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            Further praise for The Devil You Know:

            ‘From one of the most distinguished and brilliant minds in psychiatry, The Devil You Know is an illuminating page-turner. Meticulous, elegant, provoking, this book is a profound act of social service.’ Marina Cantacuzino, The Forgiveness Project

            ‘Doctors’ professional biographies are plentiful … but few so elegantly probe the inscrutable.’ The Lancet

            ‘You can almost hear the jangling keys and slamming doors. It also raises interesting questions about how we regard serious offenders, why they commit crimes – and if we understand this, can we care better for people who are unwell … There is an urgent need for more understanding of serious offending.’ Law Society Gazette

            ‘Challenging but really important.’ Alastair Campbell

            ‘Hope is a verb, infusing every chapter in this remarkable account of a therapist working with violent offenders; full of wisdom and insight, warmth and mercy, this book offers new ways of seeing our common humanity.’ Sister Helen Prejean CSJ, author of Dead Man Walking

            ‘The stories in this book take us into dark places inside the human mind and human behaviour. Adshead and Horne have created a way to guide us through that darkness into understanding and compassion. Stories don’t come any richer than that.’ Sarah Dunant

            ‘Valuable and absorbing … [The Devil You Know] will help us to move away from our blindness and misconceptions and shine a light on the stories beyond the headlines – stories that desperately need to be heard.’ Joanna Cannon, Guardian

            ‘It is precisely [Adshead’s] gift for empathy that offsets the desolation of much of what she describes … This revelatory book encourages us to see that it is our responsibility to consider the worst of humanity – and of ourselves. And while we are at it, it urges us to hang on to Adshead’s most powerful imperative: “the duty of hope”.’ Kate Kellaway, Observer

            ‘This book is both a gift and an invitation to transform the judging mind; may it touch many.’ Father Richard Rohr OFM
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            To Laura, whose Spirit brought us together

         

      

   


   
      
         
            The reason for evil in the world is that people are not able to tell their stories.

            attributed to carl jung
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            Introduction

         

         In that distant time when people on aeroplanes used to talk to each other, I’d sometimes get asked what I did for a living. ‘I’m a psychiatrist and psychotherapist who works with violent offenders,’ I would reply. Mild curiosity would shift to amazement. ‘But surely those people can’t be helped, can they? Aren’t they born that way?’ Some would call it ‘a waste of time’ to bother with ‘such monsters’; the occasional British fellow traveller might offer, sotto voce, ‘Frankly, I think Parliament ought to bring back hanging.’ Nowadays, if anyone starts up a chat while we’re fastening our seatbelts, I’m inclined to tell them I’m a florist.

         But I’ve started to feel a sense of urgency about coming forward to offer a better response to questions of how and why I do this job. Listening to people articulate how they came to commit unspeakable acts of cruelty and working to help them take responsibility for their actions, I’ve learned some powerful lessons about human nature. In thirty years of tremendously rewarding and often unpredictable encounters with ‘those people’, I’ve been privileged to witness the amazing capacity of our minds for change.

         In this moment of increasing polarisation and othering, I believe there’s comfort and hope to be found in these narratives, which at first glance may seem to be about ‘those people’ we most fear, but which gradually reveal a common humanity. In each chapter, I invite you into the room with me to show you what I’ve seen and heard at the extremes of human experience. In doing so, I hope to turn the deep suffering lived and caused by the unfortunate few into narratives that contain value for the many. Despite their differences, every patient represented here reveals how good and evil, right and wrong, and labels of victim and perpetrator are not set in stone and may coexist.

         The Latin proverb that gives this book its title suggests that the devils we know are less risky than the ones we don’t. By getting up close to the unknown and the feared, I believe you will find, as I have, that we are more alike than we are different. I realise that accepting our common humanity with ‘monsters’ may be hard for the reader – it has been for me. To paraphrase the beautiful words of Lear’s daughter, ‘We ever but slenderly know ourselves.’

         Every violent crime is a tragedy for all who are involved. I am not here to argue that any such action should be excused, or that our prisons and secure hospitals should be emptied. While I think we imprison far too many people, essentially to feed the public appetite for revenge, I have no doubt that a subgroup of violent offenders will have to stay in secure settings long-term. I also understand that revenge is human and natural, but it can keep us stuck in our fear and anger, mirroring the very cruelty we condemn as ‘evil’.1 There is wisdom in the popular notion that hating someone else is like taking poison and waiting for them to die. And as Gandhi and others have observed, it is a measure of a just society that we treat the worst among us with compassion. That’s where forensic psychiatry comes in.

         Back when I was in medical school in the 1980s, psychiatry was still a specialism that was often discounted, despite the evidence, known since classical times, that a healthy mind is essential to a healthy body. (And a healthy society too – as a colleague of mine likes to say, ‘Psychiatrists are doctors who look after the only part of the body that votes.’) As a student, I briefly considered pursuing orthopaedic surgery, probably because I wanted to fix things and was attracted by its pragmatic effectiveness. But psychiatry drew me in because I saw that the complexity and power of the human mind were immense and that changing minds had significance both personally and politically. When I started out, I thought the task was to make people feel better, but time has taught me that it is about helping them to better know their minds, which is quite another matter.

         In those days, the prevailing metaphor was that of the mind as a computer, a machine where identity is hard-wired. Thoughts and emotions are ‘processed’ and ‘filed’; we ‘switch modes’ or ‘default’ when carrying out different functions. But after many years, I’ve come to think of the mind as a coral reef: ancient, layered and mysterious, not without shadows and risk but containing nourishing diversity. It might appear chaotic, but it is a structured ecosystem, endlessly fascinating and essential to life. Under environmental stress, reef systems may bleach out and wither, but we’ve also seen how they can be responsive to certain interventions and made more resilient. The exploration of the mind that I embarked on as a student, and which I continue every day, requires a deep dive into a darkness where things of great beauty as well as danger might appear. This can be a turbulent process for both me and my patients; I have no hesitation in admitting it took time and effort to acclimatise myself and learn to breathe easy.

         The word ‘forensic’ derives from the Latin forum, a place to hear legal disputes. Beyond providing assessments, making diagnoses and co-ordinating the care of patients like any other medical specialist, forensic psychiatrists address how a society responds to and treats those people who break the criminal law. The work raises many ethical and legal questions about responsibility, agency and blame for actions done when people are mentally unwell. Those of us who work in secure hospitals are members of a team providing co-ordinated care, as I have done for most of my career. Not unlike ‘dive buddies’, we discuss a plan and share responsibility for each other’s safety. Forensic work has been an ideal choice for me: I am by nature a collaborator, as borne out by my favoured work as a group therapist and my co-authoring this book.

         I’ve spent my working life employed by the National Health Service. As many readers will be aware, the NHS was founded after the Second World War on the principle that health care should be provided by the state and funded from the public purse, because all citizens benefit from a healthy population. But as costs have risen and people live longer, successive governments have moved the NHS towards a more market-based model to cope with demand. References to NHS ‘trusts’ in the pages that follow signify the individual business units (much like the US model of HMOs) that were set up following a massive restructuring in 2001. Today, the UK, like so many other countries, struggles to provide good enough mental health care. It is the urgent task of our time to consider how we can rebalance priorities and recognise the huge social and human benefits of caring equally for the mind and body.

         My colleagues and I have to live with knowing that we work in a flawed and compromised system, especially in prisons, where the demand for mental health care far outstrips capacity. We are part of a democracy, where people vote for governments whose policies, including mass incarceration, reflect the will of a majority. Although convictions for criminal violence have fallen since I began my medical training, more people are being sent to prison for longer. With rates higher in England and Wales than anywhere else in western Europe, the number of incarcerated people needing mental health care has also risen.2 Unfortunately, about 70 per cent of prisoners are estimated to have at least two mental health issues, which means that every time I work with one distressed person in prison, I know there are many more like them whom I will never reach. That doesn’t mean I can throw up my hands in protest and walk away; all doctors go towards suffering and make what difference they can.

         Over the course of the last three decades, I’ve spent time working in prisons and the community, but for the most part I’ve been based at Broadmoor Hospital in Berkshire, about fifty miles west of London. Built in 1863 as part of a Victorian system of asylums (from the Greek, meaning ‘refuge’), these were venues where ‘criminal lunatics’ could be cared for, sometimes indefinitely. Its original mock-Gothic appearance and a history of housing some of Britain’s most notorious criminals led Broadmoor to hold a particularly lurid position in the public’s imagination. But today, places like Broadmoor are no longer seen as oubliettes for people who are condemned and rejected; they care for patients who generally make progress, and the average stay is five years. When I joined the staff, there were around six hundred male and female patients being treated in the red-brick complex. It now houses only two hundred men in new, modern buildings and, truthfully, it looks more like a small regional airport than the stuff of nightmares. Most of the patients I see there are either committed by a judge after trial or transferred from prison for treatment if their mental health has deteriorated.

         Over the years, I’ve come to think of ‘these people’ as survivors of a disaster, where they are the disaster. My colleagues and I are the first responders, meeting them at a turning point in their lives and help them to come to terms with a new identity, which may feel indelible. As one of my patients memorably put it to me, ‘You can be an ex-bus driver but you can’t be an ex-murderer.’ Helping someone work through shame and trauma, exploring the causes and consequences of their violence, can be a difficult and lengthy process. Sessions can be halting and disjointed at times, ‘pain-staking’ as they are. Some people have no words to talk about their feelings or cannot grasp what is real. To translate my experience, I joined forces with my good friend Eileen Horne, a dramatist and storyteller, professions that – much like my own – have long been occupied with making sense out of the senseless and using imagination to generate compassion. Together we identified patient stories drawn from many clinical encounters over the years, bringing them to life in careful composites that protect privacy and honour doctor–patient privilege, as well as respecting the victims, their families and the families of the perpetrators.

         Starting from my early days as a junior psychotherapist at Broadmoor Hospital, in this book I have charted the arc of my professional life and the lessons learned, often by making mistakes. Along the way, I reflect on the tectonic changes I have witnessed in the NHS. The patients described in the pages that follow have committed a wide range of offences and have differing backgrounds and mental health issues, allowing me to illustrate some of the developments in psychological therapies and changes in the justice system over time. I also consider the prognosis for the future. I’ve highlighted some areas where, in my view, certain eminently achievable changes in approach or attitude could make a great difference not only to forensic patients, but to the general public’s safety and well-being.

         My practice has been entirely in the UK, but I will bring in data, research and professional practices from other countries, as well as cases in the public domain where relevant – particularly from the US. There is a gender balance in these stories, even though women represent under 5 per cent of the offender population in Britain,3 because I’ve done a lot of research into female violence and worked with many violent women, and I know their voices are not always heard. About a quarter of the book features people of colour, because this is proportionate to the prison and secure hospital populations – quite a telling fact, when they constitute only about an eighth of the UK’s general population. Finally, although most of my work has been with homicide perpetrators in secure hospitals, other violent offences are featured here, including arson, stalking and sexual violence, based on people I’ve treated in prisons or on probation. Two chapters are about people who haven’t even been charged with a crime, when I had to consider their potential risk.

         An important theme that runs throughout this book and all forensic work is the idea of common risk factors for violence. A colleague of mine once helpfully likened the enacting of violence to the release of a bicycle combination lock, and I return to this often. The first two ‘numbers’ that align are likely to be sociopolitical, related to masculinity, vulnerability and poverty; put bluntly, most violence is committed by young, poor males. The next two factors may be specific to the perpetrator, such as substance abuse or varying kinds of childhood adversity. The final ‘number’, the one that causes the lock to spring open and release an act of harmful cruelty, is the most intriguing. I’ve found that it tends to be idiosyncratic, something in the action of the victim which has meaning only to the perpetrator: a subtle gesture, a familiar phrase, even a smile. At the centre of my work with offenders is always a search for this fatal, final factor that tips them into violence, so we may work out how it fits with the whole history of their lives. It’s often like tracking an elusive quarry, a darting, tiny fish in a maze of kelp and coral. It requires time and an opening of the mind, a willingness to look and a little light.

         One of my most influential teachers and mentors was Dr Murray Cox, another medical psychotherapist at Broadmoor. He often talked about the importance of listening out for the unconscious poetry that may be heard from those who seem brutal, even inhuman, and I’ve shared some striking examples of this in the pages that follow. Murray had a patient who once told him, ‘I’m blind because I see too much, so I study by a dark lamp.’4 This remarkable metaphor sums up my goal for this book: we can all be blinded sometimes, whether by fear, intolerance or denial. The person sitting next to me on the aeroplane who is instantly afraid or dismissive of my patients may also ‘see too much’ at the surface level of films, social media or sensational news reports. I’m inviting readers to look below the surface, to get beyond the myths and preconceptions, in deep dives down to where dark stories hold much enlightenment. Together we will encounter individuals, not data points or monsters.

         This course won’t always run smooth. It takes a radical kind of empathy to sit with a man who has decapitated his lover or a woman who has stabbed a friend multiple times, let alone someone who has harmed their own child. Seeking to comprehend them and gain new insights about ourselves will require going where they walk, seeing what they see. Some things I ask you to look at will be hard to unsee, but I will be by your side, working to turn suffering into meaning. Chapter by chapter, as the light grows stronger, I hope the reader will be able to visualise new possibilities for acceptance and change.

         
             

         

         Dr Gwen Adshead and Eileen Horne

Revised and updated for the paperback edition, 2022

         
            Notes

            1 Some more reflections on the idea of evil can be found here: Adshead, G. (2006) ‘Capacities and Dispositions. What Psychiatry and Psychology Have to Say about Evil’, in Mason, T. (Ed.), Forensic Psychiatry: Influences of Evil (New Jersey: Humana Press), pp. 259–71.

            2 See Prison Reform Trust (2018) Bromley Briefings Prison Factfile: Autumn 2018 (London: PRT). Ministry of Justice (2018) Prison Receptions 2018 (London: Ministry of Justice).

            3 It was nearly 5 per cent in the PRT’s 2018 studies, but the figures are rising annually. See the PRT fact sheet from April 2019 titled ‘Why Women/England and Wales’ for more granular detail.

            4 Cox, M. A. (1995) ‘Dark Lamp: Special Hospitals as Agents of Change: Psychotherapy at Broadmoor’, Criminal Justice Matters, 21:1, 10–11.
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            TONY

         

         ‘Who wants to see a serial killer?’ We were in the weekly psychotherapy department meeting at the hospital, where referrals are discussed and allocated. Most people had taken on a new case, and we were onto the last few. There was some brief laughter in response to the chair of the meeting’s ironic query, but nobody volunteered. ‘Really? No takers?’ I was itching to raise my hand, but as the most junior person in the room, I worried that I might be seen as professionally naive or that I had a prurient interest. I could sense the invisible collective shrug of my colleagues around the table. The public, stoked by popular entertainment and the media, are endlessly fascinated by those rare people who commit multiple homicides. But within my profession they generate much less interest. Rehabilitation into the community is never going to be an option for them. As one of my colleagues remarked to me, ‘What have they got to talk about except death?’

         I had a lot to learn. It was the mid-1990s, and I had recently started at Broadmoor Hospital, an NHS facility set amidst rolling hills and woodland in a picturesque area of south-east England, not far from Eton College and Windsor Castle. After qualifying as a forensic psychiatrist a few years earlier, I had welcomed an opportunity to come and work part-time as a locum (or ‘temp’ doctor, filling in as necessary) at Broadmoor while I was completing my additional training as a psychotherapist. To build up my skills, I needed to spend as many hours as I could giving one-to-one therapy to patients while I was under supervision. It seemed to me that a man going nowhere would have a lot of time – and if he wanted to talk about death, well, that was on my curriculum.

         It may be surprising that we were having this discussion at all. Attitudes to, and the resourcing of, mental health care for offenders, whether they are in hospital or in prison, vary considerably around the world. My European and Antipodean colleagues work in systems similar to the UK’s, where some individual therapy is offered, but many other countries have none. I’ve found my American colleagues in particular always remark on the differences. Having visited a number of different countries to observe first hand how things work, I’ve been struck by the fact that it is those that have known military occupation within the last century, like Norway and Holland, which have among the most humane, progressive attitudes to the mental health treatment of violent offenders. Some studies suggest that experience makes it easier for them to understand these fellow human beings as rule-breakers who are ill rather than ‘bad people’.

         ‘I’ll take the referral,’ I said. ‘What’s his name?’ I looked to my supervisor as I spoke, hoping he’d support me. He smiled his agreement. ‘Knock yourself out, Gwen.’ One of the senior doctors chipped in. ‘I saw one of these guys in prison for years. All he did was drone on and on about his art classes and how good he was at painting still lifes …’ That comment actually struck me as intriguing, but before I could ask about it, the chair was handing me the referral letter, saying, ‘He’s all yours. Tony X … killed three men, decapitation, I think. Oh – and by the way, he asked for therapy.’ The older colleague gave me a knowing look: ‘Mind how you go.’

         It was only later that my supervisor, a man of huge experience, told me had only ever seen one serial killer himself, and that was for a psychiatric assessment, not long-term therapy. I was glad I would be able to access his knowledge and support as I went forward. To this day I greatly value that sense of being held by my colleagues and miss it when I’m working outside of institutional environments. I confessed to him that as a trainee, I thought I was lucky to get such an opportunity. Now I was beginning to feel a bit daunted. I went away to prepare as best I could, but soon realised that while there were a lot of lurid reports out there about serial killers, there was little available on how to talk to one, and nothing about how to offer him therapy.

         By definition, serial killers kill repeatedly, but there is no official agreement about the number of victims required for membership of this macabre club. Historically, there had been quite a debate about this, with some consensus reached around three or more, although public attention has always inevitably been given to the smaller subset of preternatural individuals who kill dozens of people in separate events. It was a little disconcerting to read about the medical professionals within their number, who had easy access and the means to carry out their crimes, often going unchecked and unsuspected for years. A cooling-off period or gap between killings is also an accepted criterion, and their victims are not thought to be randomly chosen. Spree killers, who may take the lives of a great many people in one day, tend not to be included in this category, and for some reason I’ve never fully understood, neither do the politicians and leaders responsible for the deaths of thousands or even millions of their fellow men.1

         From the vast volume of fiction, film and TV shows on the subject it would be easy to get the impression that killing multiple people is a common crime that’s happening all the time, everywhere. The data provide a different picture. There is evidence that serial killing can and does happen around the world, with reported instances on every continent, but even allowing for under-reporting, poor or deliberately opaque data and the ones that got away, we know that this kind of multiple-event homicide is vanishingly rare. I can’t give you definitive figures for this crime any more than I can for most other forms of violence; nothing is certain but uncertainty in this field, for a variety of reasons, from under-reporting to different standards of classification and methods of data collection over time and different geographies. A search engine query about global figures for serial killing offers more than six million articles and answers. The majority of these will agree that serial killers are overwhelmingly male and an endangered species, falling into decline in recent years; this is in line with global crime statistics of all kinds, which demonstrate a slow decrease in all violence over the last quarter-century.

         One recent study which focused on the last hundred years, led by Professor Mike Aamodt at Radford University in Virginia in 2016, created a database which showed there were twenty-nine serial killers caught and identified in the US in 2015, versus a peak of one hundred and forty-five during the 1980s.2 Some FBI figures I’ve seen quoted put those numbers at a much higher level (over four thousand in 1982, for example3), which only emphasises the difficulty of data collection and a lack of universal criteria for comparison; but every source I’ve found supports the idea of a diminishing number. Some credit for this must go to improved detection and surveillance methods, and specialist units set up by different law enforcement groups to study and deter the perpetrators. Another major contributor is probably the widespread use of mobile phones and social media, which makes it much harder for people (whether victims or predators) to disappear without trace.

         Law enforcement sources don’t publish country-by-country comparative lists of serial killers, but drawing from the same Radford study, the US is at the head of the pack by a considerable margin, claiming nearly 70 per cent of all known serial killers in the world, and this is borne out by other sources I’ve looked at, from Wikipedia to various journalistic pieces. By contrast, England, which comes in second place, is at 3.5 per cent, South Africa and Canada are next at about 2.5 per cent, and China, with its vastly larger population, has just over 1 per cent of the total. I don’t know why the US dominates in this way, but theories abound, from ideas about the lack of gun regulation there to their decentralised law enforcement to the dangers of American ultra-individualism. It may well be that the Americans are just better at detecting and telling us about them, thanks to a free press and a relatively open government. But the number of serial killers caught in the US per year is still tiny relative to the country’s total population of over three hundred million, and it is also dwarfed by their ‘regular’ homicide numbers. In one large American urban centre, such as Chicago or New York, four hundred murders in just a single year are considered unremarkable. By contrast, that figure represents two-thirds of the annual homicide rate across the whole of England and Wales.

         At the time I met Tony, I knew that there had been a few serial killers admitted as patients to Broadmoor, people with tabloid-generated pseudonyms like Ripper or Strangler. Although the majority of homicide perpetrators admitted to the hospital had killed only a single victim when mentally ill, these few repeat killers contributed to Broadmoor’s public status as a kind of grim receptacle of unspeakable evil. I knew that reputation, and it was enhanced by the hospital’s appearance as a red-brick Victorian fortress, although when I first went to work there, in 1996, the process of modernisation had begun. I remember being struck at first by the seemingly endless doors and airlocks and gates, which required a complex assortment of keys that had to be drawn each morning at security and attached to my person at all times by a big, heavy leather belt. Initially it was cumbersome, but I got used to it. I actually developed a sentimental attachment to the extra-large belt I was given when I was pregnant with my first child, and I have it still.

         Once inside the gates, my early impression was of a university campus, with different buildings scattered about and walkways between them. There were carefully tended gardens and flowering trees. Best of all there was the terrace, which had a magnificent view over four counties. I’ve always thought it was a massive act of kindness to give those men and women a place to walk, with a perspective that invited broader thinking and hope. There were high red-brick walls that circled the perimeter of the grounds; I’ve always seen them as a valuable divider between my personal and professional life, enabling me to leave my work behind each night, to be held securely until my return.

         On the day of my first session with Tony, I arrived early to check in with the ward staff and make sure that the room I’d booked to work in hadn’t been snaffled by someone else; as in every hospital I’d ever worked in, there were not enough therapy rooms at Broadmoor and there was always competition for space. I also wanted to set it up to my liking, with the chairs placed well apart, the patient’s by the window and mine nearest the door. ‘Never let the patient block your exit’ was a bit of lore I picked up as a trainee, and I stick to it even now. There’s also something important about allowing a respectful space for reflection between the participants; that notion of social etiquette we refer to as ‘not getting into someone else’s space’ is just as important in therapy, if not more so. I fussed about with the angle of the chairs, as if exactly the right placement might help me make a connection with this stranger.

         I felt nervous and knew I was flying by the seat of my pants. For one thing, I didn’t have a lot of information about him, beyond what I’d been able to glean from the referral letter. There was still a records department at the hospital in those days, and a clinician had the authority to walk in and request to pull files on their patient, but then, as now, there wasn’t a complete record. We could assemble a collage of their family background, education, medical history, police files, trial proceedings or prison documentation, but always with gaps. Ultimately, we knew we could only really get to know a person by speaking with them and hoping they would open up to us.

         Today, such background documentation is held on computers, not piled into dusty box files, but that doesn’t mean there’s a button to press or a code to type in that will unlock a trove of valuable material. If anything, it is harder to get useful details now, in this era of increased information governance and new legal privacy protections, than when I started out. We jump through hoops and have to rely on a range of people in different functions who may or may not be disposed to assist us. Sometimes I feel a little like one of those hapless private eyes in fiction who must manage to charm a friendly cop or otherwise shuffle around begging for reliable information in order to uncover clues. Maybe this is one reason why I enjoy reading detective novels so much in my leisure time: it is pure pleasure to sit back and let someone else do the problem-solving.

         I was not even clear about what I was hoping to achieve with Tony that first day, nor what the work would entail. How would we ever know if he was ‘better’? And what would that mean for a man who had three life sentences and was unlikely to be released until he was an old man, if ever? I was also having some qualms about ‘practising’ on another human being’s mind as part of my education. If what I was offering was pointless for him but helpful for me, wasn’t I mirroring some of his own cruelty and exploitative behaviour? I reminded myself that he must have had some need or purpose in requesting therapy, and I would have to find out what that was, even if it might not be straightforward. Deceit is a hallmark of psychopathy, which is a severe disorder of the personality that I knew was associated with serial killers. I realised it was possible Tony wanted therapy merely to help fill the chasm of time that he faced in custody. ‘If that is the case,’ I thought selfishly, ‘I won’t learn much.’ Maybe I’d been foolish to take this work on – but it was too late to back out now. Out of the corner of my eye, I could see through the reinforced glass in the door that a man was approaching, escorted by a nurse, and it was time to begin.

         ‘Mr X? Good morning, I’m Dr Adshead, thank you for coming to—’ He interrupted me, his voice gravelly and a little brusque. ‘Tony.’ It sounded like he might be anxious too. He allowed me to usher him in and direct him to the chair by the window, composing himself in a comfortable position without meeting my eyes. Gaze aversion is useful for all of us as a way to regulate intimacy, and I wouldn’t expect someone to make full eye contact at first. On the other hand, I knew Tony had worked as a waiter before his conviction, a role that required him to engage and to look strangers in the eye. I wondered in passing if he had made good tips. Was he charming to his customers? To his victims? I was conscious he might try to charm me.

         I began by running through some important guidelines for therapy in secure settings. Chief among these was the principle that while he could expect some degree of doctor–patient confidentiality, if he told me anything that suggested a risk to himself or others, I would need to share it with the team looking after him. Our work together would be part of the care that his team was providing, and I explained that I’d be liaising with those team members on a regular basis, including the nursing staff, the team psychologist and the consultant psychiatrist overseeing his care. All of this was part of an effort to keep him safe and ensure continuity. Our meeting would last for fifty minutes, I told him, and we would need to adhere to that each time we got together.

         I tend to keep to this boundary even though forensic hospitals are very different from Sigmund Freud’s comfortable consulting rooms. He initiated the fifty-minute session, or ‘therapeutic hour’, perhaps so that he could meet patients on the hour without them crossing over in the waiting room, or maybe he just wanted a break. Unlike Freud or most psychotherapists working in private practice, I don’t see people back to back in the course of my work, so I don’t need that buffer. Every day is different, but it would be unusual for me to see more than two or three patients in a day, partly because each session has to be written up in detail afterwards, and also because I have to make time to liaise with the other colleagues who work with the patients I see. I had learned by this time that the first five or ten minutes after a session are invaluable for jotting down memorable phrases or ideas that emerged in the session, while they are fresh in the mind. I don’t take notes while people are talking, not least because it can make the interaction seem more like an interrogation than a conversation; it’s also not a good idea if the patient is paranoid, for obvious reasons. Most forensic therapists train themselves to memorise their sessions. When I was working with Tony, I was still honing this skill, and I was anxious to work hard at recalling some of the exact words people used in order to retain key images, metaphors and their language of self. I found it helped me to divide the session into three chunks, to try to keep things from getting jumbled in my memory. That wasn’t always straightforward, and it would remind me of Larkin’s observation (paraphrasing Aristotle) that the novel, like a tragedy, has ‘a beginning, a muddle and an end’.

         Tony nodded along as I talked him through the preliminaries, seeming neither concerned nor particularly interested. I thought he had the look of an actor – not a leading man, more the nondescript fellow hovering behind the powerful boss’s shoulder. His hairline was receding, but his bare forearms and hands were furred with black curls, with more sprouting from the neck of his T-shirt. He was short and stocky, verging on overweight; it is difficult for our patients to avoid putting on extra pounds, as exercise is somewhat limited, the food is starchy and certain medications cause weight gain. He wasn’t showing any hostility or resistance, but after I’d finished my explanations he stayed silent. He just sat there with me for a long, long time, probably several minutes, and I wasn’t sure what to do.

         Today, I’m not sure I’d let such a silence run for so long, especially in a first session with a patient who could be anxious or paranoid and might experience it as threatening. But at that stage in my training, I’d learned that a psychotherapist shouldn’t speak first, instead letting the patient start the session as they chose. I waited, and after a bit, I found I didn’t mind the silence. Nor apparently did Tony, who sat idly picking a hangnail on his thumb, not looking at me. And yet I had a sense he was taking the time to size me up, considering whether he could trust me. Eventually, I thought of a way out. ‘What kind of silence is this for you?’ I asked. He jerked his head up, startled. Then he broke into a friendly, open smile. I could see how attractive he might be, how he would easily convince you to order the daily special or another glass of wine. ‘Nobody’s ever asked me a question like that before.’

         I told him therapy could sometimes involve odd questions, trying to hold eye contact with him as I said it. His eyes were so dark they appeared almost black, as if the pupil were a broken yolk that had spread into the iris. He let his gaze drift off to one side, over my shoulder, towards the glass panel in the door just behind me, which looked out on the corridor. There were sounds of life out there, underscored by the hum of the ward TV, which was always on – usually tuned to MTV in those days. I heard people talking, a low and indistinct murmur some way off. Closer to hand, someone’s voice rose in complaint to a staff member outside, and we both listened until they moved off. Then he answered me: ‘I was thinking that it was kind of peaceful in here.’ I thought I detected the careful diction that I associate with those for whom English is their second language. ‘This ward is so noisy,’ he said. ‘Is it?’ I asked. I had the sense he wasn’t just talking about that moment, that he had a larger point to make.

         ‘There’s a man in the room next to mine who keeps shouting in the night and—’ He stopped himself, as if he needed to monitor what he said, perhaps wanting to make a good impression and not appear to be a moaner. ‘I mean, I don’t want to complain, it’s better here than in prison, but I don’t sleep well … so it’s nice to sit quietly for a bit. And Jamie, that’s my primary nurse, he said this was a good thing for me to do, and he’s a good guy. I trust him.’ I thought, but didn’t say to Tony, ‘But there’s no reason for you to trust me at this point,’ and made a mental note to talk to Jamie as soon as possible. Tony’s comment reflected how important the role of the primary nurse can be; they offer individual support sessions to their patients and usually have the best understanding of their state of mind. My work has to be integrated with the work of the nurses, who spend so much more time with the patient than I do, and I have come to rely on their observations and greatly respect their insights.

         Over time, as this case and others will illustrate, I’ve seen just how essential it is for the nurses and the therapist to work in tandem so nothing is missed – much like teachers and parents must liaise to help children develop and grow. This is not to say our patients are childish (although some seem stuck in their memories of childhood), but the demands of a secure environment inevitably limit patients’ autonomy and liberty, which can leave them feeling like children and dependent on professionals to help them get what they want.

         At no time in this initial interview did I form the impression that Tony was in the secure hospital by design, as some happy alternative to prison. The media seem eager to perpetuate the idea that criminals try to blag their way into secure psychiatric hospitals as a cushy alternative to prison, but the reality is very different. Life in these hospitals is psychologically demanding. In prison it is possible to withdraw and to some extent fade into the anonymity and monotony of routines, but in secure units choice and privacy are severely limited, and professionals like me come around all the time, asking difficult questions about mood and feelings. In fact, most offenders don’t want to be sent to psychiatric services (there’s an unpleasant phrase for this: being ‘nutted off’) because it’s stigmatising and, unlike most prison sentences, it can be indefinite.

         I asked Tony if he could tell me more about his problems with sleeping. He’d been depressed, and insomnia is a curse of anxiety and mood disorders, but I was intrigued that he’d mentioned it to me so quickly. ‘I have nightmares.’ This was an opening. Most of us don’t tend to introduce the idea of a dream or nightmare to another person without wanting to unburden ourselves. There are some entrenched stereotypes of therapists interpreting dreams to explain people’s minds to them, but the best therapists follow where the patients lead and assume that the patient is the expert on their own mind. But back then, I was like a learner driver in psychotherapy, keen to do everything by the book, and for a brief moment I thought, rather wildly, that maybe I ought to delve into Tony’s dream like a ‘proper’ analyst. Was that what he wanted? But when I asked if he could tell me more about his nightmares, Tony shook his head emphatically. Silence resumed. I sat back in my chair, trying to look relaxed and to convey with my body language that I was fine with his reticence. It is never easy for two people who don’t know each other to talk about dreadful things.

         My mind wandered to memories of other first sessions, to my colleagues and mentors discussing how to talk and listen to people who’ve killed. Soon I was miles away, only to be pulled back into the room when he spoke again. His voice had challenge in it. ‘So how does this work? We just sit here? Aren’t you going to ask me more questions?’ It appeared that he wasn’t comfortable any more with the peace in the room and was using enquiry to disrupt it. I responded that it could take a while for us to get to know each other and become comfortable, and in the meantime it was possible that silences might come and go, and could feel different at different times. I reminded him that he’d said he liked it before and asked if that had changed. ‘Now I feel a bit tense for some reason,’ he answered. I mentally punched the air at this seemingly innocuous reply, because it revealed that Tony had the capacity to notice his mental experience and could describe how it altered over time. He had also answered a direct question without defensiveness. Every time I see anyone as a therapist, I want to know, are they curious? Are they willing? Are they interested in their own mind? These were good signs.

         I knew that it was sometimes easier for people to respond to questions at the start of therapy, so I asked another one. I wanted to know if he saw any connection between his tension and the nightmares he had spoken about. He folded his arms across his broad chest, and I had the thought that he wanted to block me – he was also covering his heart, as if protecting it from some perceived threat. ‘I don’t want to talk about the nightmares. It will be upsetting for me, and I don’t see how it will help.’ Well, that was clear enough. I didn’t try to reassure him. It’s a strange paradox in psychology that reassurance can convey to a patient that the therapist doesn’t really want to hear about whatever is worrying them; this might be just as applicable in other environments – at work, in school or in the home – whenever people are in close dialogue about emotive subjects. I knew I needed to show that I was there to listen to whatever he had to say, when he was ready, even if it was difficult. Changing the subject, I reminded him I was there at his request, asking him bluntly, ‘Can you tell me, why did you want to see a therapist?’ Again, I was still finding my way in this work, and with the benefit of many more years of experience, I doubt I would ask a ‘why’ question so early, because it can feel too intrusive. But once again, he answered me readily: ‘Because I think … I know I have to try and understand what I did, and I guess that this kind of talking might help. I told you – that’s what Jamie said.’

         I used this mention of his nurse to go on and explore what he thought about the team looking after him more generally, then asked for his account of how it was that he had been transferred to the hospital. He told me he had been ten years into his life sentence in a high-security prison when he’d been attacked on a landing by some other prisoners, who called him a nonce – pejorative prison slang for sex offender. Tony stammered a little as he described to me how three men had jumped him, holding him down and stabbing him with a home-made weapon, which he later found out was a sharpened toothbrush. He had needed emergency surgery and was fortunate to survive. When he recovered physically, he became depressed, particularly as he had considered one of the three attackers to be a friend. He made a serious suicide attempt, and this led to him being diagnosed with severe depression, and ultimately his transfer from prison to hospital for treatment.

         As our first session closed, I asked him if that tense feeling had gone. He said it had, and he would be willing to meet me again, adding, ‘It wasn’t as bad as I thought it would be.’ Music to the forensic psychotherapist’s ears. Later, I sought out Jamie to introduce myself and ask him more about those sleep issues. A quietly spoken, graceful man with a warm smile, he told me he had come to mental health nursing after being a landscape gardener, and it seemed to me his observations had the precision of detail of a horticulturalist describing his flowers. He took time to think about my question about Tony’s nightmares, adding some insight about their impact on others. ‘It’s a problem for us, because the man in the next room complains about Tony shouting out in his sleep, waking him all the time. But there’s not much we can do. There aren’t any spare rooms to move him to.’ I was puzzled by his comments. As I made my laborious way back to the admin building, airlock by airlock, gate by gate, I was struck by a sudden thought: was the man who shouted and the man who complained about the shouting the same person? Were they both Tony?

         I came away from that first encounter not knowing what to make of Tony. The received idea about serial killers is that they are all psychopaths – but I wasn’t sure if that really applied to him. It didn’t feel like it, but perhaps I might not know. The concept of psychopathy is a complex one and first emerged in psychiatric discourse in the 1930s, really taking hold after the Great Depression and the Second World War. There was a rising social concern about isolated men, many of them emotional casualties of economic ruin and war who seemed disconnected from social norms, with callous states of mind that caused them to treat others as ‘things’, instead of as fellow humans. By the 1970s, this kind of antisocial behaviour would be defined in DSM-3, the third edition of the Diagnostic and Statistical Manual of Mental Disorders, which is published periodically by the American Psychiatric Association. This behaviour is similarly described in the ICD, the International Classification of Diseases handbook published by the World Health Organization. Both the DSM and the ICD include a version of what is called antisocial personality disorder (ASPD), and most people argue that psychopathy is a severe form of this.

         In 1941, an American psychiatrist, Hervey Cleckley, published a landmark study called The Mask of Sanity,4 which brought the idea of the ‘psychopath’ into popular usage. It is ironic to think that Cleckley was working on his book at the same time as the Nazi government in Germany was developing its Final Solution – the mass slaughter of Jewish citizens – which was finalised at the Wannsee Conference in January 1942, soon after The Mask of Sanity was published. I’ve always wondered what Cleckley would have made of that gathering, had he known anything about it. Would he have described them all as psychopaths?

         Cleckley studied a group of people who appeared ‘normal’ and might even have had a certain charm, but who showed no concern about other people’s feelings. Many of the subjects had been referred by their parents or partners, who complained about their repeated lies, manipulative nature, and emotional shallowness and insincerity, as well as their apparent disregard for social mores or rules. Crucially, these men and women did not seem to experience remorse or care about the distress they caused their families; they would promise to change their ways, but they never did. It is important to note that few of Cleckley’s psychopaths were seriously violent or cruel; some may have served brief sentences for fighting or theft, but not for severe violence. It is also striking that the three women he chose to include as examples of female psychopaths appeared to qualify because they did not obey the social rules for women at the time; a main indicator of their psychopathy was a lot of extramarital sex.

         In the 1970s, Professor Robert Hare, a Canadian criminal psychologist, used the behavioural characteristics of Cleckley’s subjects to devise a measure of psychopathy, the Hare Psychopathy Checklist.5 He applied this to a large sample of prisoners convicted of violent crimes and found that a minority of them, about a third, scored highly on his scale, with key recurrent features, such as lack of emotion and deceitfulness. Their criminal behaviour was extreme in its violence and variety, and they would reoffend more often than those with lower scores. Hare’s work excited tremendous interest and generated studies around the world. The academic field of psychopathy is huge, and ideas are still evolving; the jury is still out on the causes of psychopathy and what we can do about it. The best guess is that psychopathy arises from a complex interplay between genetics and environment, but there’s still more to be discovered about this, I’m sure. I’ve been less interested in the causes than in ideas for the treatment of psychopaths, which first began to appear in the 1960s and 1970s. Evidence began to accrue that people with psychopathy could, if they had at least some capacity for self-reflection, respond well to structured prison programmes that combined group and individual therapy.6 Working with individuals still has to be approached with caution, however, because of the risk of the therapist being conned and exploited.

         
            *

         

         By the time I met Tony, almost twenty years after Hare’s checklist was first devised, there was a new twist: some researchers were beginning to question whether psychopathy existed at all, and if it did, whether criminal rule-breaking was a necessary feature of a typical psychopath. The suggestion arose that there could be countless successful psychopaths in our society: those charming, intelligent and ruthless people who are running our banks and other industries or invading smaller countries.7 The complexity here is that this effectively makes psychopathy the same as being tough and exploitative, so it should be a common diagnosis in contemporary cultures like ours. But, at least according to the available data, that does not seem to be the case. It is also unclear to me what applying this label to people achieves if they haven’t broken the law, beyond implying that they are especially mean and nasty, which we knew already.

         How might any of this thinking apply to Tony and people like him? By definition, the psychopaths we see in prison and secure hospitals are social failures, not successes, and obviously lack the intelligence to avoid detection. I suspect that the most able criminal psychopaths would never use violence themselves (although they might get someone to do it for them) because doing so jeopardises their welfare. Over the course of my life, the psychopaths I’ve encountered have been neither exceptionally bright nor socially able nor at all charming. They are usually so unempathic that they cannot see the effect they have on others, which is why they end up sabotaging themselves. They are unlikely to ask for therapy because they don’t want to demean themselves by requesting our help – and they think they know everything anyway. On that basis alone, Tony wouldn’t have met the criteria for psychopathy, no matter how many people he had killed.

         I expected to work with him over the long haul, gradually building a therapeutic alliance, or what pioneering British psychiatrist and psychotherapist John Bowlby called a ‘secure base’.8 It might take a year before we had the kind of trust that enabled Tony to open up. I decided to return to the issue he had raised at the beginning: even though he’d said that he would rather not talk about his nightmares, I wanted to find out more about the link between them and the problem of the man who shouted. I was fascinated by the idea that Tony might have located himself in the ‘shouting man’, using a psychological mechanism called projection, by which we transfer our uncomfortable feelings or wishes to another person, like an image cast onto a screen. I recognised that I would have to go carefully because projection is a defence that involves distorted ‘reality testing’. This term, which I will return to, describes the ability to distinguish between what is real and what is not, and whether someone can judge and respond to situations appropriately. We all have this faculty, but it is diminished or impaired in those who experience psychosis.

         The ‘shouting man’ projection might mean Tony was more unwell than he appeared, and I sensed that his resistance to talking about his nightmares was an indication of the emotional quality and power of the defence. If that wall came down too quickly or abruptly, he might get in touch with horrible feelings that he could not process, and he could become suicidal again. My supervisor and I also talked about whether the nightmares could stand for something else in Tony’s mind, and whether it was possible that ‘the man next door’ represented some idea or person he needed to keep behind a barrier. We discussed how I needed to support Tony and let him go at his own pace, so that he might be able to tell me about the things he most feared. We eventually made some progress when, several months into our work together, Tony told me he was ready to speak about the content of his nightmares.

         They were always the same, he began. He was strangling a handsome young man who was attempting to scream, and he had to shut him up. He was increasing the pressure on the throat, seeing the panic and terror in his victim’s eyes and feeling a soaring sense of power, ‘a high’. Suddenly, the young man’s face became his late father’s face, distorted by rage. Tony’s voice shook as he described how it then transformed into a kind of male Medusa head, with snakes framing a terrible angry mouth. In the dream, he always tried to stop the head from speaking, but it would shout at him. The words were indistinct, he said, but he knew it was ‘something sneering and nasty’, and he felt both terrified and frustrated that he couldn’t comprehend their meaning. He felt he had to find out, and that was the point at which he would wake up, in a sweat, his heart racing, and hear the man next door crying out.

         This nightmare took us directly into talking more about his offences and his family. I knew some bare facts, but I wanted to hear them directly from him. He began by saying he grew up in a Catholic household with his English father and a fragile, beautiful Spanish mother who was helpless in the face of her husband’s violence towards her and the children. Tony told me he remembered hiding under his mother’s clothes in the wardrobe to escape from his father’s fists, and how he loved the sweet smells and soft fabrics, as a kind of antidote to his father’s abusive masculinity. Sometimes he would try things on or play with her make-up when he was alone, which is a normal part of development, as young people explore what it means to be masculine and feminine. It did make me think about whether Tony had identified more with his mother than his father, but that didn’t seem to fit when he described to me how, as he approached adolescence, he began to despise his mother, rejecting her affection and hating her weakness.

         At secondary school, he struggled with self-esteem and thought himself ugly; this was something I would hear again from people who had experienced childhood abuse and neglect, including Marcus, another patient in this book. There have been studies showing how such children will react to their images in a mirror with agitation and hostility. They also tend to have difficulty in developing a ‘social brain’, meaning they are unable to interact well with others and may have persistent problems with mood swings and temper control. It was unsurprising to hear that young Tony did not make many friends in his class. It is often said that quiet, tough children like this – the loners with troubled home lives – are resilient; indeed, that is an adjective which is regularly applied to all children, as if they were hardy plants. It is more accurate to say that a child who has lacked basic nurturing, living in an emotional drought, goes into a state of dormancy, or hibernation. They may detach from the reality of their world to protect themselves, and like a plant under stress from acid rain, or one that is planted in poor soil, their minds cease to grow and flower.

         Tony told me that his response to difficulties at school was to start working out, building up his muscle mass. Soon he began to lash out and bully other boys, finding that it aroused him sexually. This association is something I hear regularly from sexual offenders, and it is supported by a wide body of research over many decades. Advances in neuroscience tell us that the areas of your brain that ‘light up’ when you are fearful, aroused or excited are all situated close together and use the same neuronal networks. As Tony talked about the sexual arousal he experienced when he bullied others, I had a sense that it might be a defence mechanism for him: he could feel phallic and strong by making other children feel afraid. He could get rid of his own horrible feelings of fear related to his father by projecting them onto another person. I’ve heard many patients describe something similar, telling me how their violence helped them feel safer and somehow satisfied. While this may be hard for most of us to relate to, we have probably all known at some time a feeling of ‘Schadenfreude’, or satisfaction at someone else’s misfortune, the word literally being a combination of the German words for harm and joy. This, too, is a coping mechanism, a flicker of relief prompted by someone else’s suffering. In Tony’s case, this flicker would become a roaring flame.

         Young Tony had sufficient empathy and social awareness to be concerned about these feelings. He was also still ambivalent about his sexual attraction to other men. He told me he knew it would be anathema to his strict Catholic parents, who thought homosexuals belonged in hell. His father called gay males ‘fairies’ and was scathing about any sign of femininity in men. Still, Tony would fantasise about what it would be like to be with another man and to control him – someone who was both beautiful and weak. I thought of his mother and father’s power relationship and the scared little boy who witnessed their interactions through the slats in the wardrobe. When he got into fights at school, Tony told me his father always responded by praising him, saying, ‘Now you’re a real boy.’ It may seem like a long way from the Marquis de Sade to Pinocchio, but the little puppet boy leapt into my mind when he said this. I couldn’t help but think of the love Pinocchio found that made him real and the link with his ‘father’ Geppetto, who gave him life.

         When Tony finished school, he wanted to train as a chef. His father disdained this ambition (‘women do the cooking’), and so Tony left his provincial home town, moving to London in the late 1980s. By day, he found work as a waiter in a trendy restaurant, where he thrived. When I was eventually able to locate his trial records, I saw testimony from his co-workers, who described him as popular and diligent, and who were stunned by his eventual arrest for serial murder. By night, he played the hard man in the local gay bars, butch and challenging. He was able to articulate to me that it suited him to oscillate between two identities: the pleasant waiter and the tough sexual predator. As he talked, I visualised his account of how he would end his shift at the restaurant, duck into an alley and ditch his crisp white shirt and apron for the other Tony’s singlet and leather jacket. This reminded me of other serial killers I had read about, who would carefully compartmentalise their cruelty from their everyday lives, an internal split screen that acts as another kind of defence mechanism, which is sometimes known as ‘doubling’. The term was coined by Professor Robert Lifton in his 1986 study of Nazi doctors in the death camps, where he describes how they would have an ‘Auschwitz self’, one that was free of all moral standards, and a ‘human self’ outside the camp, where they were principled, professional family men.9

         This split was highlighted by the FBI in a 2008 symposium on serial murder.10 Their research confirmed that contrary to portrayals in countless TV series and novels, these offenders are rarely loners and social misfits. Most of the subjects the FBI experts studied were employed, and they had social lives and families. They were usually described as ‘nice neighbours’ and ‘friendly colleagues’, which reminded me of expert testimony I had once heard about a serial killer that emphasised that ‘he had always paid his taxes’. The good self acts as a double for the cruel alternate self, which is usually hidden, as in the ancient idea of the good person and their evil doppelgänger. The Strange Case of Dr. Jekyll and Mr. Hyde is a classic literary example of this.

         In therapy, people tend to bring their better selves to the table, at least initially. I thought it might take time for Tony to reveal what Jung would have called his ‘shadow self’ to me, but it emerged in the sessions quicker than I anticipated. I was at pains to be careful with him but, as happens when one is trying too hard, it was easy to make a rookie error. We were talking about his nightmares again one day, and in that context I asked if we could go back to what he had told me about his father’s ‘abusive behaviour’ – a phrase he had used. I saw Tony’s face darken; his heavy brows came together and he turned a fiery gaze on me. I felt anxious but also confused. I was sure he had described his father’s cruelty in this way, so I had assumed this term was acceptable to him. What I had not understood was that for me to use his words gave them a reality he could not bear; he was too identified with his father, and his words in my mouth had unsettled him. His hands gripped the edge of the table between us, knuckles whitening. I almost flinched, worrying that he was going to upend the table or leap over it. My hand moved, ready to press the alarm on my belt. But instead he got to his feet, threw his chair aside, strode to the door and left, slamming it behind him.

         His abrupt departure made the staff worried and cross in equal measure. ‘What happened?’ I sensed they really meant, ‘What did you do to him?’ Patients can sometimes react negatively as part of the process of working with a psychotherapist, and although the nurses know that, they also have to clear up the psychological mess left behind when the therapist goes home. An ‘upset’ caused by therapy might make the patient riskier and more aggressive with staff or other patients, or it could even lead to self-harming. I had to spend quite a bit of time explaining what had transpired and reassuring the staff that nobody was in danger; Tony was just annoyed with me, and annoyance and homicidal risk are not the same.

         I wanted to make progress with him, to show that I was a good therapist, or at least had the makings of one if I could just shut up and listen. When I did speak, I would need to become more delicate, more careful with my words. I’d had this pointed out to me before in training, and I had been told it was something which took years of practice and a lot of trial and error. I told my supervisor that I felt a keen sense of disappointment in myself for my failure to ‘mentalise’ or read Tony properly. He pointed out that this was another valuable lesson. We tend to focus on our patients’ inability to mentalise others, because often they will have misread signals from their victims or got into conflict while in custody because they couldn’t mentalise fellow offenders or staff, but it was worth experiencing how easy a trap this was for anyone to fall into – even a trained therapist. It is a faculty that can be developed and improved, he explained, in therapists as well as in the people we treat.

         Tony and I were able to explore this together once his anger abated and he decided he was ready to return for another session, a few weeks later. We agreed that ‘upset’ was necessary for minds to change and grow, and we talked about the dual meaning of the word: making someone unhappy versus knocking something over, thus revealing something new and perhaps uncomfortable underneath. I realised that I needed to let go of wanting to control such upsets. I was able to share with Tony something of what my supervisor had helped me to understand: that we needed to allow our minds to be different and in conflict – it might even be fruitful. I was relieved that my mistake and Tony’s anger had not destroyed our work together, and we resumed our weekly meetings with a new understanding.

         Tony continued to narrate his history, and after a few more months we approached the period when the killing began. His first offence had occurred after several years of what sounded like a wild life in the London gay scene. Just as the HIV epidemic was exploding, he started experimenting with all sorts of drugs and multiple sexual partners, living life with a ‘fiddling while Rome burns’ nihilism. He got into the habit of ‘cruising’ on his night off, every Thursday, looking to meet men in bars. He told me he liked younger ones who were ‘pretty’ and ‘needy’. He would entice them by acting gruff at first, and then let them think they had softened him. I had seen his disarming smile and thought his rough charm might be appealing to someone who was looking for masculine love and protection. I thought Tony might have been drawn to younger men who reminded him of his own vulnerability and need for care; perhaps when he killed them, he was killing off that part of himself. I was not surprised when he told me that he had been feeling depressed and suicidal around the time of his first offence.

         Tony described to me how he would leave a bar with a man to have sex in an alley or park nearby. He said he never gave them his real name, so when he punched them hard in the face after orgasm, he could run away confident that he could not be reported. Later, he stopped running off and instead took his victims’ wallets, threatening to find them and kill them if they went to the police. He lost count of the number of times he did this before the first murder. He had begun to hear talk around the bars of a ‘Thursday guy’ who was reported to be a sadist, a little out of control, so he decided to change his usual haunts and go to a different part of the city. That’s when he met his first murder victim.

         It was his face that Tony saw in the nightmares. He was a lovely boy, he said, ‘with the bluest eyes’. He choked up at this and stopped talking. It was not easy to think about, he admitted. I felt nervous about what he might tell me. It is one thing to read about a killing on paper, and quite another to hear about it directly from the killer. As Tony began, he switched to the historic present tense, which confused me at first. I subsequently realised this was common in Spanish, which had been his first language. Later in my career, in my work with trauma survivors and through further study of the nature of traumatic memory, I would find that it was typical for many people (not only violent offenders) to slip into the present tense when describing painful events. The psychological explorer in me finds this fascinating: such a distortion to temporal reality is a way of unconsciously signalling how live their memories are for them, that they are not filed away somewhere in the past, where they belong. I always try and remember these kinds of verbal shifts to reconstruct later, noting down key phrases that stick in the mind.

         ‘We go to his house, and all the way there in the taxi I’m thinking, “I’m going to do it, I’m going to have him.” I know I can kill this one. He’s so young and trusting, and he has such a lovely face, peach fuzz, soft skin. His place is a flat at the top of a building, so we have to climb up two flights of stairs, stumbling and racing each other to get up there so we can fuck. We drink a bit when we get up there and take poppers, then we start to kiss, and I feel this urge to choke him that starts in my groin. He smiles up at me, those eyes of his – and he’s trying to look so sexy, and I can’t bear that look, those eyes, and that’s when I grab him round the throat. He isn’t strong. I’m stronger, much stronger, and soon … it’s done. I look at him and feel disgust. I hit him in the face, then kick him a few times, till I realise he’s not moving. He’s dead. Then I think I need to get out of there, but I’m afraid someone will find his body and I’ll get done. What can I do? Get rid of him, hide him – but how? Throw him in the river or a canal? It’s the middle of the night and I don’t even know where we are, what part of town. I think of dragging his body down all those stairs, but that’ll wake the neighbours for sure. I look around and decide I have to get him into a bag or a suitcase or something, and I ransack the place, find a duffel bag, but even though he’s small he won’t fit, and what if his body gets stiff? Outside the dawn is coming. I have to hurry. I can see the house backs onto some woods …’

         He broke off. I knew what he was coming to, and it would not be easy to say in any language or any tense. Tony had decapitated his first victim, sawing his head off with a kitchen knife. The body and head were eventually found near each other, dumped in the woods. There had been much lurid public speculation about the profile of the monstrous mind that had done such a thing and what it all meant, but I was about to discover that the rationale had been quite prosaic. Tony kept his eyes fixed on the floor as he told me that he quickly worked out that the head was the heaviest part of the body, ‘like a bowling ball’, and so ‘I have to cut it off.’ ‘It’s hard,’ he said, and then, under his breath, ‘takes ages’. I waited as he gathered himself, his breathing shallow.

         ‘Once the job’s done,’ he resumed, ‘it can go in one bag, while the rest of him fits into another bag, and then I lug them both down the stairs, trying not to make a load of noise, to bump into anything or drop him.’ Only then did he look up at me to check my response, and I remember that I managed to keep my face still, just nodding thoughtfully – not as difficult as it might seem, because I understood that, for Tony, this was a practical part of ‘the job’. Learning to control emotional reactions to what patients say is a basic part of any doctor’s training, Medicine 101. Freud likened the work of therapy to surgery, and we wouldn’t think much of a surgeon who opened up someone’s abdomen and blanched or even ran from the room, crying, ‘There’s cancer everywhere in there!’ This is why we have therapy ourselves while we are training, to become aware of things that might get under our psychological skin. Again, we take our feelings about patients, whether negative or positive, out of the room to discuss them with our supervisors. During the session itself, it’s my duty to focus on my patients’ emotional experiences, not my own.

         It did occur to me that the social banality of this particular session with Tony was absurd. Here were two people in a room talking about decapitation, but to anyone passing by and glancing through the glass panel in the door, there would have been no sign that we were having such a bizarre conversation. We might have been chatting about the weather. I saw no point in asking Tony more about the decapitation, a pragmatic solution to a difficult problem. I was mindful too of serial killer Dennis Nilsen’s petulant observation that people were more interested in what he had done to men’s bodies after death (dismembering them and flushing them away) than the fact that he had killed them. I asked Tony to tell me, when he was ready, what had happened after he disposed of the young man’s body. I was deliberately using the past tense, but he persisted with the historic present, in this vein: ‘Next day I go to work, and it seems to me like a dream. I convince myself it isn’t real, you know? And when he’s found, and it gets reported on the news, I just pretend to myself it isn’t me.’

         In Julius Caesar, Brutus describes that same feeling: ‘Between the acting of a dreadful thing / And the first motion, all the interim is / like a phantasma or a hideous dream.’ Shakespeare’s eloquent summary is psychologically perfect, and also anticipates modern research which has shown how perpetrators of violence enter into a dream-like or ‘dissociated’ state during their offence. This makes the detail difficult to recall afterwards, and it becomes easier to think, ‘It wasn’t me,’ or ‘It didn’t happen.’

         Tony went on, offering a further revelation, still in the present tense: ‘Everyone is talking about it in the Thursday bar where I go now. I do too – I even volunteer to walk one kid home so he gets there safely, and I feel good about that. But then I think I could do it again anytime, and nobody will know it’s me. I’ll do it, and it won’t matter because it’s not real.’ I nodded, thinking how this kind of denial was such a familiar human impulse, arising from a desire to preserve an image of ourselves as good people. I’ve heard divorce lawyers say that many clients, during their first meeting, will describe how their marriage broke down because their soon-to-be ex is a villain, while they are blameless. The lawyers nod and make a note, but they know such claims are only the start of the story, and the same could be said in therapy. Denial for Tony ran deep and allowed him to keep an awareness of his bad self out of his consciousness; if his violence were real, it would matter, and that would be unbearable. The fact that he had gone so far as to convince himself that he was protecting a potential victim from harm was pretty remarkable.

         Tony went on to tell me about the two other men he had picked up in different bars and killed, disposing of their bodies as best he could. He did not decapitate them, which meant it took some time for the police to connect the first murder to the later ones. Eventually, they caught him after finding a matchbook from his place of work in the last victim’s flat. After his initial denials, Tony confessed and pleaded guilty to all three murders. He got three life sentences, with a twenty-year minimum ‘tariff’ – the length of time before he could apply for parole. Today, that would be seen as too lenient, and he would likely get life without any chance of parole.

         Not all therapy sessions are made up of big reveals like this. Most days they are unremarkable. We sit, we talk, we listen, two human beings exploring thoughts together. Tony and I didn’t return to the murders again, but we did talk more about his nightmares, which were still ongoing. In one of our sessions, he complained bitterly to me that the patient in the room next door had gone and talked to the staff about him shouting in the night, which had upset him. He’d confronted the man, accusing him of lying. A row ensued, until his nurse Jamie stepped in and revealed that the other patient was right, it was Tony who was doing the shouting in the night. Tony couldn’t believe how unreal this felt. But he also didn’t think Jamie would lie. He told me he ‘couldn’t get his head round it’, but he didn’t argue about it any further. I thought the fact that Tony was able to tolerate his nurse saying something that he found uncomfortable might be an indication that he was finding the therapy helpful. I believed Jamie had sensed this and done the right thing, and I told Tony that I benefited from my own discussions with the nurse. I had the impression that Tony liked to know that Jamie and I were connected, almost like a parental couple who were keeping him in mind.

         That interchange between Tony and Jamie provided an opportunity to look at Tony’s perceptions when distressed. The mind can switch off when there is too much to take in, I explained to him, and we can all ascribe things that we don’t like about ourselves to other people. Building on this idea, I asked him whether he could make out what the man next door said when he cried out in the night. Could he hear any words? ‘He’s shouting for help. Over and over again.’ It would have been too much for me to have said it to him at this point, but it occurred to me that the man shouting for help might have been a memory fragment of a dying man’s last desperate screams. So I asked if it was possible that Tony was the one who needed help, upon waking from the nightmares. His face turned sullen and he wouldn’t comment. I couldn’t tell if he was ready to give up on blaming somebody else for the shouting in the night. But he didn’t disagree with me, so I pursued the idea that ‘the man next door’ was shouting the things that he himself could not express, begging for help on his behalf.

         He dropped his face in his hands, muffling his voice. ‘No … I don’t want to … I can’t be so weak.’ I understood his need not to be vulnerable, I said gently, but on the other hand, as I reminded him, he had asked to see a therapist in the first place. ‘That’s a request for help, isn’t it?’ He grunted, not denying it. I told him I was mentioning this because I thought it could be a reminder that there was a part of his mind that was ready to be vulnerable, that actually wanted to be. At that, he raised his head, and I held eye contact, knowing we’d come to an important turning point. ‘Tony, I think you’re brave enough to look at something really difficult.’ His voice broke, but he didn’t look away. ‘I’m not brave.’ I looked into his eyes. ‘You don’t think so? Well, I experience you as brave. It takes courage to think about past violence, to take your mind seriously and talk about things that are upsetting with me. It’s only in your nightmares that you’re afraid. Here you’ve shown real courage.’

         This registered with him, perhaps not immediately but over the weeks that followed, and he stopped complaining about the man shouting in the room next door. Gradually, after many more months of talking about his vulnerability and pain, his nightmares tapered off, and he stopped disrupting the ward at night. The nursing staff were pleased with his progress, as was I. Other members of the clinical team reported that Tony’s symptoms of depression had diminished too. I hadn’t known where therapy might lead when we’d embarked on this journey together, some eighteen months earlier, so I was pleased that his symptoms had improved. The team felt he was ready to return to prison and serve his sentence, and I agreed. Tony was accepting of this, and we began to prepare for an end to our work.

         I recalled how I had once doubted whether there was any point in working with Tony, and how some of my colleagues had too. I certainly hadn’t imagined what progress or an ending would look like. This early experience taught me that no matter what their history, if people are able to be curious about their minds, there’s a chance that we can make meaning out of disorder. Tony had also learned to deal with painful thoughts and feelings, even when this was challenging, which would help him cope better with others in the future. I felt as satisfied as any doctor does when they offer a patient treatment and things shift for the better. I’d also discovered something about how I could deal with this kind of long-term therapy work, especially when I made mistakes, as with my early clumsiness in using the word ‘abuse’ about Tony’s father. It was possible to recover the situation and move on from ‘upsets’ – a lesson that would prove invaluable in the years ahead.

         
            *

         

         One of our last meetings began on a fine June day, when the angle of the sun prompted me to pull the shade across the window, plunging the room into a half-gloom. I could not have imagined the turn our discussion would take. Tony arrived promptly, even a minute or two early. There was a little silence as we settled in, but by now he was comfortable enough to start speaking whenever he felt ready. Abruptly, he commented that it was Father’s Day tomorrow. I knew his father had died some years earlier, and I couldn’t think why that might be important. ‘My dad would have been seventy-two by now. That’s no age at all. Dropped dead one day, just like that, no warning.’ He shook his head. ‘No warning at all.’ Tony had told me some time ago about how his father had appeared to be in good health on retirement, only to have a sudden heart attack. It had been a shock to everyone, and the news had come to him belatedly because he’d virtually lost contact with his family. He’d only heard about it weeks after the event. ‘But a lot of blokes drop dead when they don’t have any work to go to any more, right?’ Tony commented without emotion. I hoped he was not connecting this to the end of our work together.

         I asked him what the term ‘Father’s Day’ brought up for him; was there something different about it this year? He shook his head, and I had a sense he felt frustrated, as if he wished he didn’t feel anything. ‘It’s just … there was no goodbye. Missed the funeral and everything,’ he said. He looked tearful as he said it, and I told him I thought that must have been very hard. He nodded, and we sat there together for a time, sharing a respectful silence, as if we were at a funeral together. Eventually I asked, ‘When did he die?’ He thought about that, uncertain. ‘Must have been … early August or so. Just before that ginger lad.’ I wasn’t sure who he meant. He hadn’t described any of his victims to me in this way. ‘Let me work it out …’ he was saying, eyes to the ceiling, trying to recall the timing. ‘So I guess it must have been … 1988, and the ginger lad …’

         As he did the calculation, I think we both realised at the same time that he was talking about another murder, someone who came before the lovely blue-eyed boy that he had previously identified as ‘the first’. I suppose I ought to have been startled or alarmed, but I remember feeling quite detached and calm. ‘Is it possible, Tony, that there was a fourth death? That before the young man with the blue eyes, there was another man, this ginger lad, who died?’ I chose my words with care, acutely aware that this conversation might be legally important. I could not use the leading word ‘murder’ because that would be for the jury to decide, if it ever came to court. Tony’s defence lawyers could argue that I had influenced their client, coerced him into some false confession.

         I felt awed by what was happening, by the way the mind’s erratically placed walls and doors can suddenly hide or reveal unbearable acts and feelings. Opening this particular door would have been impossible if Tony had not been able to speak about all that had gone before, I realised. Despite the horror of what he was saying, I felt honoured to be his witness at this moment. Tony shook his head back and forth, his distress rising. ‘I don’t know, I don’t know … I thought I told them about him, but now I think I didn’t. Oh God …’ He had confessed to the other three murders soon after his arrest, so why not this one too? I asked if it was because he didn’t know for certain if this ‘ginger lad’ was dead when he left him, which was all I could think of to explain it. ‘No. He was dead all right. I’d just forgotten it,’ he said, his eyes meeting mine. ‘I didn’t even know I wanted to talk about this today,’ he added. ‘But there it is.’ We considered if it was possible that he had somehow lost this memory, or whether it had been eclipsed by his father’s death and his grief.

         Our time was nearly up, and I had to let him know what he probably knew already: he had said something important that I would have to share with others. Together we needed to think about what came next. ‘But tell me, how did I forget it all this time?’ he asked, seeming genuinely anguished. ‘How do I explain why I didn’t talk about it before?’ It was an excellent question, and I thought carefully about how to answer. I suggested that sometimes people have to be ready to remember things, to face what they would prefer not to see. Something else occurred to me just then. ‘Perhaps this memory was part of the nightmare too? Something terrible, like the Medusa head, that you dared not look at?’ Tony nodded in agreement. ‘And maybe it’s also coming to mind now because I’m going back to prison. Like I needed to have my mind clear first.’ I agreed that was possible. We went over what I’d say to Jamie and the team, and what would probably happen next, including informing the police. When I said he’d also need to speak with a lawyer, he asked, ‘Can’t I just talk about it with you?’

         I gazed at him, this man who so wanted to talk and who felt things so deeply. I thought about how removed he was from the image I’d once had of the ruthless and unfeeling serial killer, and how much working with him had taught me about the delicate management of my feelings, something that was essential in my work. I could feel great compassion and respect for his honesty, as I did in that moment, and still hold in mind the terrible trail of destruction that his mind had created and the tragedy of each of the deaths he had caused. ‘Of course,’ I told him. ‘Let’s talk.’
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