderline, 6.0%; Manic-Depressive Disorder, 5.3%; Alcohol or 
Drug Disorder, 3.5%; Sexual Disorder, 1.0%. 

eAlcohol and ,Drug Disorder, 3.6%; Manic-Depressive Disorder, 
3.6%; Borderline, 3.1%; Sexual Disorder, 2.6%. 

fBorderline, 7.8%; Manic-Depressive Disorder, 6.5%; Alcohol or 
Drug Disorder, 3.4%. 

gManic-Depressive Disorder, 4.8%; Alcohol or Drug Disorder, 
3.2%; Sexual Disorder, 1.6%. 
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Table 8. Primary Form of Treatment. 

SURVEY DANPTa DIRDAN b NONRES c 

INDIVIDUAL 75.8% 79.3% 73.5% 79.0% 

MARITAL 8.8% 6.2% 10.5% 9.7% 

FAMILY 7.2% 5.2% 8.5% 3.2% 

GROUP 3.5% 3.1% 3.7% 0% 

COUPLE 2.5% 1. 6% 3.1% 4.8% 

OTHER 2.3% 4.7% 0.7% 3.2% 
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overwhelming preference for individual psychotherapy. 

Almost 76% were being treated through this modality, 

better than 9 to lover any technique that could be 

described as having more of a "systems" orientation. 

The anecdotal clinical belief that homicidal 

patients often prove to be suicidal as well was examined. In 

this survey, respondents reported that they assessed 42.1% 

of the 487 potentially dangerous outpatients to be also 

suicidal (Table 9). It was also of theoretical interest to 

explore whether directly dangerous outpatients differed in 

regard to assessed suicide potential from generally 

dangerous individuals. While there was noted a tendency 

for those directly dangerous to be associated with such 

suicidal potential, this relationship did not quite achieve 

statistical significance in this sample (X 2 (1, N = 487) =. 

3.314, p < .07). 

Almost 60% of the 487 outpatients were assessed to 

be diffusely-directed, potentially violent (such as a 

verbalized concern of "running amok" or a feared loss of 

control). This figure is composed of the 193 individuals 

categorized as "diffusely dangerous" and 95 of the 294 

(32.3%) persons primarily categorized as "direct.ly 

dangerous." In other words, in a number of cases, 

therapists assessed particular patients to be both a 

danger to a specific individual and, potentially, a 



Table 9. Direction Of Aggressive Behavior in Potentially 
Violent Outpatients. 

Patient 
Also 
Suicidal 

Violence 
Diffusely 
Directed 

Identifiable 
Potential 
Victim 

SURVEY 

42.1% 

59.1% 

d 60.4% 

36.8% 

100.0% 

0% 

DIRDAN b 

45.6% 

32.3% 

100.0% 

NONRES c 

35.5% 

58.1% 

d 62.9% 

122 

a Respondents who treated non-specifically dangerous 
outpatients 

b Respondents who treated directly dangerous outpatients 

c Nonrespondents 

d Th · . ft· f th f· f ~s perce.ntage ~s not a per ec ~nverse 0 e ~gure or 
"Violence Diffusely Directed" because a few therapists 
assessed particular patier.ts to be both a danger to a specific 
individual and, potentially, a threat to exhibit "random" 
violence. 
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threat to exhibit "random" violence. This intersection 

or overlap occurred in almost 20% of the cases assessed to 

be immediately dangerous to others. 

Finally, examining the total survey response, 60.4% 

of the dangerous patient sample was believed to be 

potentially dangerous to a specific, identifiable victim 

(almost 3% of the therapists' outpatient practices). It 

is this not insignificant portion of dangerous patients 

that is of the most primary interest to this survey. This 

subpopulation will receive more detailed scrutiny in the 

following section. 

Tarasoff Situation Variables 

The directly dangerous outpatient sample in the 

survey numbered 294 cases. This section will describe 

relationship variables and potential victim awareness 

concerning those cases, as reported by the respondents. 

Relationship Variables. In Table 10, it can be 

noted that where the therapist could discern who the 

potential victim was, the person was usually (by a 2.5 to 1 

margin) closely related to the outpatient. 

"closely related" cases, this potential 

spouse of the outpatient. In terms of the 

In over half the 

victim was the 

total sample of 

directly dangerous patients, 39% were dangerous to their 

spouse and another 17% of such potential victims were the 

parents of the dangerous outpatient. 
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Table 10. Relationship Variables. 

IDENTIFIABLE POTENTIAL 
VICTIM IS RELATED 

TO OUTPATIENT 

N=212 a 

SPOUSE 54.2% 

PARENT 23.6% 

CHILD 9.4% 

'SIBLING 4.7% 

COUSIN 0.1% 

OTHER b 7.5% 

aThree cases were mislabelled 
to the outpatient. 

IDENTIFIABLE POTENTIAL 
VICTIM IS WELL-KNOWN 

TO OUTPATIENT 

N=85a 

LOVER 52.9% 

THERAPIST 16.5% 

CO-WORKER 15.3% 

NEIGHBOR 5.9% 

FRIEND 4.7% 

CLASSMATE 4.7% 

as both related and well-known 

bStep relationships, in-laws, and those merely identified as 
"Other." 

Table 11. Therapist Assessment of Potential Victim Awareness. 

Hostility of Outpatient 
Toward Potential Victim 

Status of Outpatient As 
A Therapy Client 

78.3% 

73.1% 
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Table 10 also reports on the nature of the 

relationship where the identified potential victim was 

well-known to the outpatient but not related. In the se 

smaller number of cases, over half were identified as 

"lovers" of the outpatient. Other large groups included the 

therapist and co-workers of the outpatient. 

Table 11 displays the high level of awareness that 

the potential victims had regarding the outpatient, as 

obtained in this sample. Almost four-fifths of the 

identifiable potential victims were aware of the 

outpatient's hostility toward them. In addition, almost 

three-quarters of these potential victims also had an 

awareness of the dangerous outpatient's status as a therapy 

client. 

Therapist Responses to a Tarasoff Situation. 

therapists respond when they believe that they are 

How do 

faced 

with an outpatient who is an immediate threat to a specific 

individual? Gi ven a wide range of choices to describe 

their actions, the respondents stated that in over half 

such instances their primary response was to attempt to 

deal with the situation within the therapy sessions (Table 

12). Another large group (18.1%) made various attempts at 

hospitalization. A third group issued some type of warning 

to the party threatened (7.8%), and a fourth scheduled 

extra sessions (7.5%) as a primary response. 



126 

Therapists were also asked to describe their secondary 

response to these 294 specifically violent individuals. The 

above noted responses also figured prominently as a 

secondary response. Additionally, prescribing, increasing, 

or altering medication (10.5%), attempting to initiate 

marital, family, or couple therapy with the potential victim 

and the outpatient (8.8%), and consulting with another 

therapist (8.8%) were also cited. 

Overall, it can be noted from Table 12 that the most 

prevalent response by far was attempting to deal with the 

situation within the individual therapy sessions themselves 

(57.1%). Overall, over one-third of the therapists 

attempted to initiate some form of hospitalization, while 

22.8% issued some form of warning. About one-fourth of the 

therapists responded by scheduling extra sessions. 

Further, several of the therapist responses to 

potentially dangerous outpatients (at the moment an 

immediate threat was assessed) are notable for their low 

percentages. Only 5.8% (about 1 in 17) of the therapists 

telephoned 

even when 

threat to 

individual. 

the police as a primary or secondary response, 

they believed their patient to be an immediate 

commit serious bodily harm to a specific 

In only 39 cases out of the total 294 (13.3%) 

was a "medication response" chosen as the primary or 

secondary avenue of response. This is particularly 
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Table 12. Therapist Response to Potentially Dangerous 
Outpatient. 

Attempted to deal with the 
situation within session 

Scheduled extra sessions 

Encouraged or initiated 
voluntary hospitalization 

Initiated involuntary hos
pitalization--successfully 

Initiated invol. hospital
ization--unsuccessfully 

Telephoned police 

Prescribed, increased, or 
altered medication 

Attempted or initiated mar
ital, family, couple therapy 
with pot. victim and outpt. 

Referred patient 

Consulted another therapist 

Consulted with a lawyer 

Warned third party--with
out patient's knowledge 

Warned third party--with 
patient's knowledge but not 
consent 

Warned third party--with 
patient's knowledge and 
consent 

Other 

PRIMARY 
RESPONSE 

51.0% 

7.5% 

13.3% 

3.4% 

1. 4% 

2.4% 

2.7% 

3.7% 

1. 4% 

2.4% 

0.7% 

4.1% 

1. 7% 

2.0% 

2.4% 

.SECONDARY 
RESPONSE OVERALL 

6.1% 

18.1% 

9.5% 

5.4% 

2.4% 

3.4% 

10.5% 

8.8% 

3.7% 

8.8% 

0.7% 

3.7% 

7.9% 

3.4% 

7.5% 

57.1% 

25.6% 

22.8% 

8.8% 

3.8% 

5.8% 

13.2% 

12.5% 

5.1% 

11.2% 

1. 4% 

7.8% 

9.6% 

5.4% 

9.9% 
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surprising in light of the above-noted figures that 113 of 

these outpatients were believed to have a major mental 

disorder and 128 were believed to be commitable under 

Arizona statutes. In terms of overall response, 

psychologists did not differ in this medication response 

from psychiatrists. As a primary response, medication was 

chosen in eight cases by psychiatrists and in none by 

psycho+ogists, but as a secondary response it was chosen by 

12 psychiatrists and 19 psychologists. (Presumably, 

psychologists reporting this response refer to their 

referral of the patient to an M.D. for a medication 

response. Frequently, psychologists and psychiatrists work 

together as part of a team in giving care to clients of 

clinics, hospitals and other settings.) 

An attempt to initiate some form of "systems" level 

treatment (such as marital or family therapy with the 

potential victim and the outpatient) was chosen as a primary 

or secondary response in only 12.5% (1 in 8) of the cases. 

Therapist Confidentiality Beliefs 
and Expectations 

This final portion of the survey results concerns 

the therapists' perceptions regarding confidentiality in the 

psychotherapy relationship in general. These findings do 

not directly concern the previous sections on dangerous 

outpatients, and results here are reported for all 278 
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surveys that were returned in usable form. It should be 

noted at this point that the study again deals with 

therapist estimates, not reports on specific individual 

outpatients, as was the case in the sections above. 

The therapists sampled in this survey tended to 

assess their patients as believing that the content of the 

therapy relationship was absolutely confidential. As seen 

in Table 13, respondents estimated this perceived belief in 

absolute confidentiality at 72.0%. In contrast to this 

assessment, therapists estimated that they discussed with 

their patients this issue (limits to the confidentiality of 

their therapy discussions) in only about one-half of their 

cases. In other words, these therapists, in at least 

one-quarter of their cases, did not discuss with their 

patients the possible limits to c~nfidentiality in the 

psychotherapy relationship even though they thought that the 

patient believed confidentiality to be absolute. 

In contrast to their report on the patient's beliefs 

as noted in Table 13, the therapists themselves do not 

believe that absolute confidentiality is a necessary 

condition for successful psychotherapy. In fact, less than 

1 in 50 state that they believe this to be the case 

(Table 14). Fully 76.5% of the respondents report their 

belief that for psychotherapy to be successful, confiden

tiality need only be maintained outside of the circumstances 
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Table 13. Therapist Estimation and Discussion of 
Confidentiality. 

SURVEY THERa DANPT b DIRDAN c NONRES d 

Perceived belief 
of absolute con-
fidentiality 72.0% 62.5% 73.8% 74.0% 73.1% 
(Mean Estimated 
Percentage) 

Discussed limits 
of confidentiality 49.1% 53.8% 47.0% 49.0% 42.1% 
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Table 14. Therapist Belief Regarding the Necessary Condition 
for Successful Psychotherapy. 

SURVEY DANPT b DIRDAN c NONRES d 

Absolute 
Confidentiality 1. 8% 1. 0% 2.9% 1. 8% 0% 

Confidential, 
Except Emergency 14.7% 19.6% 14.3% 10.8% 3.4% 

Confidential, Ex-
cept Permission 6. 1 % 4.1% 4.3% 9.0% 3.4% 

Confidential, Ex-
cept Emergency or 76.5% 75.3% 78.6% 77.5% 93.1% 
Permission 

Confidentiality 
Not Necessary 0.4% 0% 0% 0.9% 0% 

a who treated potentially dangerous Respondents never outpa-
tients 

b Respondents who treated non-specifically dangerous outpa-
tients 

c Respondents who treated directly dangerous outpatients 

d Nonrespondents 



of an emergency (defined 

bodily harm to others or 

permission to disclose. 
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as an imminent danger of serious 

se If) or where the pa ti en t gi ves 

Another 20.8% of the respondents 

cite these exceptions individually (Except in Emergency 

14.7%, Except by Permission - 6.1%). 

In the final section of the survey, the respondents 

were asked to place themselves in a "hypothetical" situation 

of limited confidentiality within the psychotherapy 

relationship. Three limitations to absolute confidentiality 

(an emergency, a court order, a patient permission) were the 

conditions given, and therapists were asked to estimate 

patient response to these limitations. Due to an 

unfortunate investigator error, estimations concerning 

patient 

feelings 

inhibition regarding 

were lost. This 

sharing 

will 

difficult-to-express 

impair slightly the 

comparison of parallel questions put to general outpatients 

themselves (as reported in the data on the Structured 

Interview). 

From Figure 1, it can be noted that therapists 

expected about a 12% attrition rate if they were to 

initially inform their patients of these limits to the 

confidentiality of therapy discussions. It is important to 

note, however, that the subsequent questions reveal that 

therapists expect such confidentiality limitations to also 

affect the content of therapy discussions. The respondents 
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• 

Figure 1. Therapist estimates of the effects of the 
knowledge of limited confidentiality on therapy. 
-- Mean estimated percentage. (1) Patient would 
still enter therapy; (2) Patient would be more 
reluctant to express suicidal urges; and 
(3) Patient would be more reluctant to express 
homicidal urges. 
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estimated (Figure 1) that, of the patients who remained in 

therapy under these conditions, an additional 18.8% would be 

more reluctant to express suicidal urges and ideation, and 

that 29.2% would be more reluctant to express homicidal and 

assaultive urges. Even conservatively assuming complete 

overlap of the suicidal and homicidal categories, therapists 

are stating that they expect some detrimental effect 

(attrition or inhibition) to the therapy relationship in at 

least 37.8% of the cases where they obtain prior informed 

consent to the limited confidentiality. It is particularly 

relevant to a Tarasoff-type situation, of course, that 

almost one-third of the therapist respondents expected some 

avoidance regarding future expressions of aggressive 

thought. 

Outpatient Structured Interview 

Description of Sample 

The second research prong of this dissertation 

effort consisted of a structured interview with 61 randomly 

chosen general psychiatric outpatients at a community mental 

health center in Arizona. Responses were elicited to 

questions regarding the potential violence and 

confidentiality issues elaborated upon in the Introduction. 

This phase of the study was designed to provide a second 

body of data that approached the same issues from a 
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different direction: the perspective of the patient as 

opposed to that of the therapist. 

Demographic Variables. The interview results will 

the be compared wi th two other groups. These are 

"Nonrespondent" group (individuals who were selected for the 

interview, but for one reason or another no interview took 

pIce, numbering 16 cases) and the "General Clinic" group 

(all clients served for fiscal year 1979-1980 at the 

center's two outpatient services, numbering 732 cases). The 

Nonrespondent population formed 21. 3% of those outpatients 

who were asked to be interviewed. Only one outpatient 

actually declined verbally to be interviewed (citing a lack 

of interest). Fifteen other outpatients did not arrive for 

their scheduled times. Although other interpretations are 

certainly possible and may be 

subjects will be considered to be 

of their behavioral noncompliance, 

even probable, these 15 

Nonrespondents by virtue 

i. e., they did not show 

up for the interview. No subjects quit the interview while 

it was in progress. 

Tables 15 and 16 present some of the demographic 

data collected on the three groups of interest. It can be 

readily observed that the interviewees appear to be similar 

to the Nonrespondents along these seven dimensions. In 

fact, none of the simple statistical tests employed 

demonstrated significance. These relationships help to rule 
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Table 15. Population Characteristics. 

STRUCTURED GENERAL 
INTERVIEW NONRES a CLINIC 

N=61 N=16 N=732 

AGE (YEARS) 34.7 30.6 34.7 

MALE 44.9% 37.5% 33.5% 
SEX 

FEMALE 55.1% 62.5% 66.5% 

SINGLE 39.3% 43.8% 28.7% 

DIVORCED 36.1% 31.3% 22.9% 
MARITAL 

MARRIED 18.0% 18.8% 35.9% 
STATUS 

WIDOWED 4.9% 6.3% 3.0% 

SEPARATED 1. 6% 0% 9.6% 

UNEMPLOYED 44.3% 50.0% 33.6% 

FULL-TIME 32.8% 31.3% 33.1% 
EMPLOYMENT 

HOUSEWIFE 9.8% 6.3% 13.7% 
STATUS 

PART-TIME 8.2% 12.5% 8.5% 

STUDENT 3.3% 0% 7.5% 

RETIRED 1. 6% 0% 3.7% 

a Nonrespondents 
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Table 16. Population Characteristics. 

STRUCTURED GENERAL 
INTERVIEW NONRES a CLINIC 

N=61 N=16 N=732 

\mITE 93.4% 93.8% 92.6% 

ETHNICITY BLACK 3.3% 6.3% 1. 6% 

MEX.-AMER. 3.3% 0% 4.8% 

ANNUAL FAMILY INCOME $7,392 $7,625 $6,349 

EDUCATION (YEARS) 13.2 12.8 12.6 

a Nonrespondents 
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out the hypothesis that the interviewees represent a biased 

sample by their'willingness to cooperate with the study. 

In general, the sample data also appear to resemble 

that of the General Clinic group from which the sample was 

drawn. The single exception for this comparison was the 

dimension of Mari tal Sta tus. A qu ick examina ti on sugges ts 

that there were far fewer married outpatients in the sample, 

and concomitantly, more single and divorced individuals (X 2 

(4, N = 793) = 16.14, p < .001). The source of this 

variation, if not chance, is not known. As noted in the 

Methods sec tion, the se ou tpa t ien ts were d ra wn comple te ly at 

random from therapists' schedules. Further, this finding is 

perplexing in that other variables that might be postulated 

to interact with Marital Status, such as Employment Status 

(X 2 (5, N 793) 4.63, p > .40), Annual Family Income 

(t(79l) 1.97, p > .05), or Education (t(79l) = .57, p > 

.20) do not reach significance in comparison. 

In any case, the structured interview outpatients 

tended, on the average, to be early middle-aged (34.7 years) 

and were slightly more female than male (55.i% versus 

44.9%). A little more than one-third were single or 

divorced, and about half that number were married. Widowed 

and separated individuals contributed a much smaller number 

of members to the sample (Table 15). Unemployed individuals 

(44.3%) formed the largest group along the Employment Status 
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dimension, a not particularly surprising fi.nding gi ven the 

po pu la ti on of in terest. Exac t ly 42% of the samp Ie was 

employed (32.8% full-time and 8.2% part-time) and housewives 

represented 9.8% of the sample. The contribution of 

students and retired persons was negligible. 

Table 16 presents further demographic variables 

describing the outpatient sample. The overwhelming majority 

of those interviewed were whites, along with a very small 

number of blacks and Mexican-Americans (2 each). On the 

average, they had a little over one year of college 

education and Annual Family Income for these individuals was 

$7,392. (This figure is undoubtedly low. Outpatients at 

the two clinics are asked to self-report their income during 

the intake appointment, and a sliding scale fee for services 

is based upon that estimate.) 

"Psychiatric" Variables. Information was also 

gathered defining the groups a.long "psychiatric" dimensions 

of interest. Table 17 presents data on the Diagnosis, 

Chronicity status, and Type of Medication of this outpatient 

population. 

Chronici ty was defined in terms of the presence in 

the outpatient's chart of the "Checklist for Chronic Mental 

Illness Determination." Thi s determi na ti on is ba se d up on 

both diagnosis and the degree of impairment of the 

outpatient's social role functioning. A copy of the 
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Table 17. Psychiatric Variables. 

STRUCTURED 
INTERVIEW NONRES a 

ACUTE 73.8% 81. 3% 
CHRONICITY 

CHRONIC 26.2% 18.8% 

DYSTHYMIC DIS. 23.0% 18.8% 

CHRONIC SCHIZO. 14.8% 0% 

PARANOID SCHIZO. 11.5% 12.5% 

PERSONALITY DIS. 9.8% 12.5% 

MANIC-DEP. ILL. 9.8% 6.3% 
DIAGNOSIS 

ALCOHOL, DRUG DIS. 9.8% 6.3% 

MAJOR DEP. DIS. 8.2% 12.5% 

ADJUSTMENT DIS. 6.6% 18.8% 

MARITAL MALADJ. 4.9% 12.5% 

OTHER 1. 6% 0% 

ANTIPSYCHOTIC 37.7% 37.5% 

NONE 32.8% 31.3% 

ANTIDEPRESSANT 9.8% 12.5% 

MEDICATION LITHIUM 9.8% 12.5% 

ANTIANXIETY 6.6% 6.3% 

ANTABUSE 1. 6% 0% 

SLEEP 1. 6% 0% 

a Nonrespondents 
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Checklist can be found in Appendix C. It can be noted from 

Table 17 that approximately one-fourth of the sample was 

considered to be chronically mentally ill. Data on this 

variable for the general clinic population were not 

a vai la bl e for FY 1979-1980 because pa tien t s were in the 

process of being reclassified during that period. The 

reassessment was, however, complete by the time of the 

interview. 

Diagnosis also represents an important consideration 

for interpreting the interviews. There was a fairly wide 

range of diagnoses represented in the sample (Table 17), 

with the category of Dysthymic Disorder providing the 

largest number of individuals (23.0%). Using a crude rule 

of thumb, the less severe disorders (Dysthymic Disorder, 

Adjustment Disorders, Marital Maladjustment) might be 

combined together for a total of 34.5% of the sample. The 

more severe disorders (Chronic Schizophreriia, Paranoid 

Schizophrenia, Manic-Depressive Illness, and Major 

Depressive Episode) might be similarly treated to yield an 

aggregate percentage of 44.3 in this population. The 

remainder of the group (21.2%) might be considered to have 

more characterological types of difficulties (Personality 

Disorder and Alcohol or Substance Abuse Disorder). 

Breakdown of the Nonrespondent group by Diagnosis 

was not included due to the large number of values that the 
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variable may take (the largest value represented only three 

cases). 

Finally, the type of psychoactive medication that 

the outpatient had been prescribed was also considered. The 

medication was encoded according to the "most essential" 

use, where more than one type of medication was being 

prescribed. For example, if both Stelazine and Dalmane were 

being taken by the outpatient, the case was encoded by the 

antipsychotic medication, Stelazine, rather than the sleep 

medication, Dalmane. The presumption was that sleep 

disturbance is a secondary symptom of the stress of a 

psychosis. 

In the interviewee sample 37.7% of the outpatients 

were currently taking an antipsychotic medication. This 

figure might be compared with 44.3% aggregate for those 

diagnosed as having a severe mental disorder, and with the 

finding that 26.2% of the sample was designa ted as being 

Chronically Mentally Ill. Almost one-third of the 

interviewees was not taking any medication at all, and there 

were a few outpatients being prescribed an antidepressant 

(9.8%), Lithium (9.8%), or an antianxiety drug (6.6%). 

Outpatient Beliefs Regarding 
Confidentiality 

As noted in the Methods section, the structured 

interview began with a discussion regarding the nature of 
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confidentiality and included the definition that "absolute 

confidentiality means that the therapist never tells anyone 

what you have discussed in therapy." Understanding of this 

concept needed to be affirmative before the interview 

proceeded. Using this definition, only 36.1% of the 

outpaients interviewed expressed the belief that the 

therapeutic relationship was absolutely confidential 

(Table 18). This result is qUite different from the 

estimated 72% belief in absolute confidentiality that 

psychotherapists expected to find in outpatients (Table 13). 

When asked, however, to consider the effect of a 

psychiatric emergency upon the nature of confidentiality, 

fully 96.7% of the outpatients stated that confidentiality 

could be broken under such circumstances. These circumstan

ces wer e define d in the qu es ti on as: an immin en t danger of 

serious bodily harm to the outpatient or to others (i.e., a 

serious threat of suicidal or homicidal actions). The issue 

of confidentiality is a concern of low priority to these 

outpatients under these defined circumstances. 

To whom would these outpatients allow the confiden

tiality to be broken? Almost all of the subjects (59 of 61) 

agreed that "other therapists" could share in the content of 

the therapy sessions under emergency conditions. Almost 

three-quarters agreed that family members should be informed 

in such instances (Table 18). Rather surprisingly, 



Table 18. Outpatient Beliefs Regarding Confidentiality. 

BELIEF IN ABSOLUTE CONFIDENTIALITY 

ACCEPTABLE TO BREAK CONFIDENT
IALITY IN AN EMERGENCY 

OTHER THERAPISTS 

ACCEPTABLE FAMILY MEMBERS 

RECIPIENT COURT JUDGE 

OF POLICE 

INFORMATION OTHERS 

36.1% 

96.7% 

96.7% 

72.1% 

63.9% 

60.7% 

44.3% 

144 
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approximately 3 out of 5 of these individuals stated that a 

court judge or the police could hear what was discussed in 

trea tmen t when such an imminent danger aros e. Finally, 

fully 44.3% rna de the effort to cite other specific 

individuals who could or should be informed. Of this group, 

26% cited close friends as acceptable to break confiden-

tiality to, and 19% named their minister or priest. 

Potential victims, supervisors at work, hot lines, and 

lawyers were some of the other individuals mentioned. 

Outpatients were also questioned regarding the 

conditions under which they would authorize disclosure, 

outside of the circumstances of an imminent psychiatric 

emergency (Figure 2). Almost one-fifth of the outpatients 

related that they would permit disclosure of therapy 

discussions when they merely told their therapist of an 

argument with a family member (18%) or of a dislike for a 

family member (19.7%). For these individuals, it would 

appear that confidentiality is of little concern. 

Elevating the seriousness of the circumstances to 

the condition where the outpatients discussed with their 

therapist having recently driven a car very recklessly and 

dangerously, almost 3 of 4 stated their agreement that the 

therapist could break confidentiali ty. Wi th the condi tion 

of an expression of seriously feeling like hurting or 

killing oneself, better than 9 out of 10 subjects believed 
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91.8 96.7 

Conditions under which outpatients agree it is 
acceptable to break confidentiali t"y. - - (1) Tell 
therapist of argument with family member; 
(2) Tell therapist of dislike for family member; 
(3) Tell therapist of driving car recklessly and 
dangerously; (4) Tell therapist of suicidal 
feelings; and (5) Tell therapist of homicidal 
feelings. 
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it was acceptable for the therapist to disclose the content 

of the sessions. Finally, with a serious risk of assault or 

murder (expression to the therapist that the outpatient felt 

like hurting or killing another person), almost all of the 

outpatients (59 of 61) stated that it was acceptable to 

break confidentiality. 

Outpatients were also questioned regarding their 

beliefs on the necessary confidentiality conditions for 

successful psychotherapy. Figure 3 documents these 

responses to a question identical to that used in the 

therapist survey. It can be noted that very few of the 

"consumers" of psychotherapy services believe that the 

success of the treatment is based upon a guarantee of 

absolute confidentiality. On the other hand, only a small 

number (5 or 61) would agree that confidentiality is not 

necessary at all. The largest group, almost 3 of every 5 

outpatients interviewed, expressed a need "for confiden-

tiality except when they gave their permission or during the 

occurrence of an emergency (Figure 3). These results differ 

from those obtained from the psychotherapists (X2(4, N = 

339) 24.06, p < .001). Therapists tended to credit the 

ca te gor y of "confi den tial exce pt emer genc y or permi ssion" 

significantly more than the outpatients. While this was the 

most prevalent category among outpatients as well, they 

tended to have more extreme criteria, endorsing a 
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Figure 3. Necessary condition for successful psychotherapy. 
-- (1) Absolute confidentiality; (2) Confiden
tial, except emergency; (3) Confidential, except 
permission; (4) Confidential, except emergency 
or permission; and (5) Confidentiality not 
necessary. 
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significantly more strict condition (confidential, except by 

permission) and a significantly less strict condition 

(confidentiality not necessary). 

Finally, the outpatient interviewees were questioned 

regarding their own treatment and the issue of confiden

tiality. Thirty-five of the 61 subjects (57.4%) 

acknowledged that the issue of confidentiality had been 

discussed in some form with their therapist. Of this group, 

86% related that the limitations of confidentiality, the 

conditions under which information would be disclosed, and 

the procedures regarding release forms were either partially 

or wholly discussed. The release of information to family 

members was another topic frequently cited, as well as trust 

considerations regarding the entire therapy process. 

It should be noted, nevertheless, that more than 40% 

of the outpatients sampled at this clinic had never had the 

issue of confidentiality brought up to them. Of this group, 

100% expressed their belief that their therapist would 

respond to questions of confidentiality if asked. 

The figure of 57.4% for discussion of the limits of 

confidentiality compares fairly closely with the 49.1% that 

the therapists acknowledged (Table 13). 



Outpatient Response to Limited 
Confidentiality 
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This second section of the interview measured the 

outpatient's response to a situation where confidentiality 

was limited to certain realistic conditions, except: (1) in 

an emergency (imminent danger of serious bodily harm to 

others or self), (2) when a court gives an order to disclose 

what was said, and (3) when the patient gives permission to 

his/her therapist. At better than 6 to 1, the outpatients 

interviewed stated that they would still enter therapy with 

the foreknowledge of these exceptions to the principle of 

absolute confidentiality. It wou ld appear, however, tha t 

such limitations did have an impact upon the nature of the 

relationship. Almost half of the outpatients expressed some 

degree of expected inhibition under the three conditions 

investigated (Figure 4). 

While the estimated attrition rates by therapists 

and outpatients were fairly close (12.2% versus 16.4%), it 

would appear that as a group, therapists severely 

underestimated the impact that such confidentiality 

limitations would have upon inhibition in the therapy 

process. The data on expression of difficult feelings was 

lost through a design flaw, but wide disparities can be 

noted between the patients' expectations and the therapists' 

mean estimated percentages regarding future reluctance to 

express suicidal urges (49.2% versus 18.8%) and future 
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Figure 4. Effect of knowledge of limited confidentiality 
on therapy. -- (1) Patient would still enter 
therapy; (2) Patient would be more reluctant to 
express difficult feelings; (3) Patient would be 
more reluctant to express suicidal urges; and 
(4) Patient would be more reluctant to express 
homicidal urges. 
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reluctance to express homicidal urges (49.2% versus 29.2%). 

Outpatient Response to Tarasoff Situation 

In the final portion of the structured interview, 

the randomly selected outpatients were asked to role play a 

Tarasoff-like situation; i.e., circumstances in which they 

were experiencing feelings of wanting to seriously hurt or 

kill another person, specifically a member of their family. 

In the role play situation, the therapist was to assess the 

outpatient's homicidal feelings as sincere; in other words, 

the situation was a genuine "psychiatric emergency." 

One factor that may lend credence to the intent that 

outpatients realistically placed themselves in a 

Tarasoff-t.ype situation was that many had experienced 

homici dal idea tion. Nineteen of the outpatients (31.1%) 

stated spontaneously during the interview that, in the past· 

or currently, they had thoughts of seriously harming or 

killing a family member or othei intimate. (The limits of 

confidentiality for the interview itself had been discussed 

with all outpatients prior to its initiation. Information 

re gar din g cu rren t homic i dal idea tion was of cou rse shared 

with the patient's therapist, who saw the outpatient 

immediately following the stuctured interview. 

During the interview, outpatients were asked to 

evaluate eight therapist responses to .conditions of "danger 

to others" (Figure 5). The outpatients' opinions regarding 
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Figure 5. Outpatient preferences for therapist response to 
Rsychiatric emergency; homicidal feelings toward 
family member. -- (1) Listen to feelings; 
(2) Voluntary hospitalization; (3) Schedule extra 
sessions; (4) Change medications; (5) Family 
therapy; (6) Commitment; (7) Warn family member; 
and (8) Telephone police. 
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were then examined in 

to a "danger to others" 

depth through. eight 
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situation 

additional 

questions regarding each response. A scale score was 

developed regarding the favorability of the response to the 

subject, and these are presented in Figure 6. Several of 

the therapist responses that are of particular theoretical 

interest were examined in detail (rather than as a summary 

score) in Table 19. 

As seen in Figure 5, the most acceptable therapist 

response to a Tarasoff-type situation as agreed to by 

virtually every person interviewed was for the therapist to 

first listen and discuss the feelings with the outpatient. 

Encouragement of voluntary hospitalization proved to be the 

second most acceptable response. Attempting to get the 

patient and the relevant family members together for therapy 

(family therapy response), as well as the therapist response 

of committing the patient, were acceptable responses to more 

than three-quarters of those interviewed. Commitment here 

refers to initiating psychiatric hospitalization proceedings 

if the outpatient refused to go voluntarily. The least 

acceptable therapist response proved to be that of 

telephoning the police. 

Eight questions were asked of the outpatients 

regarding each therapist response. Answers were accorded 

one point toward a summary scale score (SUMSCALE) when they 



Figure 6. SUMSCALE scores for therapist responses to a 
Tarasoff-type psychiatric emergency. --
(1) Voluntary hospitalization; (2) Listen to 
feelings and discuss; (3) Schedule extra 
sessions; (4) Prescribe, alter medication; 
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(5) Family therapy; (6) Commit involuntarily; 
(7) Warn family member; and (8) Telephone police. 
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Table 19. Outpatient Reaction to Specific Therapist 
Responses. 

WARNED VOLUNTARY 
SUMSCALE FAMILY FAMILY PHONE HOSPITAL-
QUESTIONS MEMBER THERAPY POLICE IZATION 

LEAVE TREATMENT 14.8% 11.5% 44.3% 4.9% 

BEST INTERESTS 77.0% 90.2% 62.3% 93.4% 

STILL TRUST 67.2% 86.9% 50.8% 96.7% 

COMPETENT THERAPIST 80.3% 91. 8% 62.3% 96.7% 

INHIBITED 39.3% 36.1% 55.7% 6.6% 

FEEL SAFE 68.8% 70.5% 47.5% 95.1% 

INCOMP. THERAPIST 8.2% 6.6% 14.5% 0% 

THERAPIST CARED 90.2% 95.1% 73.8% 98.4% 
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indicated the favorability of that therapist response. The 

eight questions were as follows (with favorable response 

noted): 

that 

1. 

2. 

Would you leave therapy as soon as possible? 

Would you feel that your therapist acted 

(No) 

in your 

best interests? (Yes) 

3. Would you feel that you could still trust your 

therapist? (Yes) 

4. Would you feel that your therapist was a good, 

competent therapist for taking this action? (Yes) 

5. If you remained in therapy, would you become more 

inhibited in what you said to your therapist in 

future discussions? (No) 

6. Would you feel safe because your therapist took this 

action? (Yes) 

7. Would you feel that your therapist was a poor, 

incompetent therapist for taking this action? (No) 

8. Would you feel that the therapist cared about you 

and your problems by taking this action? (Yes) 

By 

they 

this composi te measure 

thought that a therapist 

the outpatients related 

should first encourage 

voluntary hospitalization when encountered with a 

Tarasoff-type dangerousness situation (Figure 6) . 

Scheduling extra sessions and listening to those feelings 

were seen in a similarly favorable light. A second tier of 
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favorabi1ity was provided by the medication and family 

therapy actions of therapists. A third tier appeared to be 

formed by the involuntary commi tment response and that of 

warning the family member. Again, by this composite measure 

as well, the response of telephoning police trailed greatly. 

There was, however, still a good deal of support even for 

this least favorable action. 

There was a lack of any relationship between the 

demographic variables and the SUMSCALE measure. Overall, 

the "favorabi1ity" of the therapist responses did not vary 

in any consistent manner with age, sex, severity of 

diagnosis, education, or annual family income. 

Table 19 displays the detailed results for specific 

therapist actions during a situation of po~entia1 danger to 

others. The outpatient's reactions to a family member being 

warned by the therapist provided a specific interest to this 

dissertation. Placing themselves in this type of emergency, 

only approximately 1 in 8 stated that he would leave 

psychotherapy if the family member were warned of his 

violent intentions. Over three-quarters acknowledged that 

such a reaction by their therapist would be in their "best 

interests," and 4 in 5 noted that they would perceive the 

therapist as competent for taking that action (Table 19). 

Surprisingly, better than 9 in 10 stated that they would 

feel that the therapist cared about them and their problems 
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warning, and better than two-thirds noted 

make them feel safer. It should also be 

that almost 40% did state that this 

therapist action would tend to inhibit them in future 

therapy sessions. 

Similar but even more "favorable" results were 

obtained for the case where the therapist attempts to get 

the outpatient and the relevant family members together for 

therapy. Those individuals interviewed expressed their 

opinion that a family therapy response was quite acceptable, 

with better than 90% stating that such actions were in their 

best interests and were indicative of a good, competent 

therapist. Better than 19 of 20 relate that such attempts 

would be a caring response. Again, however, more than 

one-third would be made to feel inhibited in therapy by such 

an arrangement. 

The therapist response of telephoning the police 

provides a comparison. This situation was considered to be 

the least "favorable" action by the outpatients interviewed, 

and possibly even destructive. About 44% related that they 

would not return to psychotherapy and only about 50% stated 

that they could still trust their therapist if he/she took 

such an action. Future inhibition of disclosure of feelings 

now rises to 55.7% (Table 19). Paradoxically, however, 

almost three-quarters of the outpatients still stated that 
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the therapist cared about 

telephoning the police 

intentions. 

them and their problems by 

and reporting their violent 

for 

Finally, the 

the therapist 

almost uniformly "favorable" results 

response of encouraging voluntary 

be compared. Sixty of 61 outpatients hospitalization can 

interviewed believed that such attempts at hospitalization 

on the part of the therapist, and 59 of 

response \lias indicative of a competent 

were caring actions 

61 found that the 

therapist and believed that they could still trust such a 

person in psychotherapy following the hospitalization. 

These findings were further supported by the dramatically 

low rate of future inhibition (6.6%). In other words, these 

outpatients believed that if they were hospitalized during 

the course of a Tarasoff-type threat of violence situation, 

such a therapist reaction would have few negative 

consequences. Indeed, it appears that the consequences 

would be principally positive. 

Other Considerations 

Following the completion of the interviews, the 

outpatients were asked to rate their interest in the 

procedure on a three-point scale: high, average, or low. 

All 61 subjects responded, yielding ratings of 54.1% with a 

high interest, 42.6% with an average interest, and 3.3% with 

a low 'interest. 
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Finally, the outpatients were asked at the close of 

the interview if they had any additional comments to 

contribute on the subject. A number of these responses will 

be reproduced here: 

Client #3: "I n the long run, I' d be happy that I was 

stopped. I could live with myself better later then." 

Client #11: "It [the Tarasoff-type situation] should be 

treated with caution. I had thoughts of killing my mother. 

I was hospitalized then in \vashington." 

Client #13: "I hoped to God that I had a therapist who 

cared enough to follow through." 

Client #17: "You shouldn't have to go through four 

people to get help during an emergency." 

Client #21: "When you're out of control, as long as the 

person is compassionate, any response is really O.K. Trust 

is really the basic issue." 

Client #25: "When I feel like hell and it hurts, none 

of this really matters. I was berserk once . . when like 

that, something has to be done. With 20/20 hindsight, I was 

glad that someone controlled me." 

Client #31: "You could answer differently depending on 

how you 'feel' or how you 'think' about it. I felt out of 

control once and they took me to the hospital. They had me 

talk to two or three people and they have me Mellaril. It 

killed my feelings. It scared me. I broke up with my 
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Then I thought that I 

might, I was afraid that I would hurt my children ••.. " 

Client #37: "The therapist is usually the last person 

you tell." 

Client #56: "I want help if the stress has gotten to 

me. Not to be just let go and allowed to do someone harm." 

Client #59: "I have been in these situations and I felt 

threatened by voices and the people around me that I was 

close to. You should get the family in to talk when there 

may be harm done." 

Client #61: "If everything is haywire, then your 

thinking isn't straight. The therapists take an action. If 

I'm going to go out to the parking lot and start picking 

people off, they would need to do something." 



CHAPTER 4 

DISCUSSION 

The purpose of this dissertation has been to explore 

controversial issues regarding dangerousness by examining 

them in depth at one particular interface with psychology: 

the point at which society's in t ere s t s ·.i n . - e f f e c t i v e 

psychotherapy are pitted against society's interests in the 

prevention .of violence; i . e • , a Tarasoff situation. 

Essential to this study, and to any examination of the 

issues regarding violence, is a definition of the construct 

"dangerousness." 

Dangerousness was defined in this dissertation as a 

clinician's reasonable judgment that a patient represented a 

threat in the near future to commit serious bodily harm to 

another person. When the psychotherapist discerned that 

such a threat was present (either from a directly verbalized 

statement or from an assessment of the totality of the 

clinical circumstances) toward a specific, identifiable 

individual, this type of dangerousness was then defined as a 

Tarasoff situation. 

A classic example of a dangerous situation might be 

described as a series of escalating incidents between a 

husband and wife. In this case, spiralling arguments and 
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disturbed interactions lead to an imminent threat that 

intolerable levels of tension will be impulsively resolved 

through violence. The crucial distinguishing element about 

a Tarasoff situation, however, is that such potential 

violence becomes apparent during therapy, prior to 

enactment, and in a context where presumably one of the 

parties has some expertise in dealing with the breakdown of 

close interpersonal relationships. 

course, therefore, should a therapist take 

during 

What 

such unfortunate circumstances? The following 

some trends noted in the discussion attempts to 

survey and interview 

emphasize 

data. The goal is to use the 

dissertation results to shed some light on issues concerning 

the general public's interests in preventing violence and in 

fostering effective psychotherapy. 

It is acknowledged that it is always somewhat risky, 

of cour se, to make any genera Ii za t ions f rom cor re la t ional 

and descriptive research rather than parametric studies that 

would allow a systematic varying of realistic experimental 

conditions (a difficult, if not impossible, task with the 

very low base rate of violent behavior that occurs in the 

natural environment). It is believed in this case, however, 

that such efforts are justified in the service of hypothesis 

generation and the development of alternative theory in an 

area where very little research data exist. 
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Dangerous Outpatient Variables 

This first section will focus upon the data 'gathered 

on the 487 dangerous outpatients and present hypotheses 

about the patterns that were discerned. Five major points 

will be presented. In the first of these, it is noted that 

dangerous outpatients are clearly entering psychotherapy 

voluntarily. Second, it is asserted that outpatients are, 

in general, potentially violent before they enter treatment. 

Third, more often then not, outpatients assessed to be 

dangerous do not meet the legal criteria for psychiatric 

commitment to a mental hospital. This condition would 

generally invalidate the chief suggestion of institutional 

psychiatry for handling a Tarasoff situation (commitment). 

Fourth, Tarasoff-type dangerous outpatients (found 

to be a majority in the study) are specifically dangerous to 

intimates, most often spouses, lovers, or parents. This 

finding called into question the usefulness of one of the 

tenets of the predominant psychiatry perspective in a 

Tarasoff situation (individual psychotherapy). Fifth and 

finally, suicide risk tended to be greater in those 

dangerous outpatients assessed to be directly, 

dangerous. Speculations regarding the nature 

specifically 

of violence 

among intimates are postulated to explain these results, as 

well as to explain the clinical findings of an extraordinary 



166 

reluctance on the part of these intimates to seek protection 

against the imminent threat of harm. 

It is hoped that this portrayal of the model patient 

will aid in the assessment of such conditions and, possibly, 

aid in elaborating and defining the development of a 

"standard of care" for such crises. Standard of care was 

cited in the Tarasoff II (1976, p. 345) decision itself: 

"[T]he therapist need only exercise that reasonable degree 

of ~)kill, 

exercised 

knowledge, and care ordinarily possessed and 

by members of the profession under similar 

circumstances" (emphasis added). 

Seeking Treatment 

Dissertation data clearly suggest that dangerous 

outpatients are voluntarily entering treatment. In the 

almost 500 cases which the survey respondents described, 

better than 3 of 4 of the dangerous outpatients were said to 

be attending psychotherapy of their own volition. 

It would appear that one of the essential elements 

of a Tarasoff situation concerns the motivation of the 

outpatient for entering psychotherapy and then disclosing an 

intention to harm some individual. It is recalled here for 

emphasis that a Tarasoff situation involves (1) one in which 

an outpatient explicitly relates to the therapist a credible 

threat of violence toward a specific individual, or (2) one 

in which, although the outpatient's statements do not quite 
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reach the level of a direct threat, the person convinces the 

therapist of his dangerousness through his conduct (i. e., 

consciously or unconsciously, he "shows" his dangerousness 

to the therapist). 

One hypothesis that was advanced from clinical 

impressions was that the outpatient was "asking" to be 

controlled in this situation. As noted in the Results 

section, voluntary status appears to be even more likely 

wi th dire c t 1y danger ous ou t pa ti en t s (almost 80%) than wi th 

those cases designated diffusely dangerous (less than 60% 

voluntary). Therapy may therefore represent more of a chore 

to those who are diffusely dangerous because they have been 

coerced into the relationship, to a greater degree, by 

probation or a court. Diffusely dangerous individuals may 

be so designated because they tend more to represent the 

type of dangerousness manifested in more random, 

stranger-related situations (like barroom brawls) than the 

dangerousness to intimates characterized by Stone (1976, p. 

369) as "passion to paranoia." One would therefore expect 

the diffusely dangerous to have greater involvement in the 

criminal justice system and be less voluntary as 

psychotherapy patients than those who are directly dangerous 

and are more voluntarily seeking resolution of the conflicts 

in their intimate relationships. 
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Need for Therapy Alliance 

Dissertation data also demonstrate quite clearly 

that the outpatient is potentially violent before he enters 

psychotherapy. Almost half of all the outpatients were 

assessed to be dangerous in the very first session, and 

eight out of ten were assessed to be so by the fifth 

session. One could hypothesize therefore, that, measured by 

the standard of clinical judgment, dangerousness, when 

"revealed" in the context of a psychotherapy relationship, 

is a condition that the identified client usually brings to 

such contact. In other words, when a clinician assesses 

potential dangerousness, it is more likely to be an existant 

condition than a status that arises during psychotherapeutic 

exploration of conflict-laden issues. 

This would appear to contradict 

cardinal point that the imposition of 

threatened third parties will emperil 

alliance and thereby thwart effective 

Stone's (1976) 

a duty to warn 

the therapeutic 

treatment (by 

destroying the patient's expectation of confidentiality). 

It is apparent from the survey responses, however, that a 

therapeutic alliance is an unnecessary prior condition for 

the outpatient to reveal such personal information as danger

ousness. In other words, the person comes to treatment 

dangerous, and often reveals to the psychotherapist his 

potentially violent "passion or paranoia" towards a person 
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of intense significance even before there is a chance for an 

alliance or even rapport to truly develop. 

This is not to state that a therapy alliance is 

viewed as an unnecessary condition for a later resolution of 

the underlying factors leading to such a crisis. To the 

contrary, it is believed that the development of an 

effective psychotherapist-patient relationship is crucial 

for dea 1 ing wi th impai red in terper sonal re la tion s. It is 

merely to assert that such an alliance is unrelated to the 

immediate situation of Tarasoff circumstances. 

Commitability of "Tarasoff" Outpatients 

Does the psychotherapist have the option in a 

Tarasoff-type situation of attempting to assume control 

through hospitalizing' his patient? Findings suggest that 

more often than not this option is not available. 

The study yielded three measures of this dimension, 

and they were roughly equivalent. First, findings (Table 7) 

suggested that less than 4 out of 10 directly dangerous 

outpatients could be committed by, the criterion of the 

presence of a major mental illness (psychosis). This figure 

may even be overestimated. A major mental illness can 

certainly be in remission, at which time the patient would 

also not be commitable. Second, the survey respondents 

indicated directly that they assessed slightly more than 40% 

of their dangerous outpatients as commi table. Third, and 
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perhaps most tellingly, the therapist attempted to initiate 

some form of hospitalization only about one-third of the 

time, even when one of their last three dangerous patients 

confronted them with circumstances where the patient was an 

immediate threat to commit serious bodily harm to a specific 

individual. 

These re s ul t s wou 1 d seem to con tra dic t another of 

the Stone-APA arguments: 

[T]he therapist who believes that his patient poses 
a serious danger to third parties should attempt to 
have that person committed. That has been the 
traditional moral and prudential view, and I believe 
that it is still valid. (Stone, 1976, p. 374) 

A social policy that counsels commitment does not appear to 

be prudential if that option is unavailable in the majority 

of these crisis situations. 

To summarize this point, a picture emerges of 

dangerous outpatients as individuals who (1) are already 

potentially violent, (2) voluntarily enter psychotherapy, 

and (3) are not, for the most part, commitable to a 

psychiatric institution. 

Intimate Violence 

The data also illustrate a tendency of dangerous 

outpatients to be more violent toward intimates than 

strangers. More than 6 of 10 in the dangerous patient 

sample were believed to be potentially violent toward a 

specific, identifiable person (Table 9). Table 10 reported 
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related" to the 
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margin, these individuals were "closely 

potential offender. If individuals 

identified as "lovers" (from the "well-known to outpatient" 

column) are added to these figures, almost 90% could now be 

categorized as being an intimate of the outpatient. In 

terms of the total sample of dangerous outpatients, this 

subgroup represents more than half of all 487 cases 

described by the respondents. 

This percentage may be even greater if an analogy 

can be made from the "post hoc dangerousness" findings of 

MacDonald (1967) (88% of threats were toward relatives where 

violent acts were completed) and the victim-precipitation 

studies of Wolfgang 

all homicides were 

(1957) (with strict definition, 

victim precipitated) to the 

26% of 

group 

designated as diffusely dangerous. It is likely, in fact, 

that many of these diffusely dangerous individuals also 

represent a potential danger to those intimate with them. 

This relation calls into question the social policy 

implications of applying the predominant psychiatric perspec

tive (dyadic psychodynamic treatment) toward remediating a 

Tarasoff situation. Although dangerous persons were almost 

exclusively treated in individual therapy (by better than a 

9 to 1 margin over any other approach), 

rapidly demonstrated to the therapist that 

these patients 

the context of 

their dangerousness was one involving intimate interpersonal 
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relationships. The psychodynamic approach tends to 

deemphasize or even ignore such environmental contexts of 

behavior. An individualistically oriented, intrapsychic 

pers pec ti ve on violence wou ld tend, in prac t ice, there fore, 

to prescribe a dyadic form of tr,eatment regardless of its 

efficacy to the specific si tuation. It is worthwhile at 

this point to again quote Tardiff (1974), from his report on 

psychiatrists who work with violent patients: 

[T]he finding that group, family, and couple 
therapies are not the preferred forms of therapy was 
unexpected in light of evidence of the breakdown in 
close relationships between the perpetrator of 
violence and his victim and in view of the need for 
economy in the use of personnel. This may reflect a 
preference for individual psychotherapy by these 
psychiatrists regardless of the type of psychiatric 
problem presented. (p.lOlO) 

Dangerous Relationships: 
Suicide and Homicide 

Finally, it was reported that there was a greater 

tendency for directly dangerous individuals than those who 

were diffusely dangerous to be assessed as a suicide risk. 

At first glance, one might hypothesize that the opposite 

result should hold. Using a statistical frequency type 

explanation, one might postulate that those individuals who 

are diffusely dangerous could as easily direct their 

violence in any direction; i.e., at the self as well as at 

others. Thus, those at greater risk for stranger-related, 
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suicidal. 

violence might be postulated 
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to be more 

Another look, howe ver, mi gh t ta ke in to ac coun t the 

nature of the type of relationship that is meant by 

"intimate," and the type of rage that is involved when 

homicidal urges are directed toward someone who is close to 

the outpatient. Speculating from the writer's framework, 

"intimacy" involves some levels of fusion of the 

personalities in terms of the partial breakdown of the ego 

boundaries between the self and the other. The most intense 

types of rage appear to occur when the individual "projects" 

his own feelings of inadequacy and inferiority onto another, 

as though no ego boundaries are present. The killing of the 

intimate other then serves to "overcome" (temporarily) the 

irremediable sense of inferiority, loneliness, and 

intolerable insecurity. 

For example, a classic case might be described as 

where the husband is counter-dependent. In this scenario, 

the husband reacts to dependency threats and blows to 

self-esteem through projection (of the unconscious 

dependency need) and then exhibits rage against this 

projection. MacDonald (1967) noted, for example, that 35% 

of his homicidal threat cases had so distorted reality that 

they were experiencing paranoid delusional thoughts toward 

their partners .. Nonetheless, if the psychological defenses 
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of these counter-dependent men totally fail, and the sense 

of worthlessness that has been so rigidly defended against 

breaks through, the rage may then be directed inward. 

The complement to this relational style, MacDonald 

remarked (1967, p. 478), was the extraordinary reluctance on 

the part of these relati ves to seek advice or protection 

against what they were aware was an imminent threat of harm. 

They waited until forced to take action by a physical 

assault 

by the 

or third-party intervention. 

therapist may constitute 

Obviously, a warning 

a useful third-party 

intervention in such instances. 

Therapist Response to Tarasoff Situation 

Obviously, in a situation as 

Tarasoff-type emergency, there is no 

prescription for how the therapist should 

shown in previous sections, however, that 

remedies, regardless of their efficacy, 

complex 

single 

respond. 

as a 

optimal 

It was 

the traditional 

may often be 

unavailable to the therapist. Two questions are therefore 

raised here. Does the alternative paradigm which was 

proposed provide any useful guidance in these threatening 

and frustrating circumstances for the therapist? Further, 

do the dissertation data shed any light on the nature of 

these Tarasoff variables? 

This section of the discussion will first examine 

the traditional remedies of psychiatry as proposed by Stone 
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(1976) and the APA in their brief in the second Tarasoff 

(1976) case. This portion is followed by a presentation of 

hypotheses regarding how the survey respondents actually did 

handle such psychiatric emergencies and what interaction 

these approaches had with patient expectations. 

Stone (1976) suggests that commitment represents the 

best social policy (and the best psychiatric judgment) in 

the emergency of a Tarasoff si tua tion. 

unavailable, he next offers telephoning 

If that option is 

the police. It 

would appear from the answers given by the survey 

respondents, however, that in general, 

not heeding the traditional advice of 

psychotherapists are 

the Stone-APA model. 

An at temp t to commi t the ou tpa t ien t was a re sponse of the 

therapist in less than lout of every 8 cases described in 

the sample. Stone's alternative of notifying the police was 

utilized even less (less than lout of every 17 cases as a 

primary or secondary response). 

Most therapists reported that they responded to the 

homicidal, "psychiatric" emergency with psychotherapy 

itself, or with increased frequency of psychotherapy. From 

the "Attempted to deal with the situation within therapy 

sessions" and "Scheduled extra sessions" categories 

(Table 12), it can be surmised that at least 60% and 

possi b1y over 80% of the 

increased psychotherapy 

therapists employed 

to deal with the 

continued or 

events of a 
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Tarasoff situation. This approach coincided wi th a major 

preference expressed by the outpatients themselves (Figures 

cou Id be 5 and 6) in the structured interview. Thus it 

stated that to a large extent psychotherapists were 

responding to a Tarasoff si tuation "in accord wi th the 

legitimate 

p. 364). 

expectations of the patient" (Stone, 1976, 

An alternative interpretation of the same data might 

argue, however, that while psychotherapists were certainly 

meeting the expectations of the outpatients, these were not 

legitimate expectations. This perspective would argue that 

the situation is so serious that the therapist should take 

an immediafe, less passive type of stance. In the Stone-APA 

model, this would mean either commitment or notifying the 

police. In the al~ernative paradigm, it would mean warning 

the potential victim and initiating some form of a systems 

level psychotherapy. Yet, it would appear that the out-

patients are asking for, and the 

with, a stepwise approach to the 

risk of potential violence. 

therapists are responding 

crisis engendered by the 

In the first tier of favorable SUMSCALE scores 

(Figure 6) for therapist responses to a Tarasoff-type 

psychiatric emergency, three responses were closely ranked 

by the outpatients. These responses were: "Listen to 

feelings and discuss," "Schedule extra sessions," and 
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"Voluntary hospitalization." Beginning with effective 

listening and then attempting to work through the pressured 

feelings of rage (and the defenses against dependency) may 

represent 

strategy 

a 

in 

useful, pragmatic first 

most cases. Failing 

line 

such an 

therapeutic 

effective 

resolution, encouragement of voluntary hospitalization may 

represent the most efficacious next step. The voluntary 

h 0 s pit ali z a t ion res p 0 n serna y rep res e n t the fir s t s t e pin 

certain cases where the clinician assesses the outpatient is 

incapable of handling such stress without having his 

psychological defenses overwhelmed. 

The low utilization of the "systems treatment" 

response, and its ranking in the second tier of favorability 

by the outpatients, is likewise interpreted in this stepwise 

framework. In a crisis atmosphere, bringing in the. 

potential victim too soon may exacerbate the stress in the 

relationship, rather than resolve it. When used as a second 

or third step, such an approach may in the long run provide 

a better outcome. 

It 

situations 

is also certainly possible 

could be usefully broken 

that Tarasoff-type 

down into finer 

categories which are differentially responsive to different 

approaches. In this vie l."', the first tier responses just 

mentioned above may represent a vast middle ground of 

acceptable strategies for dealing with such an emergency. 
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Other diagnostic categories of Tarasoff outpatients may 

require a systems approach while a third grouping may 

require commitment for the most effective response. 

Stone discussed two other factors in addition to the 

"legitimate expectations of the pat.ient" in evaluating a 

therapist response to a Tarasoff si tuation. He considered 

"what its (the therapist response) consequences might be for 

the nature of the therapist-patient relationship and 

ultimately for the safety of the public" (1976, p. 364). It 

certainly seems safe to assert that there would be few 

negative consequences for the nature of the 

therapist-patient relationship when the therapist responds 

with these "middle ground" or "first tier" strategies 

(listen to feelings and discuss, schedule extra sessions, 

voluntary hospitalization). When the outpatients examined 

these options in detail during the structured interview, 

well over 90% reported that they would not leave the 

treatment if these strategies comprised the therapist's 

approach. Further, in each case only 3.3% felt that they 

would be inhibited in future discussions with the therapist. 

Other individual SUM SCALE responses were equally favorable. 

Stone's second fac tor of whether these therapist responses 

are ultimately successful in reducing the public's peril, 

however, cannot be addressed from the data gathered in this 

survey. 
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The strategies suggested by the alternative paradigm 

achieved somewhat greater frequencies as a therapist 

response than those of the Stone-APA model. Some form of 

warning was utilized about twice as frequently as commitment 

and almost four times as often as notifying the police. As 

a primary or secondary response to a real Tarasoff 

situation, 10% of the sample therapists even warned the 

identified potential victim when the outpatient had 

knowledge that a warning was to be issued but did not 

consent to that warning. A "systems level" form of 

treatment in response to Tarasoff emergencies was tried 

about as often as a commitment response was attempted and 

more than twice as frequently as Stone's advice of calling 

the police. In a general comparison, warnings were employed 

as a therapist response in as many cases as voluntary 

hospitalization. 

The effect on the therapy relationship of a warning 

to a third party is of primary theoretical interest. The 

effect of an attempt by a therapist to initiate a systems 

level f o,rm of trea tment provid es such an in tere st as well. 

The impact of such therapist actions on client expectations 

will now be examined in detail. 
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Although Stone (1976), in the influential article, 

"Suing Psychotherapists to Safeguard Society," provides no 

research evidence to support his point, he asserts as a 

crucial portion of his argument that "[T]his relationship is 

intended to promote the disclosure of extremely personal 

information that would not be exposed without an expectation 

of confidentiality" (p. 366). In the pr ecee ding sec ti on s, 

it was asserted that the' initial implication of this 

statement (a relationship as a necessary condition for the 

"disclosure" of dangerousness to the therapist) may be 

questionable. It is now asserted that the latter portion of 

Stone's statement, regarding the patient's expectation of 

confidentiality, may also be invalid. 

To begin with, only about one-third of the 

outpatients surveyed actually believed that the 

psychotherapy relationship was absolutely confidential 

(Table 18). This figure is less than half of what 

therapists expected (72%), so it is not surprising that 

Stone al so hoI d s to that bel ie f (pa t ien t expec tanc y) of 

absolute confidentiality). More remarkably, less than 1 in 

30 of the outpatients believed that absolute confidentiality 

was even a necessary condition for successful psychotherapy 

(in this case, therapist and patient beliefs were fairly 

congruent). 
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Several other interview findings are quite revealing 

regar ding patient ex pec ta tions of confid en tial i ty . There 

were a number of circumstances, short of the conditions of 

an imminent psychiatric emergency, which a good number of 

outpatients felt would permit disclosure of therapy content. 

These circumstances ranged from merely telling the therapist 

of an argument with a family member or of disliking a family 

member (almost 1 in 5), through telling the therapist of 

recent dangerous driving (almost 3 in 4), to the belief (in 

better than 9 in 10 cases) that it was acceptable to breach 

confidentiality when suicidal or homicidal feelings were 

expressed (without an imminent threat) (Figure 2). 

These data alone might raise serious questions 

regarding Stone's presumption about patient expectations of 

confidentiality. When examining findings under the 

circumstances of a psychiatric emergency, however, the data 

become even more convincing. Almost all (96.7%) of the 

outpatients related that it was acceptable to them for 

confidentiality to be violated during a psychiatric 

emergency (an imminent danger of serious bodily harm to self 

or others). Further, there was a range of individuals with 

whom outpatients felt it was acceptable to share 

psychotherapy content. These persons varied from police and 

judges (identified by about 60% of outpatients), through 
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(Table 18). 

to other therapists 
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(96.7%) 

Clearly, for these outpatients it would appear that 

their concern regarding the use of what they exposed during 

psychotherapy varied inversely with their perception of the 

seriousness of the threatening circumstances. Particularly 

under conditions that could lead to, or had already become, 

a psychiatric emergency, these individuals currently 

undergoing psychotherapy appeared to value the breaching of 

confidentiality by the therapist by a vast margin. It would 

seem, therefore, that the destruction to the therapeutic 

alliance that Stone envisions, due to violated patient 

expectations of confidentiality, may be questionable. 

Furthermore, psychotherapists themselves do not hold 

to this traditional model. For example, less than 1 in 50 

therapists believed that absolute confidentiality is a 

necessary condition for successful psychotherapy (Table 15). 

Over 91% related that they felt that confidentiality could 

be breached during the circumstances of a "psychiatric 

emergency." 

Perhaps the most telling sign, however, is that 

psychotherapists acknowledged that they discussed the 

possible limits to confidentiality with less than half of 

their patients. Rather than condemning these professionals 

for a lack of responsibility, it may be more useful to state 
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that confidentiality may represent, to therapists as well as 

patients, less than the premier concern that Stone portrays 

it to be. This is not to say that confidentiality is not a 

vital concern to the psychotherapy relationship. Rather, it 

is to state that other factors (such as relationship 

variables, or the need to make a non-passive response) may 

be more salient under circumstances of an emergency. 

The data, in fact, do exhibit certain conditions 

which appear to demonstrate that confidentiality, under the 

right circumstances, can be a vital concern to patients. 

Such an instance would be where a court could give an order 

to disclose what was said during psychotherapy. This 

conclusion was derived from the investigation of the effect 

of the knowledge of limited confidentiality on the therapy 

relationship. In that section, three conditions were 

proposed to limit confidentiality: (1) an emergency, 

(2) patient permission, and (3) a court order to disclose. 

From responses to other questions, it can be determined that 

the first two conditions were acceptable to patients. It 

may be recalled that 96.7% of the outpatients stated that it 

was acceptable to them for confidentiality to be breached 

under the circumstances of a psychiatric emergency 

(Table 18). Similarly, more than 4 of 5 outpatients 

reported that it was acceptable to breach confidentiality 

when the person himself gives permission. 
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With the emergency and permission conditions 

acceptable to outpatients, it was concluded that it was the 

court order limitation to confidentiality that impacted the 

nature of the therapy relationship. A 1 m 0 s t ·h a 1 f 0 f the 

outpatients related (Figure 1) that they would experience 

increased reluctance to express difficult feelings, and 

suicidal and homicidal urges (an impact that the therapists 

g rea t 1 y un d ere s t. : H: ate d , bel i e vi n g t hat the s e i n h i bit ion s 

fell in the 20% to 30% range (Figure 4). It may be that 

outpatients become reluctant to disclose personal 

information (such as intimate fears, indiscretions, 

dependencies, sexual fantasies, and the like) if there is a 

threat that such embarrassing or compromising material may 

have to be revealed in a public court. This fear would 

appear to be qualitatively different, however, from the life 

threatening circumstances of a psychiatric emergency. 

Indeed, "breaching confidentiality" may not be an entirely 

accurate term for describing the events of such a crisis 

situation. 

Comparative Impact on 
Psychotherapy Relationship 

The dissertation will now focus in a more detailed 

way upon the "breaching of confidentiality" entailed by the 

therapist response of warning a third party when homicide is 

a threat. Specifically, two questions are of interest. 
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First, does the therapist response of a warning (or later 

initiation of a systems level treatment) have significant 

detrimental impact upon the nature of the therapy 

relationship? Second, what is the relative impact of this 

potential detriment to that of the traditional responses to 

this emergency? 

Only about I in 7 outpatients report that they would 

not return to treatment if the therapist issued a warning to 

the potential victim during a homicidal emergency. While 

this figure is greater than the negligible number who stated 

they would terminate therapy for the "voluntary hospitaliza-

tion" and "increased psychotherapy" responses, it is roughly 

of the commitment response (Stone's comparable to that 

preference) and 

(the follow-up 

paradigm). 

the systems level 

approach suggested 

psychotherapy response 

in the alternative 

The warning response, in terms of its effect on 

treatment, certainly seems to be preferable to Stone's 

backup response of notifying the police. Almost half of all 

interviewees stated that they would leave the therapy 

relationship if the therapist should respond with such a 

call. This relation becomes particularly important when it 

is recalled that survey data suggest that the commitment 

response may be unavailable in as many as two-thirds of the 

Taraso f f si t ua t ions. In the Stone-APA mo del, th isba ck up 
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response of notifying the police would thus engender an 

exceedingly high therapy attrition rate. Reversing Stone's 

argument about a warning, it might be said that the duty to 

. notify police is "self defeating, increasing rather than 

reducing, the overall risk" (1976, p. 367). 

A therapist response of a warning or even of 

initiating a systems level therapy is not ·without risk, 

however. Fully 45.9% of the outpatients interviewed claimed 

that they would feel inhibited in future discussions with 

the therapist with a warning response. More than one-third 

of interviewees claimed that they would be inhibited in the 

same manner if the therapist attempted to involved them in 

some form of family or couple treatment. This risk, 

however, must be placed in the context of the risk also 

offered by Stone's recommended traditional alternatives. 

Almost 3 in 10 outpatients related that they would be 

inhibited following a commitment to a hospital. Further, in 

the necessarily more frequent instance of a telephone call 

to the police, 55.7% of the outpatients felt that they would 

be inhibited in future discussions (the greatest percentage 

for any therapist response). 

This greater "impairment" of the psychotherapy 

relationship can be seen in another interview response as 

well. Almost half of the outpatients noted that they would 

no longer be able to trust their therapist after a police 
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response, while this figure was 13%, 21%, and 36% for the 

systems treatment, commitment, and warning responses, 

respectively. 

Finally, this differential effect on the therapy 

relationship can be derived from the responses to other 

questions as well. A first consideration is the reply to 

"feeling safe" following a particular therapist response to 

the threat of homicide. Interviewees respond comparably to 

the alternatives of a warning, system level treatment, and 

commitment (roughly in the 70% favorable range). Less than 

half, however, would feel safe following a police response. 

A patient's belief that the therapist cared about 

him and his problems is postulated as an important element 

in psychotherapy. Therapist action in a Tarasoff crisis 

also had a differential effect along this variable. More 

than 95% of the outpatients felt that attempting to bring 

the relevant family members together for treatment was a 

caring response, and 86.9% thought so of a warning response. 

These figures dropped to 85.2% for commitment, and only 

73.8% for calling the police. (Even so, it would appear 

that while outpatients mostly resented such a call, they 

still recognize their need to be controlled by outside 

structures during such an emergency.) 

These detailed interview responses would tend to 

contradict Stone's conclusion that "[I]t is highly 
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disruptive of the patient-therapist relationship and a less 

appropriate way of protecting those threatened by dangerous 

patients than the traditional alternatives of commitment or 

simply informing the police" (1976, p. 367). It is 

concluded, in contradiction, that a warning to a third party 

is at least as acceptable a response to outpatients as 

Stone's alternative of commitment and certainly preferable 

to that of a police warning. 



CHAPTER 5 

SUMMARY 

In order to summarize the main arguments of this 

dissertation, the major elements of the Stone-APA model will 

be reiterated and critiqued point by point. Schematically, 

the primary positions of the traditional model are as 

follows: 

(1) Therapists are unreliable in assessing 

potentially dangerous outpatients ~ (2) outpatients 

have legitimate expectations concerning confiden

t i ali t y 0 f the rap y dis c u s s ion s -> ( 3 ) con f ide n -

tiality is violated needlessly. and unreliably ~ 

(4) by a therapist warning to third party (potential 

victim) ~ (5) which emperils therapeutic alliance-> 

(6) thwarting effective treatment ~ (7) by causing 

outpatient to leave psychotherapy relationship-> 

(8) ultimately reducing public safety. 

Critique 

1. Stone argues that the duty to protect third parties 

fails at its inception because it assumes a nonexistent 

expertise. If a therapist is unable to predict violence, 

the duty to protect cannot be practically implemented. As 
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was noted in the Introduction, this conclusion was derived 

in the context of a particular paradigm that conceives of 

dangerousness as a rather unitary concept. In other words, 

"dangerousness" is something that "resides inside" of an 

individual, a characteristic of the individual's 

"personality." This is the intrapsychic perspective that 

then cites its own inability to predict this violence 

proneness of individuals. This argument follows that, since 

violence is a low base rate (rare) behavior), any such 

prediction efforts are doomed to identify far more "false 

positives" than "true positives." 

It has been asserte~ above that this traditional 

model for viewing a Tarasoff situation is deficient on two 

grounds. The fist concerns the use of a unitary, 

intrapsychic model for dangerousness, and the second 

concerns a logical inconsistency in the Stone argument. 

The unitary model of dangerousne~s leads to efforts 

to predict dangerousness from the characteristics of 

individuals. The alternative paradigm presented suggested 

that it may be more useful to construe violence from a 

system-level or field perspective. Dangerousness might then 

be viewed as a product and interaction of the 

characteristics of the individual, the environmental 

context, and other influences. In other words, it may prove 

more efficient to conceive of violent relationships (such as 
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excessively dependent relationships where the dependency is 

not acknowledged and cannot be allowed into awareness) and 

violent contexts (such as certain barrooms on certain 

evenings). 

From the perspective of the alternative'paradigm, it 

is useful to ask what is being predicted when a prediction 

of dangerousness is being made. In the traditional model, 

this question is irrelevant. Certainly, the prediction 

being made in a Tarasoff situation is not the same type of 

open-ended prediction that has unarguably been demonstrated 

to be unreliable in research studies: prediction from 

behavior in an institutional setting to behavior in a 

community setting,. or a long-term prediction of violence. 

In other words, it is granted that where the context of the 

prediction is very different from the context of the 

prediction validation, negative findings will surely result. 

It is also asserted, however, that this traditional argument 

has very little relevance to a Tarasoff situation, where a 

prediction of violence is made on a short-term basis, in a 

community setting, with an outpatient, where the therapist 

believes the threat to be an immediately serious one. 

From this alternative perspective, therefore, it is 

argued that Stone's conclusions regarding dangerousness are 

irrelevant, due largely to an inadequate conceptualization 

of dangerousness as a unitary construct. In a Tarasoff 
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situation, the situational and temporal gap of prediction is 

a small one. It was suggested in the Introduction that as 

few as two people might be warned needlessly in a Tarasoff 

si tua t ion in or d er to correc t ly warn one. I t was Ie f t to 

social policy decision makers to decide if this would be a 

valued arrangement. 

The second weakness in Stone's position concerning 

dangerousness and the duty to warn is more easily presented. 

This defect regards a logical inconsistency. Stone (1976) 

asserts that warnings should not be given because the 

expertise needed to supply the underlying prediction of 

dangerousness is nonexistent. Yet, Stone's proposed 

alternative of commitment is premised 

prediction (danger to self or others). 

upon an identical 

(Most states have a 

dual requirement, for commitment, of the presence of a major 

mental illness and a dangerousness to self or others.) The 

same logical inconsistency applies to his fall-back position 

of notifying the police when commitment is unavailable. 

Further, while asserting the 

to predict dangerousness in 

inability of psychotherapists 

one portion of his argument, 

Stone, in another portion, predicts an increase in violence 

due to broken confidentiality (1976, p. 365). 

2. Next, Stone (1976) makes certain assertions 

regarding the outpatient's legitimate expectations for the 

confidentiality of his therapy communications. In this 
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instance, Stone appears to be using the term confidentiality 

in an over generalized way. Outpatients certainly do have 

concerns regarding confidentiality but are more 

discriminating in their expectations .than he seems to 

believe. Specifically, there is little support for Stone's 

notion that outpatients expect absolute confidentiality 

during the emergency of a Tarasoff situation. Indeed, it 

would appear that even psychotherapists themselves did not 

expect that this blanket secrecy holds. 

concerns regarding the use of what 

Rather, outpatient 

they expose during 

psychotherapy varied inversely with their perception of the 

seriousness of the threatening circumstances. 

3. It is clear from the dissertation measures that 

outpatients have notions regarding confidentiality that 

contradict what Stone asserts. It follows from their lack 

of concern regarding disclosure that his argument regarding 

the "violation of legitimate expectations" is unfounded. In 

fact, the outpatient interviewees currently undergoing 

psychotherapy appeared to value, by a large margin, the 

breaching of confidentiality in a Tarasoff situation. 

Fur the r, " b rea chi n g con f ide n t i ali t y" rna y not be an en t ire 1 y 

accurate term to describe the therapist's behavior when a 

distinct threat has been made, coupled with overt activity 

such as the purchase of a gun. 
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4. In particular, it would appear that the therapist 

does not necessarily violate the patient's legitimate 

expectations of confidentiality by enacting his/her duty to 

protect through a warning to the potential victim. The 

study suggests that therapy attrition would be low if the 

therapist were to issue such a response. Further, this low 

attrition rate compares favorably with the two strategies of 

the Stone-APA model. In fact, outpatients favorably rated a 

warning response along a number of dimensions relevant to a 

Tarasoff situation. 

5. A key point in Stone's presentation states that the 

imposition of a duty to protect will threaten the 

therapeutic alliance. In addition to the arguments noted 

above which contradict this proposition, it may also be 

pointed out that the presence of a therapeutic alliance does 

not appear to be a necessary condition for the patient to 

disclose such personal information that is indicative of 

dangerousness. 

argument, it 

Contrary to an essential element of Stone's 

appears from the dissertation data that 

individuals are already dangerous when 

treatment and often rapidly reveal to the 

they come to 

psychotherapist 

their potentially violent "passion or paranoia" toward a 

person of intense 

even before there 

significance 

is a chance 

to themselves. This occurs 

for an alliance to truly 

develop. Further, it might be stated that the therapeutic 
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the 

outpatient's legitimate expectations are fulfilled, rather 

than violated, when the therapist takes an active stance and 

assumes some control. 

6. Before any study could support the proposition that 

a particular therapist action thwarted effective treatment, 

the researcher would have to demonstrate that the treatment 

was effective for that condition. Stone does not offer any 

citations describing effective treatment for potentially 

dangerous outpatients. At a minimum, however, it can be 

stated that the dissertation data do not support the 

assertion that a warning response would have any more 

detrimental effect upon treatment than the two alternatives 

suggested by Stone. 

7. In a similar fashion, it cannot be demonstrated from 

interview data that attrition from the surveyor 

psychotherapy would 

responses suggested 

be any greater employing the therapist 

by the alternative paradigm in a 

Tarasoff situation than those suggested by Stone. It can be 

stated, rather, that a warning to a third party is at least 

as acceptable 

alternative of 

a response 

commitment and 

notifying the police. 

to 

is 

outpatients as Stone's 

certainly preferable to 

8. Stone's final conclusion asserted that, ultimately, 

the duty to protect, by means of a warning, would further 
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increase the risk of violence to which society is exposed. 

Such a result seems unlikely given that only 1 in 7 

outpatients expressed that they would leave treatment 

following a warning in a potentially homicidal situation. 

This last figure returns the discussion to the 

initial focus of the introduction: by what criteria should 

we evaluate society's response to violent behavior? It 

would appear· that for each seven warnings given in a 

Tarasoff situation, one person would leave treatment and 

almost half would experience increased inhibition in their 

therapy communications. In terms of ~o~ial policy, is this 

too great a price to pay? 

Conclusion 

To conclude the discussion, a final point will be 

made regarding the social policy decision of weighing 

effective psychotherapy against protection of the public 

necessitated by the unfortunate circumstances of a Tarasoff 

situation. This final point returns, in rather rough terms, 

to the concise argument raised by Livermore, Malmquist, and 

Meehl in their 1968 article. It is worth repeating their 

statement here: 

Assume that one person out of a thousand will kill. 
Assume also an exceptionally accurate test is 
created which differentiates with ninety-five 
percent effectiveness those ·who will kill from those 
who will not. If 100,000 people were tested, out of 
the hundred who would kill, 95 would be isolated. 
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Unfortunately, out of the 99,900 who would not kill 
4,994 people would also be isolated as potential 
killers. (p. 84) 

In this article, the authors illustrated the 

difficulties with false positives that are inherent in 

predicting dangerousness, a low base rate behavior. It was 

argued in this dissertation, however, that the emergency, 

short-term, context-congruent nature of a Tarasoff situation 

would raise the efficacy of a therapist's prediction 

greatly. 

A Tarasoff situation represents vastly different 

circumstances from the "average man on the street" 

presumption ("Assume that one person out of a thousand will 

kill") that forms the initial premise in the Livermore et 

a1. (1968) article. Rather, a Tarasoff situation involves 

circumstances in which a psychiatric outpatient makes a 

direct statement to his therapist that he intends to kill or 

do serious bodily harm to a readily identifiable individual, 

or it involves circumstances in which the totality of the 

patient's condition (such as an agitated paranoid mental 

state accompanied by suspicions about, or feeling threatened 

by, a specific person) indicates to the therapist that an 

identifiable third party is in immediate danger. In 

addition to this serious threat or these serious 

circumstances, the therapist has also assessed that the 

threat is immediate and likely to be carried out. Thus, 



198 

before a Tarasoff-type emergency is determined to exist, the 

therapist has already likely inquired into the patient's 

past history of violence, has determined that the patient 

has formulated a clear plan' for a violent act, has 

discovered that the patient has the means for carrying out 

the intended act, and has assessed that the likely victim is 

in a reasonable proximity of being attacked. 

These emergency conditions hardly match those of the 

Li vermor e et ale ( 1968) premi se . To paraphrase Wa 1 ter 

Mischel (1968), predictive validity tends to increase as the 

gap decreases between behavior sampled on the predictive 

measure and the behavior that is being predicted. Earlier 

in thi~ dissertation, a hypothetical argument was generated 

following the Livermore et ale (1968) example. There, it 

was asserted that the base rate in a Tarasoff situation was. 

considerably greater than that among the general population, 

as was used in the Livermore et ale example (1/1000). It 

was assumed that it was conservative to estimate that 300 

patients 

out the 

in 1000 Tarasoff situations wo~ld actually carry 

thr.eat if uncontrolled. Further, it was assumed, 

again conservatively, that 

circumstances therapists were 

differentiating true threats 

around 50% accurate. 

even in these very serious 

only moderately effective in 

from false positives; say, 
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Therefore, given these conditions, in 1000 homicidal 

psychiatric emergencies, a therapist might be able to 

correctly identify 150 of the 300 persons who would actually 

kill or seriously assault their intended victims and might 

be able to correctly identify 350 of the 700 who would not 

go on to commit such an action. It would follow from these 

hypotheses that a little over two individuals would be 

warned needlessly in order to correctly warn one person. In 

weighing the social policy considerations of effective 

psychotherapy versus protection of the public, such a 

trade-off might be acceptable. 

To this rationale, 

attrition and impairment of 

the 

the 

data regarding therapy 

psychotherapy relationship 

may now be added. Under these added parameters, it is now 

stated that of the 350 individuals incorrectly warned, it is· 

likely that 6 of 7 will remain in treatment. Is it 

therefore too heavy a price to pay, 

suggested, that society might risk 

psychotherapy (because a family member 

three victims correctly told of the 

them? 

as Tarasoff critics 

one patient leaving 

was warned) for each 

violence that awaits 
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THE UNIVERSITY OF ARIZONA 
T U C SON, A R I Z 0 N A 85721 

COLLEGE OF LIBERAL ARTS 

DUAUNlNT o. nYCitOLOOY 

CONFIDENTIALITY AND POTENTIALLY DANGEROUS OUTPATIENTS SURVEY 

The following 35 questions should take approxiately 18-22 minutes, when all sections 
need to be completed. If at all possible, it is very important that all questions be 
answered, as incomplete responses are difficult to analyze. It is realized that, in some 
instances, the response categories may not adequately reflect the renlities of your clin
ical eXferience. Pleas. choose the best answer available or use the ·other· option, 
where this appeara. Please use any available space on the questionnaire to make comment. 
or to elaborate upon any items which you feel need additional explanation. 

Would you like to be sent a summary of the survey result.? Yea I ) No I ) 

PART I POTtIITIAL VIOLENCE 

Fo., thi' uction ~6 tltt au~ut!', tht conctpt 0' danot"OU,nU4 that .:at. be t,"plo!led 
a, a ~~.kin9 hYFrtlt4i, i6 a, 'ot.low,. 

A clinical judement determining that the patient represents a threat in the 
near tutur. to =o~mit .erious bodily harm tr, an~ther. ~he essential element 
i. the cl.nlc.an'. reasonable Juaq~ent that the -i.ent 1S indeed da~gerous. 
The bads for this assessment may be either a th:'eat expressed by the pa
tient that the therapist believes may be enact~ it may be the totality 
of the clinical circumstances WhlCh the therapist bases his judgment upon. 

1. How m~ny different, individual patients would you .stimate that you have treated on an 
outpatient ba.i. within the pa.t year? 

2. How many potentially dangerous patients would you estimate that you have treated, on 
an outpatient ba.is, within the paat year? 

QUIU":on, 'J though '%4 adduu the lntiut!l 0' !/rUII clinicAl. UNllitntl Inot jU6t tilt 
P46t !ll4111, and a~k !Iou to dt6tllibt th' th~t, III ~06t 1I&.tnt ealtl whtllt !Iou 6f'~td 4~ 
an outpatient ~htllap('t to a pAtient who~ Weu 6tl&c~ca wa. aA"3C'~U' t. otht~6. I~ pru 
haut t~cattd lt6' than ~h~tC (n at.t. YOUII elinitAl tlp'lIicnt£, pttalt ci'ttt thAt nU~~t' 
hClIl. 

116 you II IIC6pon6e i6 zellO, ~lta6t r~oectd to que6ti~n '%5. Co~rtttion 06 tht ~t~Aindc, 
0' the ,u~uey (a ,tiLL u4tat, a, th06' ~e6ponat6 that Wou do giue wilt be uc~w ualUA~lt 
to OUII AnalY6i,.) 
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3. Of these (three) dangerous outpatient clients, at what point in, therapy vas a credible 
threat made, or vas the patient first discerned by you to repreBent an immediate 
threat to others? (pte44e check) 

Patient 1 Patient 2 Patient 3 

Firat aeBaion 

2 - 5 seBBiona 

6 - 10 aeBsiona 

11 - 20 aesBiona 

OVer 20 aeaaiona 

4. Age of,theBe patients? ' (chtell) 

Patient 1 Patient 2 Patient 3 

15 years or younger 

16 - 25 year a 

26 - 50 years 

OVer 50 years' 

5. Sex of theae patienta? (chell) 

Patient 1 Patient 2 Patient 3 

Female 

Hale 

6. Of theae three dangerous outpatienta, which caBes were 

Voluntary outpatients? 

Court or probation ordered? 

Other? 

Patient 1 

7. What vaa your primary clinical diagnoais? 

Patient 1 

Patient 2 

Patient 3 

Patient 2 Patient 3 

8. Was this patient potentially committable? 

-..;...-~ •• Yes No 

Yes No 

---•• Yea [J No 

9. Describe the primary form of psychotherapy theae (three) dangeroua outpatients vere en
gaged in (~.e •• ~ndividu4t. '4m~lv. couple. ~4~it4l. 9~ouP. etc.l. 

Patient 1 

Patient 2 

Patient 3 
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10. Of these (three). dangerous outpatients, in which cases was the person also suicidal, 
in your clinical judgment? (ei~eLtl 

None Patient 1 Patient 2 Patient 3 

11. In which cases was the potential violence diffusely directed? (i.t., ve~baLized 
eonee~n 06 ·~unning amok" o~ 6ta~td L066 06 eont~oLI (ei~eLt) 

None Patient 1 Patient 2 Patient 3 

12. In which cases could you discern, either directly or with a little reflection, a 
specific, identifiable potential victim? (ei~eLt) 

None Patient 1 Patient 2 Patient 3 

116 "Nont" wu 'ei~eLtd, pLUH p~oettd to quution '25) 

Que6tion6 "3 th~ough '24 eonee~n tht ca6t6 whe~t you di6Ct~ntd, eithe~ di~tetLy o~ with 
a Little ~e6lection, a 6peci6ic, identi6iabLe pottntiaL victim. 

13. Regarding these identifiable potential victims, in which cases were they related to 
your patient? (th~cugh kin6hip o~ ma~~iagt; include t~-6pOU6t6 and commo~ 
union6) (ci~cLe) 

None Patient 1 Patient 2 Patient 3 

l3A. Please label this relationship (i.t., wi6e, b~o~he~, etc.) 

Patient 1 __________________ Patient 2 _________________ Patient 3 

14. Regarding these identifiable potential victims, in which cases were they well-known 
but not related to your patient? (6uch a6 good 6~iend6, a Lovt~, ntighbo~6, eta66-
mate6, CO-IIJO~Et~6, etc.) (ei~cLe) 

None Patient 1 Patient. 2 Patient 3 

14A. Please label this relationship. 

Patient 1 ____________ Patient 2 _________ Patient 3 

15. Regarding these identifiable potential victims, in which cases would you estimate the 
victim was aware, in a general sense, of the hostility of your patient toward them? 

None Patient 1 Patient 2 Patient 3 

16. Regarding these identifiable potential victims, in which cases would you estimate the 
victim was aware of your patient's status as a therapy client? 

None Patient 1 Patient 2 Patient 3 

Qut6tion6 "7 th~ough '22 add~e'6 the 4ituation whe~e you~ potentially dange~cu6 out
patient6 made an ove~t th~tat o~ we~e dete~mined by you to p~e6ent an immediate th~eat 
tc a 6peci6ic individuaL. 

17. What were your primary and secondary responses to these events? IPlea6e pLace one 
lette~ 6~om the Li6t below be6idt the p~ima~y ~e6pon6e an~we~ Line ~ ~ Lett~ 
be6ide tht 6econda~u ~e6ron6e an6l1Jt~ line) 

203 



. Patient 1 

Primary response 

secon~sry response 

Patient 2 

Primary response 

Secon~ary response 

Patient 3 

Primary response 

Secon~ary response 

- 4 -

A. Attempte~ to ~ea1 with the situation within the therapy sessions 

B. Sche~ule~ extra session. 

c. Enco\\rage~ or initiated voluntary hospitalization 

Dl. Initiate~ involuntary hospitalization and successfully completed 

D2. Initiated involuntary hospitalization, unsuccessfully 

E. Telephoned police 

F. Prescribed, increased, or altered medication 

G. Attempted or initiated marital, family, couple, etc. therapy with potential victim 
and your patient 

B. Referred patient 

I. Consulted with another therapist 

J. Consulted with a lawyer 

Xl. Warned third party who was threatened or assessed to be threatened, without 
patient's knowledge 

X2. Warned third party who w •• 
knowle~ge but nat consent 

X3. Warned third party who 
knowledge and consent 

1.1. Other Iptt4U 'ptC"&!!) 

L2. Other IpLt44t 4ptC"&!!) 

L3. Other Iptt44t 'ptC"&!!) 

L4. Other IpLt44t 4ptC"&!!) 

was 

threatened 

threatened 

or assessed to be threatened, with patient's 

or aBsessed to be threatened, with patient's 

18. When your response was a warning to potential victim, how many of your dangerous out
patients remained in therapy with you? Ic,,~ctt) 

No warning o 1 2 3 
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19. When your response was a warning to the potential victim, how many of your dangerous 
outpatients were subsequently more reluctant to express feelings with you? (c~~cl') 

No warning o 1 2 3 

20. When your response was a warning to the potential victim, how many of your dangerous 
outpatients were subsequently more reluctant to express suicidal urges and ideation 
with you? (c~~elt) 

No warning o 1 2 3 

21. When your response was a warning to the potential victim, how many of your dangerous 
outpatients were subsequently more reluctant to express homicidal and assaultive 
urges and ideation with you? (c~~clt) 

No warning o 1 2 3 

22. If a third party was warned, how would you characterize, in general, the response of 
the potential victim to the warning? 

The ntxt two Queat~ona 4dd~e44 tht ~44ue 06 the pottnt~4l u~ctim'4 P044~ble cont~ibut~on. 
P~lc~p~tat~on, o~ P~Ouoc4t~on 06 the dan9t~ou'ne" 4nd potlnt~al uiolence in yOU" (th~ee) 
outp4t~tnt'. The,e que,tion' 49ain only concl"n"tko" potlnt~ally uioltnt outpat~t"t' 
who a~t da"gt~ou, to 4 , lC~ ~e ~ndiuidu4l. Thl't two ~ul't~O"' w~ll a,k you to apply 
two d~6&t"t"t ,tan a" 4. o~ e ~n~ ~on', 06 u~ctim-p"ec~p~tat~on 0& dan9'"OU'nt'4, The 
'~~4t 'tanda~d that you a"e 4'ktd to apply i4 44 &ollow,: 

-ACTIVE- precipitation by the potential "victim, characterized by the use 
or attempted use of phyaical force, or a threat of serious bodily harm, 
against your patient. (tx., w~6t btat~n9) 

23. Using your clinical judgment, in how many cases of specifically-directed violence 
would this statement hold true? 

o 1 2 3 

The se~ond standard of violence precipitation concerns -PASSIVE- precip
itation by the potential victim. characterized by such behaviors as 
spiraling arguments, emotional manipulation, desertion threats, infidel
ity, etc. In this case, the behavior is in some sense aggressive toward 
your patient. 

24. Using your clinical judgment, in how many cases of specifically-directed violence 
would this statemen~ apply? 

o 1 2 3 

PART II CONFIDENTIALITY 

Th~, po"tion 06 tht au~uty w~ll add"t" ,omt 06 you~ pe~ct~tion' on tht ~"ut 06 
ecn6~dtntial~ty 4nd the th,n4py ~tlation'h~p in 9rnt~al li.t •• it ~4 not con6~ntd to wo~k 
with dan9c~ou' patienta). 
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25. What percentage of (all) your patients would you estimate believe that the content 
of the therap~ relationship is absolutelY confidential? (c4~clt) 

0' 10' 20' 30' 40' 50' 60' 70' 80' 90' 100' 

26. In general, in order for therapy to be successful, a patient's discussions with 
his/her therapist should bel (eh~e. ont) 

Absolutely confidential in all circumstances 

Confidential, except in an emergency (imminent danger of serious bodily 
harm to others or self) 

Confidential, except when the patient gives permission to disclose 

Confidential, except in an emergency (defined above) or when the patient 
gives permission to disclose 

No need to be confidential, as long as discussion is not gossiped about 

27. In general, with what percentage of (all) your patients do you discuss the issue that 
there may be limits to the confidentiality of their therapy discussions? (e~~tL~) 

0' 10' 20' 30' 40' 50' 60' 70' 80' 90' 100' 

QuuUon4 *21 th~ou9h *31 conttlln tht. 60Uow~n9 hypothtt~c4L 4Uu4Uon: .!.! you ... tIlt. to 
in60~m youll P4t~ent4 init~4LLy th4t thtll4py d~4tu44ion4 wClle con6~dent~4L excert in tht.4t 
th~tt ~n4tancc4: II In 4n imt~9tncy (immintnt d4ngtll 06 4tlliou4 60d~ly h41lm to otht~4 Oil 
4cl&1 21 When 4 coullt g~vt6 4n oll.dt~ to di4CL04t, Oil 3) When tht. p4t~tnt 9~Vt.4 Pt~mi4-
4ion. 

28. What percentage of your patients would you estimate would still enter therapy? 

-_._-' 116 0', pLt44t. pllocttd to qut.4t~on *3%) 

29. For those who may remain in therapy, what percentage would you estimate would .be more 
reluctant to express suicidal urges and ideation with you? 

---' 
30. For those who may remain in therapy, what percentage would you estimate would be more 

reluctant to express suicidal urges and ideation with you? 

---' 
31. For those who may remain in therapy, what percentage would you estimate would be more 

reluctant to express homicidal and assaultive urges with you? 

---' 
PART UI THERAPIST VARIABLES 

FinalLy. it wouLd bt uU6uL to how 11 LittLe 4bout !Iou 46 4 thtllap~.t ~n olldCIl to 
6uII.thtll. 4naLyzt thr. i44ue. th4t hAVr. btt" tXAMinr.d in th~6 6UlI.ur.y. 
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32. Your. highest ~egree? H.D. 

Ph.D. 

H.S.W. 

Ho A. 

Other 

(Specify) 

33. How long have you been in practice? 

34. Sexl Female 
____ Hale 

35. Please indicate your primary therapy orientation. 

Behaviorist 

Biological 

Community 

Eclectic 

Existentialist 

Family 

Humanistic 

Psychoanalytic 

Psychodynamic 

Rogerian 

None 

Other 

(Pleue specify) 

years 

(check one) 

Any additional comments that you may have regarding the survey? . 

THANK YOU VERY HUCH FOR YOUR HELP 
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Dear Dr. 

· " 

THE UNIVERSITY OF ARIZONA 
T U C SON, A R I Z 0 N A 85721 

COLLEGE OF LIBERAL ARTS 

Dl.AaTNI.NT or PSYCHOLOGY 

Enclo.ed you vill find a lurvey re9arding i •• uel of potentially dangerou. out

patient. and confi~entiality. In recent year., the ~nt.l health field has witnes.ed a 

national trend in legi.lation that ha. made it incre •• ingly difficult to initiate or to 

prolong civil commitment.. A liberalized policy of ralea.e has brought increasing num

ber. of psychiatric patient. into the community. While these steps have been heralded 

and supported by the majority of ~ntal health practitionerl a. a progressive and humane 

mov.ment, a practical consequence i. that outpatient therapistl increasingly fi~d them

aelves dealing with potentially aggressive and violent clientl and thoae perlonl whose 

control over their behavior may be tenuoul. Patientl presenting luch problems are among 

the molt difficult to treat, and in few other lituation. i. the magnitude cf responsibil

ity felt more acutely by the th.rapi.t. ~herapi.t. may feel anxious about what their 

treatment options and legal duties are in .uch .ituation •• 

~u., the acqui.ition and integration of objective ~nowledge regarding the associ

etion of violence to mental di.order would appear to be a high priority currently ~or 

psychiatric and beh.vioral re.earch. Yet, relative to other topic., there .ee~s to be a 

remarkable dearth of exploration in this area. The focu., therefore, of this .urvey i. 

an atte~pt to acquire objective knowledge regarding potentially violent outpatient. 

which could cc~ceivably h.lp provide information for improving this vital decision

making proc •••• 

~hi •• urv.y il being conduct.d under the auspiee. of the Department of Psycholcgy of 

the University of Arizona. ~e population for this r.search il p.ychiatrist. and p.ychol

ogi.t. in the .tate of Arizona. This wa. the ba.i. for your .election. Strict confident

iality and anonymity of reapon.e. are a •• ured. Only thi. inve.tigator will ever have ac

ces. to the re.pon.e •• the re.pon.e. will not later be used for another purpo •• , and in

dividual responae. will be de.troyed following completion of the atudy. ~he .urvey. are 

coded by number, and this number will only be u.ed for a posaible follow-up with nonre

.ponder.. For further information. the investigator, Denni. McKillop, may be contacted 
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at (602) 3~7-8098 (Tucson). A summary of the survey results may be obtained by checking 

a box on the questionnaire itself. 

I realize that most tllerapista are underpaid, overworked, and under-appreciated and 

have little time to fill out surveys. Above i have outlined sOllie of the ·profeuional· 

and ·.cholarly· rea.on. behind my requeat for you to return this questionnaire. On a 

more personal level, I would like to make a strong appeal for your cooperation. Thi. 

project forma a portion of my dissertation research. In order to have a viable product, 

I need your help to achieve a high return rate. This ia especially so for this particu

lar kind of pragmatic research because the topic of interest is a behaviDr that occurs 

rarely, necessitating tapping a large pool of clinical experience. With my limited 

financea as a graduate student, each single survey returned is important because sample 

size is of necessity not very great. I would therefore like to thank you sincerely in 

advance fOr any consideration you may give this request. 

The questionnaire ia silllply returned in the provided stamped, addressed envelope. 

Time for cor:apletion in pilot studies was 18-22 minutes, lotIen all sections needed to be 

completed. 

7)~/·~rl 
Dennis J. McKillop 

Investi gator 
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THE UNIVERSITY O~ ARIZONA 
T U C SON. Ii R I Z 0 N A 85721 

COLLEGE OF LIBERAL ARTS 

DUAaTMaHT OP PllI'O\OI.OClY 

De.~ Collcasue: 

Thp. issues addressed in this survey are ones that are becoming 

increasingly important to our profession. An understanding of dan-

gerousness and its relationship to mental disorder. along with the 

effects of being confronted with immediately daagl!rcus clients. are 

topics worthy of our attention. Recent court rulings. mental health 

legislation, and liability suits have challenged traditional formula-

tions of confidentiality. concern for the protection of others. and 

therapist liability. While these legal proceedings have profoundly 

affected the practice of psychotherapy in these circumstances, they 

have not yet had the benefit of much solid empirical investigation 

upon which to base such changes. 

1 feel thst this survey will be useful in addressing these 

questions and hope you will give it your eve~ consideration. 

Results of this survey will gladly be made available to you 

if you check the box on the first page which indicates your interest 

in receiving a copy of the findings • 

.. ~ 
Philip Bale I .D. 
Associate Profe Bor 
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Dear Colleague: 

The issues addressed in this survey are ones that are be

coming increasingly impo~tant to our profession. An under

standin~ of dangerousness and its relationship to ~ental 

disorder, along ~'Ii th the effects of being confronted with immed

iately dangerous clients, are certainly topics worthy of our 

attention. Recent court rulings, mental health legislation, 

and liability suits have challenged traditional formulations 

of confidentiality, concern for the protection of others, and 

therapist liabili t:'l. "1hile these leg;al proceedin.~s have pro

foundly affected the practice of psychotherapy in these 

circumstances, they have not yet had the benefit of much solid 

empirical investigation upon '!/hich to base such changes. 

I strongly feel that this survey '#ill be useful in 

addressinC?; these questions and \'Iell \<forth the fe·o{ minutes neerte1 

to complete it. I urge you to c.?;ive it your every consit!eration. 

~n La'iall, ".n. · 
Consul tant, Pima COlmt~' 

Su~erior Court Clinic 
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APPENDIX B 

STRUCTURAL INTERVIEW INSTRUMENT 
AND INTERVIEW LETTER 
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IIIT!:RVIE:\~ 

This group of questions concerns your opinions about the confidential
ity of what you talk about with your thera~ist. Confidentiality 
involves whether the therapist ever talks with another person ahout 
what you discussed in thera~y. Absolute confidentiality means that 
the therapist never tells anyone else what you have discussed in 
therapy. Do you understand what I mean by this? (test by probe) 

1. Do you believe that I~hat you tell your therapist is alwa~·s absolutely 
confidential? 

2. Do you believe that, in an emergency (an imminent danger of serious 
bodily harm to others or yourself), it is all right for your therapist 
to discuss I-lith others what you talked about in therapy? 

3. In such an emergency, "/hich of the following people, if any, do you 
think it is all right for your therapist to talk about your ease? 

((CARD I» 

4. If you told ~'our therapist that you ar'tued with a familv member, 
do you believe that it is all right for your therapist to talk about 
this with others? 

((CARD II» 

5. If you told your therapist that you disliked a family member, do you 

believe that it is all right for your therapist to talk about this 

"Ii~h others? 
((CA.'qD III» 

6. If you told your therapist that you had been driving a car verv 
recklessly and danserouslv recentlv, do you believe that it is all 
right for your therapist to talk about this with others? 

((CARD IV» 
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7. If ~'ou tolcl your therapist that YOIl se:-iou5lv fp.lt lil:e h·.l:"tin" "·'OUl"'

self or killin" ",'ou:-self, do ~'ou believe that it ·is all ri;.ht for 
your thera~ist to talk about this with others? 

«CARD V» 

8. If you told your therapist that you seriously felt like hurtin" or 
killinq another nerson, do you believe that it is all rip,ht for your 
thera?ist to talk about this with others? 

( (C;'!~!) VI» 

9. In your opinion, 1n order for therapy to be successful, a patient's 
discussions with his/her therapist should be: 

«CARD VII» 

10. Has your therapist discussed confidentiality with you·in any way? 
lOA. l1hat was :Uscussed? (,,'hat did he/she tell you?) 
lOB. Do you feel that your therapist would discuss confirlentiality 

with you if you asked? 

Consider the folloldn g situation: «CARD VIII» 

11. ~1i th these exceptions to absolute confidentiality, would you still 
enter therapy? 

12. If you stayed in thera?y under these conditions, '~ould you be more 
reluctant to discuss difficult-to-ex?ress feelings with your thera?ist? 

13. ~f you stayed in therapy under these conditions, would you be more 

reluctant to discuss feelings of wanting to hurt yourself or wanting 
to kill;yourself ,~ith your therapist? 

14. If you stayed in therapy under these conditions, would you be more 
reluctant to discuss feelings of wanting to hurt another person or of 
wanting to kill another person with your therapist? 
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l!>. Listen to your feelin!;:s and oiscuss them '.'Iith you. 

16. Schedule extra sessions. 

17. Prescribe, increase, or alter your medication. 

lB. "!arn the family member you threatened. 

19. Attempt to ~et you and all the relevant family members together for 
therapy. 

20. Telephone the police. 

21. Encoura'!;e you to voluntarily enter a hospital. 

22. Initiate commitment proceedings, if !'OU refuse to ,,:\0 voluntarily. 

Finally, I a'll going to ask you to give your opinion a,bout each one of 

these actions •. In the case where your therapist ••• 

Listened to your feelings and discussed them with you •.• 

A) 'Jould you leflve therapy as soon as possible? 

B) '~ould you feel that your therallist acted in your best interests? 

C) "lould you feel that you could still trust your therapist? 

D) ~'lould you feel that your therapist was a good, competent therapist for 
taking this action? 

E) "lould you remain in therapy but become more inhibited in ~Ihat you said 
to your therapist in future discussions? 

F) "'ould you feel safe because your therapist took this action? 

G) Would you feel that your therapist was a poor, incompetent therapist 
for taking this action? 

H) "10uld you feel that your therapist cared about you and your problems 
by taking this action? 

Do you have any other comments about ho\~ you might feel or how you 
should be treated under these circumstances? 

Your interest in taking this interview was: Low Average High 
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THE UNIVERSITY OP ARIZONA 
T U C SON, A R I Z 0 N A 8.5721 

COLLEOE OF LIBERAL ARTS 

DUAaTN&HT or PlTOiOLOOY 

The project that your therapiat haa juat aak.4 you to volunteer for conaiata of a 

half hour interview. We .ak,you to aimply arrive a half hour early before your next 

regularly eche4ule4 appointment, an4 the int.rviewer will greet you in the waiting area. 

Thia proj.ct ie being con4ucte4 by the Oniveraity of Arizona. It ia not a paycho

logical experiment. It i. an int.rview, 4uring which w. will aek your opinion about what 

ahou14 be 40n. 4uring emergenci.a that aometimea happen during therapy. Th. int.rview.r 

will .lao ~iacu •• with you your view on i.au.a of confid.ntiality. W. are genuinely in

t.reate4 in your opinion, and the anawer. th.t you ahare with U& may enable therapist a to 

give even better car. to client. in the futur •• 

Your anawer. are ab.olutely confi4enti.l. They will be ahare4 with no one unle.a, 

in the unlikely case, something comes up that shou14 be ahare4 with your tharapilt. 'This 

vou14 only occur when it woul4 be beneficial for your therapist to know. In .11 other 

circumltances, only the interviewer will ever have Gccesa to your .nswera, your .nawera 

viII not l.ter b. uae4 for another purpose, an4 your in4ividu.1 anav.rs will b. 4eatroy.4 

following compl.tion of the atu4y. 

Pl •••• rameftber th.t your particip.tion in thi. project ia volunt.ry, that .ny quea

tiona you may bave concarning the interview.can be aake4 at any time, an4 that you may 

with4raw from the interview at any tim. without incurring any ill will or in any manner 

affecting your ther&?y relationahip. 

Your p.rticipation in the half hour int.rview for thia important project will be 

gr.atly appreciate4 by all. THANK YOU: 
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APPENDIX C 

CHECKLIST FOR CHRONIC MENTAL 
ILLNESS DETERMINATION 
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ARIZONA D~PARTMENT OF HEALTH SERVICES 

DIVISION OF BEHAVIORAL HEALTH SERVICES 

CHECKLIST FOR CHRONIC MENTAL ILLNESS DETERMINATION 

L Definition of Chronically Mentally Jll 

'I"M ehronically'mtntally ill art dtfintd CI thost ptr.oru wlwlt tmotioTUlI or btholJioral func
tion"" is .0 impaired a.I to inurftrt Gros"y with thtir eapacit;y to TtmaUa in Iht eommunit;y 
u,i/hDui.upportilJt Irtalmtnt Dr ItrvittJ of a lcng·urm or indtfinile duration. 'I"M mtntal 
dilabilit;y is Itvtrt and ptrlisunt, rtlulting in a lcng·urm limitation of thtir functioTUll 
capacitiu for primary actilJitit. of daily lilJing .uch QI inur·ptr,oTUlI rtlctionship., homt· 
making and ,,If·eart, employment, or 'Certation. 'I"M mental disabilit;ylTllly limit thtil" 
obilit;y to Itek or rtC"tilJt lccal, Stau or Fedtral cssistanct .lU:h 01 housing, medital and tkn· 
101 cort, rehobilitation .ervit", inC"Omt ouistonce and food .tamp., or prouctilJt Itrvitu, 
Although inrloru with primary diagraos" of mtntal retardation or organ it brain 6;yndromt 
trlqauntly JuJlJe similar problem. or limitatioru, they art not to bt includtd in this dtfinition. 

II. Checklist Criteria 

The client must meet ONE of Part A and TWO of Part B criteria. 

OR 

The client must meet ONE of Paragraph A and qualify under Part C criteria. 

A. Diagnostic and Treatment Criteria 

218 

IJ 1. A DSM Diagnostic Coding in the 295·301 Series, and continuous treatment in one, or a 
combination of, the following modalities: 

Inpatient 
'Skilled Nursing Care 

Partial Hospitalization 
Intermediate Nursing Care 

IJ 2. A DSM Diagnostic Coding in the 295·301 Series, and six months continuous residence 
in one of the following: 

Residential Program 
Transitional Progam 

Supervisory Care Home 
Boarding Home 

IJ 3. A DSM Diagnostic Coding in the 295·301 Series and two or more admissions to any of 
the above modalities within a twelve month per~od. 

IJ 4. A DSM Diagnostic Coding in the 295·301 Series with an active ca&e history in an outpa· 
tient modality, end a history of at least one mental health psychiatric hospitalization. 

IJ 5. A DSM Diagnostic Coding in the 295·299 Series indicating a need for treatment of at 
least one year's duration in an outpatient or day treatment modality. 

B. Impaired Role Functioning: 

In addition to one of the preceding, the client will satisfy at lealt TWO crite~ia, number. 1 
through 8, or meet the condition in Paragraph C, below. 

IJ 1. Unemployed or has limited job skills and/or a poor work history. ' 

IJ 2. Employed in a sheltered work setting. 



C 3. Requires public financial assistant·" f"r maintenance andlo:, requires help to leek a •. 
listance. 

o 4. Does not seek appropriate support;\': community services without assistance. 

C 5. .Lacks supportive social systems in tl".e community (i,e., no close frienda or group affilia· 
tions, lives alone, il highly Lransit:nt). 

C 6. Requ.ires assistance in basic life and r.ur\'jval skills <must be reminded to take medica· 
tion, must have transportation to mental health clinic and other supportive lervices, 
needs assistance in self·care, household management, etc.> 

o 7. Exhibits inappropriate or dangerous social behavior which results in demand for inter· 
\'ention by the mental health andlor judicialllegal syatem. 

C 8. Is placed in a nursing home or boarding home setting due to financial cOllBiderationa 
andlor because a less restrictive suitable environment is not available. 

C. C The client does not meet any of the functional criteria at present, but has a history of 
functional impairment at the required level with the assumption that reversion would 
occur without medication andlor therapeutic intervention. 

This checklist u 10 be filed ill the client file of ell clients determiMd to be chroni.c-ell~ mentall~ ilL 

Total No. of Criteria Met 

DS!.1 Disgncstic Code: ________ _ PartA, ___ _ 

Datoe of Dif.;&csis: __________ _ PartB. ___ _ 

Diagnostician: PartC, ___ _ 

PerlOn Completing Checkliat Title Date 
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