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Author’s Note



Aside from the cases that are already out in the public domain, the people in this book, including patients and colleagues, are anonymised. I have intentionally changed their names, some demographic details and sometimes the dates and locations of our interactions to make them less recognisable. On occasion, I have merged cases into one presentation. This is all in order to maintain patient confidentiality and also out of respect for the victims and their family members. Nevertheless, the essence of all my stories is 100 per cent genuine. (My wife and kids are very real!)


I think it is important to explain why I’ve written this book. My aim is to throw open the doors to the secure psychiatric units, prisons and criminal courts where I have assessed and helped rehabilitate mentally disordered offenders. I hope I have shone some light on these dark corners that the public are otherwise shielded from. My intention is to expose the brutal realities and struggles of the extremely vulnerable, damaged and often misunderstood individuals. How else can we demystify forensic psychiatry and truly tackle the stigma attached to those within its system? I sincerely I hope that I have managed to straddle the fine line between writing about my patients as sensitively as possible, yet simultaneously not pulling any punches.










Prologue



It was an exceptionally windy day. A flurry of police officers in uniforms, solicitors in suits and barristers in gowns and wigs were ambushed by gales the moment they stepped out of the Old Bailey. I had arrived almost two hours early, and spent the morning pacing up and down the street outside. I re-read my court report obsessively, trying to distract myself from the sense of dread, while chain-smoking – giving evidence in a murder trial seemed as good a reason as any for a relapse. Forget butterflies, I felt like I had bats in my stomach, amplified by the pompous grandiosity of the Old Bailey – the pillars, the statues, the stone carvings and the Latin inscriptions.


When I finally took the witness stand in my shiny new suit, ignoring the sweat trickling down my back, I read out the affirmation. ‘I do solemnly, sincerely and truly declare and affirm that the evidence I shall give shall be the truth, the whole truth and nothing but the truth.’ I took a deep breath. As I waited for the barrage of cross-examination from the barristers and the judge, I took sips of water, feeling like a gazelle at a watering hole, drinking trepidatiously, wary of lions creeping closer.


At the time, as a junior doctor, I had to pass all major decisions through the consultant who led our team. However, my boss recognised that this case would undoubtedly be a goldmine of knowledge of the intricacies of the medico-legal world and so he had passed it on to me. A few weeks after submitting my court report, I was summoned to give oral evidence at a murder trial. Acting as an expert witness is my specialism now, but I was wet behind the ears back then.


On the witness stand I was acutely aware of how important it is for forensic psychiatrists to get it right. Although our advice to the court is not binding, our opinions heavily influence judges. A poor performance backing up that evidence under cross-examination can have critical repercussions. Our words can change the lives of those in the dock. We can steer the incapacitated, the vulnerable and the voiceless away from a lifetime of incarceration, towards recovery. Get it wrong, and we can be instrumental in the guilty literally getting away with murder.


The vast majority of psychiatric patients are not violent. The vast majority of violent offenders are not mentally ill. But when the two worlds collide, the results can be catastrophic. In this case at the Old Bailey, a promising young schoolgirl of previously good character with no history of antisocial behaviour could kill a toddler in a flash of psychosis, ripping the very fabric of the family apart for ever. Those tasked with assessing, treating and rehabilitating patients whose symptoms cause violence are also tasked with preventing future atrocities and protecting the public from harm. I am one of them.


My duty is to evaluate, risk-assess, treat and rehabilitate people whom we in the business call ‘mentally disordered offenders’ but tabloids might call ‘the criminally insane’. My clients typically assault, rob, stab, set fires and rape. Some kill. They are often driven by paranoia and delusions of grandeur. Some hear voices commanding them to commit these atrocities. The majority also have co-morbid issues, which may include drug and alcohol addiction or severe and pervasive character flaws such as a lack of remorse, morality, or empathy. This can lead them to habitually offend, attack, lie, manipulate and treat others with callous indifference. Collectively, these traits are known as personality disorder.


Forensic psychiatry is also a world of compassion. My patients are some of the most damaged, vulnerable people, once victims themselves. Abuse has reared one or more of its ugly heads throughout their childhoods. Plus, they are doubly stigmatised: for their mental illness and for their crimes. After identifying these individuals, we forensic psychiatrists are responsible for rehabilitating them inside secure psychiatric units; we analyse their lives in depth and try to understand the exact circumstances and reasons for their offending, thus ascertaining their risk factors. We eliminate the eliminable, over years and sometimes even decades. We strive to give them the best chance to be reintegrated into a society that wishes at best to ignore them, and at worst to lock them up and throw away the key.


Her name was Yasmin Khan. She killed her two-year-old nephew by smothering him with a pillow. She believed she was removing demons from him and that he would wake up. She was one of my first criminal cases and her trial was the first time I set foot inside the Old Bailey. Since then, I have undertaken hundreds of assessments and treated a plethora of mentally ill offenders. After being exposed to a huge range of felonies, and details of brutality, it is easy to become inured. Yet some cases will always be etched on my mind. Sometimes, the act of violence is exceptionally shocking or senseless. Sometimes, the victim is particularly vulnerable or unsullied. Sometimes, the perpetrator is too. Sometimes, the diagnosis is ambiguous or elusive. Yasmin’s case incorporated all of the above.


There are four natural habitats of the forensic psychiatrist, and we tend to work across one or two of these at any one time. We are most often found within secure psychiatric units, behind large, escape-proof, fingerprint-scanner-activated, industrial-strength, magnetic doors, and surrounded by tall wire-mesh fences. These are hospitals reserved for the most high-risk clientele, where security is paramount and staff are on high alert for the possibility of aggression or agitation. A smaller group of us work in Community Mental Health Teams, following up patients once they have been released from secure hospitals to help reintegrate them into society. By doing this, we are unique among psychiatrists (and among all other doctors) in that we are also tasked with ensuring the safety of those around them: friends, family, strangers. Potential future victims.


Another common environment of the forensic psychiatrist is inside the bowels of prisons across the country, where blood-curdling screams and dirty protests are not uncommon, and where mental health issues are rampant. Here, we are usually part of a Mental Health In-Reach Team and we typically run psychiatric clinics and oversee patients within the healthcare unit – like a hospital ward inside prison – for those wretched souls who are tortured with psychosis and require the highest level of treatment and observation.


Our other place of work is within criminal courts, either as part of a Liaison and Diversion Team or independently. Our task here is to assess the defendants who come into court on any given day: from police stations (if they have just been arrested), from the community (if they are on bail) or from prison (if they are on remand), ahead of their tête-à-tête with the judge. We identify those with serious mental health issues, or other vulnerabilities such as learning disabilities or substance misuse, and align them with the appropriate health or social care services. In the rare cases of floridly unwell defendants, who are too disturbed to unleash on to society, we divert them away to secure psychiatric hospitals by sectioning them.


Some forensic psychiatrists also undertake expert witness work. This is mostly private work, distinct from the above duties. As expert witnesses, our role is to advise the criminal court on a range of medico-legal issues, from whether an individual’s mental state would fully absolve them from criminal responsibility (not guilty by reason of insanity), to down-grading their murder charge to manslaughter (diminished responsibility). We determine who needs to be urgently sectioned to specialist psychiatric hospitals, for the most dangerous mentally ill offenders, where spaces are limited and rehabilitation is probing, intense and prolonged. All of these medico-legal issues and more were pertinent to Yasmin’s exceptionally sticky and complex case.


That day at the Old Bailey, the barrister for the prosecution argued against my recommendations, for both the psychiatric defences and also the disposal of Yasmin’s case (i.e. prison or hospital). She pushed for a custodial life sentence, but not by arguing the nuances of mental health law or questioning the validity of Yasmin’s admittedly uncertain diagnosis. Instead she tried to attack my credibility as an expert witness, by commenting repeatedly on my limited experience. If my ears were serving me correctly, she was emphasising the ‘junior’ in ‘junior doctor’ and kept using this term long after my job title was established. She aggressively tried to fluster me by deliberately making tenuous and tangential inferences from what I said to make me contradict myself, and by frequently interrupting me. But that was her job. I knew that. As the Godfather once said, ‘it’s not personal, it’s strictly business’. I had the advantage of having spent months assessing Yasmin and developing familiarity with her case. It made sense that the barrister would go for the jugular by trying to discredit me. I stood my ground. She asked leading, convoluted questions. I answered them logically and neutrally. She made misleading inferences. I parried them, as per my training. It was a prolonged, repetitive, passive-aggressive, formal, intellectual argument. Overseen by a judge with a deadpan, unflinching facial expression. As per his training, I would imagine. Something occurred to me on the witness stand: not only had my initial anxiety dissipated, but, perversely, I was actually enjoying this. The suit, the wigs and gowns, the unnecessary Latin, the grandiosity of it all. Plus, I was winning the argument.


I can still picture Yasmin perfectly. Her mousey face, plaited hair and precarious eyebrows. Her eerily vacant smile. Her case remains one of the most harrowing of my career and one of the most emotionally charged experiences of my life. It left me with so many questions. At the time, my wife and I were considering starting our own family in the next couple of years. Could something so precious that takes so long to build really be annihilated in an instant? Once her psychotic fog had lifted, could Yasmin ever come to terms with what she’d done? Could her family ever forgive her? Could she rebuild her life? To find the answers, I knew I would have to dive into pursuing a career within this niche specialty that I had only dipped my toe into thus far. But this was also a huge learning opportunity for me as a junior doctor and I am grateful to my consultant for having the confidence in me to hand over the reins.


My experience at the Old Bailey taught me something. The butterflies and the cigarettes weren’t necessary. I would make a pretty decent expert witness. The very prospect of being cross-examined strikes fear in the heart of some of my peers, but I relished the exhilaration of it all. Before this case, I had some doubts about whether forensic psychiatry was a suitable career for me. But my experience on the witness stand woke something inside me. This was what I wanted to do. I also learnt that I had a lot to learn. And learn I did. It just took hundreds of cases, assessments and cross-examinations, untangling a litany of violent assaults, murders and rapes to get there.










Part One




Secure Hospitals











Chapter 1



The Origin Story


I became interested in crime long before psychiatry. Actually, it was more like rap, then crime, then psychiatry. From my early teenage years in the nineties, I would sit in awe listening to Cypress Hill, House of Pain, and the Wu-Tang Clan openly and shamelessly rap about dealing drugs, beating people up or even killing them. These artists tickled my fascination with crime but Snoop Doggy Dogg blew my mind (he has since dropped the ‘Doggy’, perhaps sensing his moniker was excessively canine). Not only was Dr Dre’s production incredibly bold and funky, but Snoop’s message was clear. That same man who now appears in cameos in Hollywood films and prances around in Just Eat adverts unequivocally rapped about drinking gin and juice, smoking cannabis, killing for little or no reason, and having carnal relationships with a variety of impressionable women, without having the courtesy to call them the next day. Of course, I cannot now condone these hugely misogynistic and violent views but at the time it was the audacity of his message rather than the content that had me glued to the stereo (volume down, when my parents were at home, as they would not tolerate the profanity).


The sheer nerve of it all fascinated me. I grew up in a sheltered and strict household in a boring if idyllic village named Poynton in Cheshire, where danger was represented by a particularly high rope swing. Police sirens, gang rivalry and prison stabbings were all elements of a surreal fantasy world.


My mother was a secretary for a company that made earplugs, then later on a secretary for a university lecturer. My father was a chemical engineer, whose job was, bizarrely, to formulate less carcinogenic and quicker-drying glues for cigarettes. They had come over from India to London in the early sixties separately and were unique among their many siblings in having had a love marriage, as opposed to an arranged one. They suffered blatant racism and discrimination. After facing a number of doors being slammed in their faces (figuratively and literally) their dreams of integration and acceptance were replaced by domination and success, an approach that we have different perspectives on to this day. As is the Indian way, my parents were obsessively invested in my and my older sister’s futures. As I was intelligent and had an affinity for science subjects, they pushed me to go to medical school, even though I was immature and frankly indifferent. They came from a country with no welfare state, so education was paramount. It could be the difference between a comfortable life and literally starving to death on the street. They would make me do extra studying for several hours most days to stay ahead of my peers and the school curriculum. Of course, I now appreciate it was their support and encouragement, more than my tepid motivation, that propelled me to medical school and beyond, but at the time I resented the enforced studying. I only cared about riding my bike, then later about martial arts and video games, then eventually about buying booze with fake IDs and going to parties.


Like many of my peers, I developed a penchant for violent films in my early teens. This was amplified by Street Fighter II on the Super Nintendo, which to me was the greatest invention since fire. Better, even. I now have a full-size Street Fighter II arcade machine set up in our kitchen: a sore for my wife’s eyes and the apple of mine. Having not yet refined my taste for story arcs and character development, I found not only Jean-Claude Van Damme’s acting acceptable, but his 720° spinning kicks amazing. Given that my parents were much stricter than my friends’ in terms of my curfew, the company I kept, my extracurricular activities and my financial independence, rather inexplicably they had absolutely no qualms in allowing me to hire 18-certificate videos every Friday night from Blockbusters (RIP) from my early teens. It was the violence that drew me in. Robocop, Terminator 2 and Boyz n the Hood left a dent in my impressionable mind. As they once again pulled me out of my dull textbook-heavy life as a young teenager into a fantasy domain, I was oblivious to the fact that I would be regularly rubbing shoulders with violent offenders two decades later.


Keen to get as far away as possible from soporific Cheshire, I attended Edinburgh medical school in 1997 from the age of eighteen to twenty-four. I had the same level of street cred as a choirboy, but the determination to reinvent myself. I drifted aimlessly through my degree. The attitude of my friends and me was, shall we say, atypical: instead of an opportunity to learn our craft and occasionally socialise, we treated university as one big party, occasionally inconvenienced by pesky lectures and clinical attachments. Attendance was the bare minimum to avoid getting kicked off the course. Nowadays, attendance is far more fervently overseen, but back in my day, on the rare occasion when we had to sign in (like when examining cadavers for our anatomy module), we would select the equivalent of a designated driver to peel themselves out of bed, suppress their hangover and sign all our names. On the odd day when I did attend anatomy classes, seeing dead bodies was underwhelming to me. They looked and smelt so unreal, discoloured and pickled in formaldehyde, that I found it hard to accept that they had once been living, breathing people. There were repercussions for my actions (or lack thereof). I failed almost all of my exams in the first year and had to re-sit them in the summer holidays, a hair’s breadth (ninety-nine micro-metres, thanks anatomy) from having to resit the entire year. I resolved to take the course seriously and hit those books much harder. When my mates returned at the start of the second year, frankly my resolve was weakened. Still, I managed to at least tread water throughout the rest of my degree. Looking back, my attitude was sheer immaturity. Now, in my early forties, I am driven and passionate about my work. But back in my medical school days, my mindset was still that of a teenager. The only difference was that I no longer had a curfew from my parents and no longer needed a fake ID to buy booze.


I took a year out halfway through medical school to do an intercalated MSc in pharmacology. I would love to say that I had an interest in this topic, but in reality I just wanted to delay the inevitable slog of becoming a junior doctor. After this year, I was twenty-two as I entered my fourth year, and I first encountered psychiatry. I was assigned a placement within a liaison psychiatry team based in a hospital in Edinburgh, and I had an immediate affinity for the specialism. The doctors and nurses were very welcoming and friendly to all the medical students. This contrasted with some of my other experiences of placements where we had been treated like a persistent flatulence that followed the senior doctors around, mostly too scared to make eye contact, let alone ask any medical questions.


Like all of my clinical attachments, I initially blagged my way through my psychiatry placement, intending to cram all the information for the exams within the last couple of weeks. However, to my surprise, what I lacked in clinical knowledge I made up for with empathy and communication skills. When patients would come in post-paracetamol overdose, after the basic risk assessment and necessary medical treatment, they needed the catharsis of sitting with somebody who would listen to their problems and not judge them. I could do that!


To be honest, my empathy had not really been tested before. I had never known much tragedy among my friends and family; nobody close to me had died and I’d grown up in a typically stoic Asian family. For the first time I was encountering real people with real problems. Abuse, poverty, alcoholism, homelessness, relationship breakdowns and, of course, mental illness. I had been vaguely aware of this world, but until then it had been as far removed from me as Snoop Doggy Dogg’s drive-bys and gang turf wars. But here I could actually make a difference.


During the latter part of my placement, I was stationed across a few different psychiatric wards. I spoke to dozens of psychotic patients and was immediately fascinated by their stories and experiences, some of which existed outside of reality. Conversing with them about their delusional beliefs was sometimes surreal, scary even, but always fascinating. I quickly saw that there was a fine line between empathising with their bizarre experiences and encouraging them. There was the pub landlord who believed he was shrinking and would eventually disappear. A former university professor who believed she was a reincarnation of Cleopatra. A skeletal anorexic teenage boy who lived in shame of being overweight. The patient who touched me the most was a middle-aged teacher named Freda Millican, who had been in a horrific car accident seven months earlier that had taken her teenage son’s life. She was brought to the accident and emergency department by her husband because she had not slept for the previous three nights. I had never seen anybody so consumed by sadness. As I had shown keenness and competency on the ward in the previous weeks, the psychiatrist in charge of the team, Dr Porter, let me assess her fully independently, without observation. Although I had sympathised and felt some connection with the pub landlord I had assessed the previous day, his psychosis was so bizarre, so alien, it felt as unreal to me as those cadavers. Freda’s situation was different. This could happen to anybody. This could happen to me.


Several times a day, Freda described experiencing ‘a balloon blowing up in my stomach’, identical to when the car left the ground, as well as intrusive images of her son’s blood dribbling across the cracked windshield moments afterwards. She told me she was ‘stuck on that day on repeat’ and had to ‘live it over and over again’. Other symptoms and behaviours she reported included feeling constantly miserable, feeling too tired to look after herself or to do housework and being unable to follow conversations or even TV programmes. Her husband forced her to go to bingo which she did avidly and weekly before the accident.


‘It was miserable,’ she told me. ‘No joy whatsoever. It felt like everybody was staring at me because of what happened. I couldn’t wait to get home.’


Freda was terrified of leaving her house. She dreaded seeing teenage boys, especially tall skinny ones with shaggy hair who reminded her of her son. The mere sight of them would upset her and send her spiralling into hours of intrusive visual images.


As she relayed this, she burst into tears. I held Freda’s hand and offered her tissues. I kept telling her how sorry I was. An unfamiliar icy cold feeling crept into my chest. I had never felt this intensity of pity. I pushed away the recently memorised template of a psychiatric interview. Instinctively, I changed tack and started asking questions about her son. A barrage of questions about psychiatric symptoms was too clinical, too callous for that moment. What was his personality like? What music was he into? What was his favourite food? His name was Angus but his mates called him Mongoose. He was seventeen and obsessed with hip hop and video games: a kid after my own heart. His most prized possession was his recently acquired ‘decks’ (vinyl turntables). He worked part-time at the local Scotmid (the Scottish version of Budgens) after school and spent most of his time and money on rare records. The more she described her fond memories, the greater the gaps were between her sobs. I gently introduced the necessary enquiries later. Around a decade later, as a junior doctor training in psychiatry, I was taught how to slip questions into conversation subtly, rather than listing them. I didn’t realise it when I was speaking to Freda about Mongoose, but I was doing this intuitively.


Later, as I presented my case to Dr Porter, I was able to match Freda’s descriptions with actual symptoms. As I spoke, snippets of information from textbooks tumbled into my head and a diagnostic light bulb twinkled. Her visions were flashbacks!


‘These issues have lasted too long to be explained by typical grief,’ I said to Dr Porter over coffee. ‘This woman is suffering from post-traumatic stress disorder.’


Not only was Dr Porter the first doctor I had met who allowed coffee in his ward rounds, but he actually bought it for the whole team. Were all psychiatrists this nice? I wondered.


‘Good. Anything else?’


‘I think she suffers from clinical depression. Well, an adjustment disorder that has progressed to clinical depression.’


‘On what basis?’


‘She had a lack of energy and motivation, problems concentrating and maybe anhedonia?’ This last symptom is a lack of pleasure in previous activities, a core sign of depression.


‘What treatment options might be appropriate?’


I started reeling off answers, surprising myself. ‘Cognitive behavioural therapy, eye movement desensitisation and reprocessing, anti-depressants.’


‘Which anti-depressant is licensed for post-traumatic stress disorder?’


‘Er, paroxetine?’


‘Good,’ Dr Porter said with a nod.


‘And I think she’s got agoraphobia too. She’s afraid to leave the house.’


‘Steady on. I think Freda’s avoidance behaviour is related to her PTSD. Reminders of her son trigger flashbacks so she avoids them.’


That did make more sense.


‘Remember, psychiatry shouldn’t be over-complicated. Unnecessarily diagnosing always labels but rarely helps the individual. Simplicity is key.’


Simplicity. That’s me! I thought.


I walked out of the ward with mixed emotions. A taste of Freda’s pain and a glimpse of real-world hardships penetrated my paltry cocooned student life of partying. But I also experienced something completely novel. I felt like a doctor.


I came to realise that psychiatry is one of the only medical specialties (I would also include general practitioners in this category) where personality and bedside manner were not just a bonus, they were essential. You would want your cardiothoracic surgeon to be polite and pleasant to talk to, but as long as they carried out heart surgery effectively, it doesn’t really matter. Psychiatry was different. I could see that it was more of an art than a science. The difference between a patient letting you into their very private and sometimes even paranoid inner world and them rejecting you was all in the communication skills and empathy.


A pettier inspiration for me was the fact that I was as good as, and often better at, forming connections with patients and teasing out their symptoms than my geekier medical student peers. I discovered a skill for putting whoever was in front of me at ease, no matter their background or demographics: from the young gang member with schizophrenia, to the teenage girl who had taken an overdose as revenge towards her cheating boyfriend, to the elderly woman with dementia. I could charm and disarm, and stealthily coax out their emotions. Those medical students who would study relentlessly and dominate me and my friends in our exams often had stilted communication skills. Maybe all those disinhibited chats with random strangers in drum and bass clubs (sometimes sweaty, sometimes topless), throughout my previous four years at university had rubbed off on me.


As my confidence grew, I developed a thirst for learning. I was fascinated by all these strange symptoms, from catatonia to thought block and flight of ideas. I was captivated by the bizarre. For the first time in my life, I was studying for me and not to appease my parents or under the fearful shadow of looming exams. Every psychiatric sign, symptom and syndrome I learnt would be another potential piece of the puzzle that would eventually reveal the diagnosis. I also wanted to learn about the myriad of medications and their effects on receptors, neurones and neurotransmitters, to add to an arsenal of options for treatment.


I was a newly qualified doctor at the age of twenty-four. Instead of committing to a career as a psychiatrist straight away, I felt I still had some fun to get out of my system. As well as an unsuccessful stint as a trainee surgeon, this included gallivanting around Australia for eighteen months. Here, in between shifts in an emergency department and on a psychiatric unit, I would soak up the Antipodean lifestyle. By which I mean string vests, miniature pints of beer, barbecues and beaches (though clearly I didn’t need to work on my tan). Of course, at job interviews I said that I had stalled my training to broaden my horizons, experience different cultures and because I wanted to immerse myself in a disparate mental health system to truly objectively appreciate the uniqueness of our own. However, in truth, I can’t deny that I was also dodging the inevitable series of exams that were necessary to climb up the professional psychiatry hierarchy, including becoming a member of the Royal College of Psychiatrists, the professional body responsible for education and training, and setting and raising standards in the UK. I managed to shirk this inevitable progression by taking on a number of standalone non-training posts for a few years. In the time period leading up to treating offenders, I had made some huge personal commitments and hit some landmarks. Maybe this dissuaded me from dedicating myself to my career too soon. I had turned thirty, bought a flat in Islington (with a lot of help from my parents and sister), fallen in love and got married. I’d even got a gold tooth and my first tattoo.


When I first entered the world of forensic psychiatry in 2010, I had already wriggled my way through the exams that I had previously been dodging. I was in core training as a senior house officer, a junior position for graduate doctors who have completed their obligatory sentence as the whipping boys on the medical and surgical wards. This training involved cycling through six-month placements within numerous mental health sub-specialties on different wards and clinics. This was before I had taken the plunge into my higher training and specialised in treating mentally disordered offenders as a specialist registrar (where I would receive advanced training to become a consultant). In breakfast cereal analogy, senior house officer training is like a variety pack, whereas the specialist registrar position is one big, crunchy, delicious but fairly samey box.


As I started my first six-month placement in forensic psychiatry, friends and family would often ask questions about my imminent duties. I must admit that even when I started I hadn’t fully grasped what this area entailed. I had even fallen for some of the fantasies I had seen on TV.










Chapter 2



What I do (and What I do Not)


Psychiatrists assess, diagnose and treat mental illnesses. Just like surgeons specialising in different parts of the body, there are numerous types of sub-specialist psychiatrists. More than you can stroke a beard at, each with expertise in treating particular categories of mental illness. General adult psychiatrists are the most common breed. There are also old-age psychiatrists and addiction specialists. Forensic psychiatrists are a different species from other psychiatrists; we assess, treat and rehabilitate offenders, usually perpetrators of violent and sexual crimes. This is where somebody who is morbidly fascinated with gangsta rap and violent films might gravitate. We also sometimes act as expert witnesses to advise judges and juries in criminal trials about individual defendants who have, or are suspected of having, psychiatric issues.


Contrary to popular belief, including my own, I quickly learnt that forensic psychiatrists have no business whatsoever at crime scenes. Jaded TV homicide detectives might take a swig of their coffee and ask a minion for ‘forensics’ on bullets, and the very charming Dick Van Dyke might visit the local morgue and ask for ‘forensics’ on a dead body, but they are asking for ballistics and pathological examinations, respectively. The term ‘forensics’ is often associated with solving crimes. The word comes from the Latin word ‘forēnsis’, meaning ‘before the forum’; in Roman times, criminal charges would be discussed before a public group of individuals, in a kind of precursor to the modern-day criminal trial. The term encompasses offending, the legal system and courts in general. In psychiatry, it’s about the juxtaposition of mental illness and criminality. The context is often one of ascertaining the mental state of an offender during a crime, by examining the evidence afterwards. It’s about deciphering an individual’s risk factors for future violence, and reducing them through intense long-term rehabilitation and treatment. So, pretty much everything except for solving crimes.


We cannot figure out if Colonel Mustard killed Professor Plum in the kitchen with the candlestick or not. But after he is charged, we can figure out which personality traits and psychotic symptoms drove Colonel Mustard to act so violently and impulsively, ascertain whether he was criminally culpable, and rehabilitate him so he is safe to rejoin society.


Criminal profiling is also not on the agenda for a forensic psychiatrist. This is the practice of identifying likely suspects to assist the police or of linking cases that may have been committed by the same perpetrator. It also involves predicting the future actions of a criminal at large (occasionally, according to the programmes I’ve seen, through telepathy).


‘Judging by the way he’s taunting the detectives, this man is a narcissist and probably works in advertising.’


‘His crimes are escalating and he’s becoming more emboldened. I think his next attack will be in broad daylight, superintendent.’


. . . are a couple of sentences I have never uttered.


In my opinion, criminal profiling is at best a pseudoscience and at worst a scam, even though people (not qualified forensic psychiatrists) have made careers out of it. There is a lack of scientific research or evidence to support its usefulness, reliability and validity. It works on the assumption that criminals operate in a predictable manner. And also that there is consistency within their modus operandi and their motivation, both within one particular perpetrator and between them. Having read hundreds of case papers outlining details of offences, including some by the same individual, and having discussed culprits’ thought processes with them, I can confidently say that these patterns do sometimes occur. But equally, they don’t. There is chaos, randomness and opportunism in many serious crimes. There is not enough consistency or even enough data to predict the profile of an offender, in my humble opinion.


One of the most high-profile cases where this dark art has hindered a police investigation was the murder of Rachel Nickell. One morning in July 1992, Ms Nickell, a twenty-three-year-old former model, was sexually assaulted and stabbed forty-nine times while walking her dog with her two-year-old son on Wimbledon Common. The prime suspect was a man named Colin Stagg, but the authorities had little evidence linking him to the murder scene. The police therefore asked a renowned criminal psychologist to create an offender profile of the killer, which fitted Stagg. They then set up an entrapment-style sting, with the psychologist’s assistance, where an attractive undercover policewoman befriended and flirted with Stagg to coax out and secretly record violent fantasies and, they hoped, a confession from him. Although he played along to a degree, Stagg did not admit to Ms Nickell’s murder, but was prosecuted anyway. The mind doth boggle. At trial, the case was thrown out by the judge at the Old Bailey, who declared that the police had tried to incriminate the suspect by ‘deceptive conduct of the grossest kind’. The police and criminal psychologist were criticised (the latter was charged with professional misconduct by the British Psychological Society, though the case was later dropped). In July 2006, after re-examining some evidence, the police interviewed a convicted murderer named Robert Napper, who had paranoid schizophrenia and Asperger’s syndrome, at Broadmoor Hospital, where he had been a patient for a decade. He had already been convicted of a very similar murder of another young woman named Samantha Bisset and her four-year-old daughter in November 1993. At trial, he pleaded guilty to the manslaughter of Ms Nickell on the grounds of diminished responsibility. The judge ordered that Napper would be held at Broadmoor Hospital, indefinitely.


What is particularly upsetting for me about this whole debacle is that Samantha Bisset and her four-year-old daughter’s deaths might have been prevented had this rogue criminal profiler-led sting operation not distracted the authorities.


Interviewing suspects is another area I had wrongly assumed we might be involved in when I first paddled into the ocean of forensic psychiatry. The idea of sitting across the table from a suspected murderer, with police officers observing incredulously behind a one-way mirror as I play intellectual chess to coax the slippery mastermind into incriminating himself does sound enticing. I’m sure experienced detectives have sharpened their skills and perfected their mind games to do this very thing. Any questionable abilities I may claim to have in this area are strictly from watching Netflix crime dramas. If you put a biro in front of the accused and they don’t play with it, they are too calm, calculated and unemotional. They are definitely, 100 per cent guilty. Or was that not guilty? These techniques are categorically never utilised in my profession.


Having said that, I do look at the consistency and reliability of the interviewee during my own assessments. Defendants fabricating mental illness is certainly not unusual. But this is all in the context of eliciting symptoms in order to refute or validate a diagnosis, not for confessions of murder.


To this day, I am frequently asked about delving into the minds of serial killers or terrorists and explaining their behaviour. This included being a guest on a podcast about Ted Bundy, the American serial killer and rapist who is believed to have murdered at least twenty-eight women in the 1970s. I suggested that he had the superficial charm, callous disregard for the rights of others and the glib, manipulative nature of a psychopath. The host, clearly unsatisfied, pushed me repeatedly to explain why Bundy carried out his dozens of rapes and homicides, almost as if I was in the dock. As I told her, I’m not sure there’s an answer that makes sense to anybody other than Ted Bundy. In my career, I have assessed a handful of perpetrators of multiple murders and acts of terror. The vast majority have been initial assessments to rule out acute severe mental illness, allowing the defendant to be dealt with by the usual criminal justice route. If they have no discernible mental illness, there is no room for curing, and therefore no role for my services or expertise. These horrific acts are thankfully uncommon. But for them to be directly driven by psychiatric symptoms, as opposed to simple hatred, is as rare as chicken’s fangs. I have been asked on several occasions, including once on live radio, about what drives serial killers and terrorists. The truth is that the answers lie outside of psychiatry, and more in the field of criminology.


Some might proffer that the very acts of serial killers and terrorists prove that they must be mentally ill. This boils down to how you define mental illness. If you consider having murderous thoughts or ideas of extreme fundamentalist hatred, as well as having the conviction to carry these out, as automatically being mentally ill, then yes, clearly these people are ill. However, for psychiatrists, hatred, anger, fascism and even religious fanaticism are not in themselves psychiatric symptoms. It is only in exceptional cases that they are the product of, or the outward expression of, underlying mental illness. Only those in this minuscule category could potentially be treated by us.


One of the first cases I was sent to assess by my team during my first placement was an example of that very rarity.










Chapter 3



Do Terrorists Need a Psychiatrist?


Mr Stevie McGrew was a gruff, brooding Scottish man in his mid-fifties who led a solitary, somewhat reclusive life. His index offences (as in, the ones that brought him in to psychiatric services) were those of putting persons in fear of violence by harassment, perpetrating a bomb hoax and sending electronic communications with intent to cause distress or anxiety. He had already been charged and remanded to a psychiatric unit when I saw him, early on in my first forensic psychiatry placement in north London in 2010.


Of the handful of potential terrorists I have assessed, Stevie was the only one who was genuinely psychotic. In my naivety back then, I used to carry around numerous textbooks, assuming wrongly that I would have nuggets of time to study between assessments. That day, travelling to the general adult psychiatric ward he was residing in, I had a brutal accident involving a loose Tupperware lid and a lot of salad. Not only did I ruin a couple of hundred pounds’ worth of books, but tragically I also lost my lunch.


Stevie’s only previous contact with mental health services was about three years prior, when he was convinced that cars on the street with registration plates that contained letters from his surname were mocking him. This is a ‘delusional perception’, a perfectly normal perception, to which the individual attributes a false meaning. He took a baseball bat to one of the cars (a Porsche, no less!) and was arrested. He was then sectioned straight from court to the same general psychiatric ward where I would see him a few years later. He was diagnosed with schizophrenia, prescribed anti-psychotic medications, improved within a few weeks, and was discharged. Job done. For the time being.


At home, Stevie was supposed to keep taking his tablets every day, for the foreseeable future. He told me that the medication ‘gave me ants in my pants’ – i.e. an overwhelming urge to constantly fidget, which could only be resolved by walking around or ‘jiggling my hips, like Elvis’. This is a well-recognised side effect of some anti-psychotic drugs, though our psychiatric parlance is a little less colourful than Stevie’s. Akathesia. It is related to blocking dopamine, a chemical in the brain that controls movement and is also associated with schizophrenia. Stevie became non-compliant with his tablets. This is a very common act in patients and the bane of many of their psychiatrists. But it is also understandable. I wouldn’t take tablets with side effects for a disease I didn’t recognise, composed of symptoms I didn’t believe, by a doctor I didn’t trust. Stevie appreciated that vehicular mockery was all in his mind, so he figured that as long as he ignored any contemptuous number plates, there would be no need to take such an unpalatable medication.


A couple of years after stopping his anti-psychotics, Stevie received a phone call out of the blue from a marketing company asking him for feedback about a recent renewable energy seminar he’d supposedly attended. Stevie had never been to such an event and was perturbed when the caller was then able to relay his personal details, including his address and National Insurance number. This might have freaked out you or me, but we would possibly swear, probably hang up, chalk it down as an attempt at a scam and move on with our lives. But Stevie was convinced that the government had intentionally leaked his personal information and so he phoned up the Citizens Advice Bureau (an organisation specialising in giving information about legal, debt, consumer, housing and other problems in the UK) to complain. He spent hours every day, for days on end, trying to get a satisfactory answer, but according to him, there was either no reply or he was kept on hold or he wasn’t called back as promised. Stevie became increasingly incensed and was certain that the bureau was goading him and therefore must be part of this conspiracy. This paranoia was amplified when he finally received an email from them with his surname misspelt. He complained to the police, who predictably dismissed him, and so Stevie started sending increasingly aggressive emails to the bureau. This escalated to direct threats to kill the staff. The case papers sent to me included printouts of around three hundred of his emails, though I think I got the gist in the first. The titles of his messages included: ‘You are not safe. I will detonate bomb in your office today!’ and ‘I guarantee a horrific death to your entire department’. Now the police paid attention. When they searched his bedsit, they found household ingredients known for making explosives. I cringe at the prospect of where this was leading.


Visiting Stevie on a normal ward felt strange to me. Even though I had only spent a couple of weeks within the confines of a secure forensic unit for offenders in my new role, I had grown accustomed to hyper-cautious security. This ward had only one thin blue door with a flimsy lock, which did not look kick-proof, to prevent patients escaping into the wider world. Visitors were not searched and there was even mixing of genders on the ward. It felt paradoxically riskier than my usual work habitat. To my amazement, Stevie, a man with a slight frame (‘wee’, to adopt his terminology), a hooked nose and thinning hair was even allowed to carry his very hot drink into the interview room. He clearly hadn’t been informed of my visit. He came across as a prickly man, particularly annoyed that I had interrupted his cappuccino. He was paranoid, checking my ID for well over three minutes, which was two minutes and fifty-nine seconds longer than the staff at reception had spent on it.


He seemed perturbed that I had been sent the case papers for his alleged offences in advance and repeatedly asked questions about how they’d been sent and if they were password-protected. He was abrasive, constantly interrupting me and deliberately misinterpreting my words. These would be deliberate tactics used by barristers cross-examining me years later after I had become an expert witness.


Stevie tossed my ID onto my lap. ‘I’ve already got a psychiatrist. And I don’t even need that buffoon. Why do I need you?’


‘Fair question, Mr McGrew.’ To avoid being presumptuous, I generally use surnames for clients I see for one-off assessments, though use their first names if I treat them in the long term on my own ward. ‘Your team referred you to our services, as they wanted a forensic opinion. They really should have informed—’


‘So, my psychiatrist is not clever enough to assess me herself? That’s what you’re saying?’


‘No. It’s just that we are the experts in mental illness related to offending.’


‘Oh, so I’m mentally ill, am I? And an offender as well? Looks like you’ve already done your assessment, doctor.’ He put his coffee down on a table to give me a slow sarcastic clap. ‘Outstanding job, I must say. Have you got a card? I might refer you to those Citizens Advice Bureau pricks.’


During my assessment of Stevie, two thoughts sprang to mind. The first was that his beliefs appeared to be delusional and were therefore potentially treatable. A delusion is a firm, unshakeable belief that originates from an ununderstandable source, which is not amenable to rational argument or opposing evidence. It is also not compatible with regional, cultural or educational background: a clause to exclude odd beliefs that are ‘taught’ in certain communities, and not related to mental illness, such as the somewhat ironic belief in Scientology that all of psychiatry is bogus, or in some religious sects that non-believers merit execution or in some socio-economic strata that bright-orange fake tans are attractive. Delusions are characteristic of a particular type of illness (known as ‘pathognomic’ in psych jargon), namely psychotic disorders. My second thought was of all those times I had been put on hold by various services and not called back when I was promised (and fantasies I may have had about how to get their attention).


I concluded that despite being near the cusp, Stevie was unfit to plead. He was so utterly preoccupied with his own beliefs of being targeted and victimised, he was unable to absorb or analyse other information, including that which would be pertinent to his court case. Although I was not directly involved in Stevie’s treatment beyond my initial assessment, I was intrigued by him and stayed in touch with his hospital psychiatrist via email to keep tabs on his journey towards recovery. His doctor was sensible enough to trial another anti-psychotic medication with more tolerable side effects; this would, of course, decrease the risk of Stevie’s future non-compliance (ants-in-pants-related or otherwise). After months of treatment, he still felt like he was the victim. He still felt mistreated and that his phone calls should have been returned. However, of significance, he was no longer preoccupied with a conspiracy against him. He now believed that the Citizens Advice Bureau’s behaviour was down to incompetence. The delusions about intentional malice and treachery had been eradicated. This meant he could carry on his previous life without being constantly distressed by thoughts of persecution. And, vitally, without ravenous intentions for revenge.


As a side note, one aspect of Stevie that I found fascinating was his ability to justify his actions. ‘I only wrote such extreme emails so that these arseholes can no longer ignore me.’ He stressed that the chemicals he had gathered were not for explosives, were not illegal, and were for general household use. His barrister successfully argued this in court and the charges related to bomb-making were dropped. (Really, though? Pool sanitiser, even though he has no pool?) This is known as an ‘external locus of control’. It boils down to refusing to accept responsibility. It is very common in offenders as an internal justification for their misdeeds, whether they have a mental illness or not. Defendants’ statements from my career which illustrate this curious psychological anomaly include:


‘If the government hadn’t stopped my benefits, I wouldn’t need to go out and burgle houses.’


‘My mate shouldn’t have asked me to carry that knife for him in the first place.’


‘It was the alcohol, doctor. It makes me nippy and it makes her answer back to me. It was inevitable really.’


Stevie’s case and his motivations differ from those of the vast majority of terrorists. Dylann Roof, the American white supremacist who committed the mass shooting in a church in Charleston, South Carolina on 17 June 2015, would be a good example. He had a history of drug and alcohol use and petty offending, but he did not have a mental illness that made him lose touch with reality (or, crucially, that excused him of criminal culpability). He purportedly often claimed that ‘Blacks were taking over the world’ and his actions were clearly influenced by deep-rooted racism and hate. But to be clear, his beliefs, however revolting, were not delusional. They were not born of insanity and so no amount of medication or psychological therapy could change them.


Many offenders, from petty criminals to serial killers, have severe character flaws, from minimal empathy to narcissism. Returning to the case of the charming Ted Bundy, he would be a prime example of this. His superficial charisma, insincerity, lack of nervousness, pathological egocentricity and lack of remorse exemplified his ability to live a double life. He had a long-term relationship, attended college and built a political career, all while carrying out brutal murders. His handsomeness and personality allowed him to win the trust of his victims and even charm law enforcement and legal professionals, to a degree: the textbook traits of a psychopath. Some criminals may cross the threshold for a personality disorder: deeply ingrained, pervasive faults in the subject’s natural temperament and nature. Personality disorders, like psychopathy, are not altered states and are technically mental disorders, as opposed to mental illnesses. They can sometimes be treated, but it takes years of intense therapy, and cannot be cured with medication.


Notwithstanding the nebulous sphere of disturbed personality, the vast majority of people who commit atrocities, including serial murders or acts of terrorism, do so outside of the context of a diagnosable, biologically understandable, chemically reversible, treatable mental illness. In the same way that the majority of angry, hateful people – religious fanatics, right-wing racists or that old man down the road who refused to return my wayward football when I was a kid – don’t have psychiatric disorders. Being extreme, just like being odd or being provocative, isn’t enough.


Forensic psychiatrists cannot help people like Dylann Roof and cannot decrease his future risks any more effectively than the criminal justice system or probation services. We may have a small role in the initial assessments of these characters to rule out psychiatric issues, but after that we are of as much value as a pool sanitiser when you don’t have a pool.










Chapter 4



Punched on Duty


One dreary muggy Monday morning in August, I was approaching the end of my core training. I had just started my placement as a senior house officer on a medium secure ward in a forensic unit. My dreaded exams were behind me. My next hurdle was to decide which sub-specialty I would sign my life away to as a specialist registrar the following year. After a week of induction, this was my first day on the front line. Keen to make an impression on my colleagues, I went to my allocated ward to interview some of the patients before the ward round later that day. I was speaking to a patient in a private interview room in the corner of the ward. He was an overweight young man, Dennis, whose offence of stabbing his brother frantically while hearing voices was at odds with his phlegmatic presentation. Luckily, his brother, a bodybuilder, managed to overpower Dennis before he sustained any real damage and only required a dozen or so stitches to his forearms (though I imagine future Christmases were doomed to be awkward). For safety, all the interview rooms on the ward had huge wire-reinforced windows so that staff were visible. I noticed another tall young man looking in through the window, seemingly fascinated by me. He kept tapping on the window, waving and smiling. He even brazenly interrupted the interview a couple of times by bursting through the door and commenting on random topics, mostly related to religion.


‘Everybody can be a god, but there has to be a king of gods.’


I politely bustled him out of the room.


He put his head round the door a minute later. ‘I didn’t mean everybody. Only the righteous.’


He seemed convinced that we were childhood friends and kept asking me about a cricket match we supposedly played together. I treated him like I do those ‘charity muggers’ in fluorescent jackets on the high street. I looked away, put my head down and ignored him.


My interview with Dennis had only scratched the surface. I had many more queries, particularly about how he had arrived at his beliefs that his brother had been telepathically planting suggestions in Dennis to get a tattoo of a penis on his cheek (a psychiatric phenomenon known as ‘thought insertion’). But that would all have to wait for another assessment when I would have more time. This meeting was merely to introduce myself and to get a skeletal overview of his psychiatric issues (and if I’m being honest, to impress my new consultant). I walked out of the interview room, smug smile on my face, notebook in hand, totally unaware of what was about to follow. The young man who had been interrupting ran up behind me, punched me hard on the side of the head and scuttled off. It happened so fast that I didn’t even realise I had been hit. I just found myself on the floor, confused, with a throbbing temple. As the nurses helped me up to my feet, the perpetrator had already retreated to his room.


I wasn’t too shaken up. Perhaps because the assault was so sudden, I didn’t have time to process any threat. But I know of several colleagues who have been seriously injured at work. In fact, barely a month later, one of the other senior house officers was trapped inside an interview room by a psychotic man who had delusional beliefs that the doctor was working undercover for social services. He wouldn’t let her leave, insisting that she knew the whereabouts of his young son who had been removed from him and given up for adoption. Although the perpetrator didn’t physically harm her, it took well over half an hour of negotiations with the ward staff through the window before he would allow my colleague to leave. She was unscathed, though clearly traumatised. Her time off for stress kept extending every week and eventually lasted longer than two months. It was interesting to see the sympathy of her peers, including me, slowly peter out. Every day, between the other five senior house officers, we had to cover her clinics as well as her evening, night-time and weekend on-call shifts.


Being assaulted can, and does, have a profound impact on people’s lives, confidence and careers. For me personally, it was more embarrassing than anything. For both patients and staff, I went from being one of the new doctors to that new doctor who got punched. I found out later that the man who had punched me had schizoaffective disorder and was suffering from a specific type of delusional misidentification syndrome, known as a ‘Fregoli syndrome’: the delusional belief that a stranger is actually a familiar person. This had driven his original offence; he had walked into a random café, picked up a chair and thrown it at an unsuspecting group of strangers, whom he believed to be undercover policemen who had arrested him years previously. That morning, he was convinced that I was really an old school bully in disguise. I have no hard feelings. In his mind, his actions were justified. As he was relatively settled within moments of assaulting me, he didn’t need to be transferred to the seclusion room, but his medications were increased. Even though I didn’t directly treat him, I would frequently bump into him on the ward. To be fair to him, he did try to apologise once, but he suffered from a formal thought disorder, which is a symptom of psychosis where the flow of one’s thoughts is jumbled and disconnected.
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