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INTRODUCTION
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In more than thirty years of working with women who span the extremes of psychological disturbance, I have been confronted with descriptions of extreme violence and fantasies of worse. These stay with me, yet my most vivid memories are not of what patients have done or dreamed about. Nor are they the moments of fear I have sometimes felt when sitting across the table from someone who has a violent history and may see me as their enemy.

Instead, the episodes that most readily come to mind are quiet ones, in which little was said but so much was communicated about a woman’s trauma and torment: the life experiences and psychological damage that led her to commit an otherwise inexplicable crime. I think, for example, of Miriam, who had lived for fifteen years on the secure wing of a psychiatric hospital where I worked. She arrived at one session in an unusually frenzied state, so agitated that she was struggling to speak. Eventually she was able to explain. Staff had searched and turned over her room, after reports that she was keeping contraband items. Her carefully maintained set of possessions, including photographs, trinkets and clothing, was in disarray; and so, evidently, was she.

This might have seemed an overreaction, as having your room ‘spun’ is a routine part of life in any form of incarceration. But, for Miriam, I knew this was a particular torment. She had come to the UK as a refugee, an unaccompanied child who had already known painful exploitation and neglect in her life. Having left her family and the horrors she had witnessed behind her, she encountered yet more difficulties as she grew up, living in hostels, refuges and on the streets. In a life that had only known instability, the possessions she hoarded and lovingly maintained in her room on the ward created the closest thing to a stable home she had ever known. For her, having this room invaded and its contents plundered felt not far from the collapse of her entire world. After the session I accompanied her back to her room, and watched as she scrabbled on hands and knees, searching through the items that were strewn all over the floor. She seemed almost in physical pain as she surveyed and tried to repair the damage, facing the reawakening of a lifetime of trauma. She looked at me, and asked if now I understood. I could only nod in silence.

Witnessing Miriam’s torment, and that of so many women I have worked with across prisons, psychiatric hospitals and specialist clinics, was a reminder of the human truths that accompany every criminal story. The women I work with may be convicted killers, sexual abusers, arsonists, stalkers or child abusers, and are largely considered only in that light. Yet the perpetrators of crimes that shock and appal us have also, almost always, experienced an extreme form of abuse or trauma in their own lives. They are victims as well as perpetrators. As a forensic psychotherapist, my work is to understand the connection between these two things, and to help my patient do the same. It is to probe the roots and psychological geography of the crime, deriving insight that may then be used as evidence during a trial, the basis for risk assessments concerning child custody, or as the starting point for a course of treatment.

The principle of forensic psychotherapy is that we look at the whole person, the factors that shaped them, and how experiences in one part of life ultimately prompted their development and actions in another. These links are not necessarily obvious, or conscious, and often only emerge after many hours of careful therapeutic work. That work must embrace complexity and contradiction, seeking to draw common threads out of chaotic lives: explanations that can offer a lifeline for people who may always have struggled to understand why they think or behave in a certain way. Together, we uncover and reconstruct the meaning of their offences. Engaging in this process requires acceptance and equanimity, putting aside personal feelings about what a person may have done in order to help us both understand why.

For over three decades I have worked in prisons, secure units in hospitals and the community, acting in both assessment and treatment roles and working with female and male patients. I initially trained in clinical psychology, using treatment models including cognitive behavioural therapy (a talking therapy that focuses on identifying and altering harmful patterns of thinking and behaviour) and the psychodynamic approach, which seeks to help an individual access and then understand their unconscious thoughts and feelings. But the vast majority of my work has been in the field of forensic psychotherapy, which brings the psychoanalytic approach into the field of criminality, using psychodynamic techniques to probe the motivations and meaning of a person’s criminal actions. Years of experience have shown me that this can genuinely help people to recognise unconscious influences in their lives that explain their actions. Additionally, this understanding can provide a solid foundation from which to treat, and to some degree resolve, these issues. In the best case, this can allow people who had been suffering intolerable and overwhelming emotions to control previously untamed impulses and regain some stability in their lives.

In my forensic work, I have been most interested in the crimes and violence of women. Female violence is a subject whose nature is frequently misunderstood and whose importance is too often disregarded. For many in society, from the media to some areas of the medical and legal professions, the reality of women’s violence is a truth too uncomfortable to take seriously: a taboo that offends the idealised notion of women as sources of love, nurture and care. That mothers sometimes harm, or even kill, their children is simply too shocking for many to engage with, as is the idea that women in caring roles could sexually assault or otherwise mistreat minors. Even to consider these things implicitly threatens our social fabric, bringing the shock of maternal abuse and female cruelty into comfortable lives in which the idea of the loving, caring family is central.

When the subject of female violence is broached, it is invariably done in lurid terms, resting on preconceptions deeply embedded in history and culture. Stereotypes of vengeful women fill the pages of our oldest literature: the dangerous seductress, exemplified by the biblical tale of Judith beheading the Assyrian general Holofernes while he sleeps in his tent; the spurned wife driven to murderous rage in Greek tragedy, from Clytemnestra stabbing a helpless Agamemnon in the bath to Medea, so blinded by anger at Jason’s betrayal that she kills not only his new wife but her own children. Our depictions of violent women in the modern world are no less extreme. Women such as Myra Hindley, Rosemary West, Aileen Wuornos and Beverley Allitt all became figures of tabloid revulsion, treated as outcasts not just from society but from womanhood itself. They were monsters, angels of death, manifestations of pure evil: made into demons who could be kept at a safe distance from the ideals they threatened. The indelible images of these women in the public mind, staring grimly from newspaper front pages, show that society has no villain like a woman who kills. They show how the idealisation of womanhood in general, and motherhood in particular, can quickly turn to denigration and disgust against those who subvert it.

My work has consistently shown me that the truth is both more complex and more troubling than these caricatures allow. Some of the women who kill, abuse and commit violent acts can be deemed sociopathic or psychopathic, but many are not. Often they have been subjected to shocking abuse by their own parents, carers, partners or family members. Many are suffering from severe mental illness or psychological harm as a result of that abuse. For some, the desperate search for the love and nurture which they have been denied in their lives leads them towards violent partners, pregnancies in which they invest impossible hopes, and the revival of trauma manifested in acts of violence that mirror those they once suffered.

These women are not the inhuman monsters of tabloid myth. They are not a species apart, driven by a madness or evil we could never hope to understand. They are not, in fact, so different from the vast majority of us, for their crimes are often the cruel result of the emotions we all share – the longing to love and be loved, the frustration and fear of parenthood, the corrosion of shame and self-loathing – twisted through the prism of personal experience of violence and abuse. The tragedy of these crimes is that, in trying to escape the horror of their own childhoods, many are condemned to re-enact and repeat what they themselves suffered. Others, their perspective shattered by mental illness, commit violent crimes in the belief that they are helping the person they will so brutally, even lethally, harm. But overwhelmingly, the violent women I have known are not beyond the pale of empathy, understanding or rehabilitation, hard as this can sometimes be to achieve.

I have devoted much of my career to working with women who commit unspeakable acts of cruelty and abuse, and studying the violence that women do – a subject that deserves and demands to be better understood. While only 5 per cent of the prison population are women, and an even smaller percentage of those are violent, we know that female violence often goes underground, occurring in the private and domestic realm in ways that may never come to light. That lack of visibility is then compounded by the public attitude towards women whose crimes are revealed, one that wishes either to vilify violent women or, just as dangerously, patronise them by deeming them incapable of a crime they consider to be outside the realm of womanhood and motherhood. Women, this attitude holds, will only engage in violence, particularly sexual violence, under male coercion. These stereotypes, which I have seen expressed by professionals in both the legal and medical spheres, carry a human cost. Opportunities for rehabilitation are lost when violent and abusive women are regarded as evil villains and treated as criminals beyond help; while the chance to protect future victims is missed when their potential abusers pass unnoticed, because they fit no one’s image of what a murderer or child abuser should look like. Our state of ignorance and denial about female violence is one that does harm to both its perpetrators and its victims.

My work has been motivated by both the wish to understand what drives women to violence, and a desire for compassion. I have seen how the women I work with are treated as less than fully human, not only in newspaper headlines but by those charged with determining their fate and overseeing their care. With fellow professionals from various disciplines, including medics, prison governors, politicians, nurses and teachers, I have worked to undo and remake systems in prisons and psychiatric hospitals that have been the cause of re-traumatisation for too many women. Too often, the women I have known in forensic work are both hyper-visible in their status as violent offenders, yet almost invisible as human beings with human needs.1 The work to change that reality and correct that injustice has been a slow process which continues today.

Women’s violence and criminality was a subject that fascinated me from an early age. Growing up in 1970s New York City, I was mesmerised by news coverage of Patty Hearst, the glamorous and wealthy heiress who was kidnapped by the militant Symbionese Liberation Army and held hostage for seventy-four days, before professing allegiance to the group and participating in its crimes, captured on security footage wielding an assault rifle during an SLA bank robbery. I was swept along in the debate that raged about Hearst. Was hers a case of what had recently been coined Stockholm Syndrome, in which prisoners begin to identify with their captors, or had the opportunity to become a revolutionary unlocked her latent desires? Was she victim, perpetrator, or both?

The Hearst story was the most prominent of many swirling around the crime-ridden New York of my childhood. My grandmother, a Holocaust survivor, would regale me with every dramatic tabloid headline: the girl killed while babysitting, the high-school student raped on the subway, the twins kidnapped in a bowling alley. The fear of abduction was real to me as I travelled daily on the subway from Queens to my school in Manhattan. Trauma was also part of my family story. My parents were Viennese Jews and my mother had lived under Nazi rule for three years as a teenager, seeing some of her best friends become fervent party members and take full part in the everyday cruelties against Jews and other minorities. Hearing their stories disabused me early in life of the idea that women are innately kind, or that the maternal instinct is infinite. Those stories have stayed with me; at times they have lent me perspective on the traumas of the women I encounter, and empathy to relate to them. As I watched Miriam desperately surveying the wreckage of her hospital room, I believe a part of my own history was re-awakened. I was unconsciously recognising the vulnerability and loss of safety that my mother had described after Nazis had arrived at the door of her childhood home on Vienna’s Schönbrunner Strasse on Kristallnacht, the pogrom of 1938 that saw Jewish homes and businesses seized and, in many cases, destroyed.

While my work as a psychologist stretches over thirty years, my association with psychiatric care has spanned my entire adult life. As an undergraduate in Connecticut in the early 1980s, I worked as a tutor in a psychiatric hospital for patients then labelled as ‘criminally insane’, helping people who had never completed high school to gain qualifications. I had my first encounters with the steel doors, barren hallways and vacant faces of medicated patients that would become such familiar sights. After I had moved to the UK to complete my degree, I worked as a nursing assistant at Littlemore, a psychiatric hospital on the outskirts of Oxford that had been a Victorian asylum. I washed and bathed patients, changed bedsheets and, most importantly, spent time talking with the men and women who had, in many cases, been living there for decades. Here I was exposed for the first time to the realities of long-term trauma, indelibly imprinted on to the minds and bodies of women trapped by its consequences. As I tried to help one patient in her late fifties undress to take a bath, she pulled away from me and sat down, knees held to her chest and arms locked around in protection. ‘Leave the little girl alone,’ she sobbed. Even at twenty-two, with only a fraction of my subsequent training, I knew in an instant what must have happened to her.

A year later I began my training in clinical psychology, the beginning of a career that has seen me work in various posts in prisons, secure hospital units and in the community, alongside frequent appearances as an expert witness in courtrooms. My role varies according to the circumstances of the case. Sometimes I am asked to conduct a psychological assessment that will determine a woman’s suitability for treatment or form the basis of expert evidence in an ongoing trial. I may be required to assess whether or not a woman displays signs of psychological disturbance that would allow her to claim grounds of diminished responsibility for her actions, or if it is reasonable to allow a mother who has previously harmed her child to retain custody, with the support of psychological treatment and ongoing monitoring.

In parallel with the assessment work, and sometimes with the same individuals, I provide treatment: therapy that typically occupies months if not years of regular sessions, in which I help a patient to explore the moments, influences and traumas that have defined their lives, how these have contributed to the overwhelming feelings they may experience today, and the violence they have engaged in. This work is slow, sometimes painful and fraught with an intrinsic, unavoidable conflict: uncovering the memories and experiences that present a path towards understanding and treatment is also a potentially traumatising undertaking for people who are returning to the worst moments of their lives. Although a psychologist’s purpose and training is to help patients navigate this process safely, allowing them to access the past without being consumed by it, the intensity of these memories means there may be a risk of destabilisation, to which a clinician must be constantly attentive. Throughout this work, two objectives are paramount: to help the person lead a safer and more fulfilling life on the one hand, while in parallel reducing the risk they pose to themself and to other people. By helping patients move from the impulse of violent or perverse action towards calmer thought and reflection, it is often possible to limit the power of traumatic re-enactments and reduce the risk of future offending.

As I help patients, I must also pay close attention to my own mood and mental state. Being a container for people’s traumatic memories and a shock absorber for their anger is a task that experience makes easier, but whose sting it can never fully remove. This requirement is the fundamental pillar of forensic psychotherapy, in which a patient uses the therapist as a proxy for the most significant people in their early life, projecting their deepest feelings on to them (transference), in the process learning how they relate to others and how their unconscious fears and wishes shape these patterns of attachment. Sometimes patients cannot talk about their deepest feelings in words and instead communicate using images, poems and music. These all help unconscious experiences and emotions to become known, understood and contained – illuminating the underlying meaning of the offence.

In turn, the therapist is gaining important insight into the inner world and thought patterns of the patient, guiding them towards avenues for treatment. However unconscionable the crime may have been, my job is to listen, understand and ultimately help the individual across the table do the same. Even when I am conducting assessments and making recommendations, my role is to consult and support, never to condemn or punish. I am there to help the patient, whether or not they wish, in that moment, to be helped.

However highly trained I may be, and however accustomed to hearing stomach-churning stories of abuse and violence, each patient’s story affects me anew. I must first acknowledge and then process my personal feelings about a crime that may disturb or shock me, letting my professionalism come to the surface and take control. I have to remain open, receptive and accepting, mindful of the anger as well as the pain that is being communicated. Sometimes, my countertransference (the personal feelings and thoughts evoked by a patient) will take place viscerally, in the body not the mind, and I will experience pain, fear or a deep wish to cry or scream.

The central role of the patient–therapist relationship means that my work is rarely anything less than intense. There are few quiet days at the clinic or prison working with deeply traumatised and often angry, distressed or confused patients, who may relate to me, their therapist, as the manifestation of the mother who abandoned them or the partner who abused them. I will often be a receptacle for their wildest feelings and need to stay still in the eye of that storm. Ultimately, I need to bear their anger, fear, love and hate, and keep the hope of change alive. And if a patient’s crimes reawaken strong feelings or memories for me, it is my duty to reflect on this outside the session and not allow them to contaminate the work. The support of my peers and fellow professionals, including my own psychotherapist, and others who supervise my work, is essential.

I continue to do work that sometimes leaves me disturbed and appalled, because I believe that every woman I encounter deserves to be heard, however difficult their story. Only then can she find another way to express her pain and her anger; to change her behaviour, and her life, for the better. I also believe that the totality of women’s experience needs to be better acknowledged and understood within society. We need to recognise the particular dynamics of female violence: what drives women to acts of extreme and unusual brutality, and what can be done both to provide individuals with treatment and to draw collective lessons. To look away from violent women is also to look away from the abuse of women and girls, and the misogyny of a society that wishes either to patronise women as helpless victims or condemn them as heartless monsters. It is to deny women’s agency, bury the trauma that drives violent women to appalling acts, and ignore the social context that enabled their original abusers. We need to break the taboo of women’s violence, making it easier for those who are grappling with dark impulses and the legacies of abuse to seek support.

This book tells the stories of women within penal and mental health institutions in the United Kingdom, and those outside of them, who have come to forensic psychology and psychiatry services as a result of violence, criminality or alleged risk to their children. It summarises the histories, experiences and treatment of women I have worked with during my professional career. In order to protect my patients I have changed important details in their stories. For this reason, the case studies do not identify my patients by race or ethnic background, but it is important to recognise the disparities faced by women of colour both in society and in the criminal justice system, and the greater prevalence of mental health issues among BAME women, in part caused by their experience of racism and inequality, and compounded by lower rates of diagnosis and insufficient healthcare provision.2 Additionally, women from BAME backgrounds are criminalised at higher rates. They are more than twice as likely as white women to be arrested and, in the case of black women, 25 per cent more likely to receive a custodial sentence following a criminal conviction.3

The book is structured as a series of cases taken from the hundreds of women I have worked with, in many different settings, over the past thirty years. Each touches upon a different theme within the spectrum of women’s violence, from the horrific cases of mothers who harm or kill their own children to the forces that motivate arson and self-harm, experiences of domestic abuse and intimate partner violence, and incidences of women who sexually abuse children in their care. Drawing on my work in prisons, hospitals, outpatient clinics and in court, I have chosen examples that typify the women I continue to meet on a weekly basis, and which also reflect the reality that female violence is most often domestic in nature and targeted in one or more of three directions: against the self, against a partner and against children. All three may face the risk of abuse, harm and, in a few extreme examples I will highlight, death.

These are not pleasant or easy stories, and readers should be aware that many of the details are distressing or disturbing, something that cannot be avoided in presenting a realistic portrayal of patients as I have known them. But that truth contains light alongside the darkness and long shadows. As much as I have struggled sharing in the pain of my patients, I have been continually inspired by the inner strength of women who were able to overcome experiences after which most of us could not imagine to achieve a form of recovery, fashioning islands of stability out of legacies of relentless abuse and overwhelming trauma. Mine is a job that brings many moments of hope and humanity beyond the corridors of horror through which I accompany my patients. Perhaps surprisingly, there are also moments of humour and pleasure, as women recount anecdotes of their daily lives or share their achievements with me. Supporting women whose lives have been scarred by trauma and abuse to find some happiness and stability is the greatest privilege of my job.

When I tell people about my work, the most common response is to ask whether I am afraid to sit in rooms alone with women who have committed some of the worst crimes imaginable. The honest answer is that moments of physical fear for my well-being have been extremely rare. I have not yet had reason to push the panic button that usually sits within close reach. Much more prevalent is the fear that I am failing in my work – not able to help a patient, not breaking down their walls of denial and suspicion, not sure whether I am gaining someone’s trust or being perceived as either prey or predator by them.

It can be difficult to reconcile my feelings about women who embody the contradiction of being both a victim and perpetrator of terrible abuse. Many are angry, aggressive and intimidating, but in equal parts frightened, vulnerable and traumatised. Some appear meek and mild, but have committed acts of extreme violence whose realities they at first deny. It is only by seeing the whole woman – the trauma and the pain that shaped the crime as well as the act itself – that it is possible first to help the individual and ultimately to develop a wider understanding. Our duty as a society should be to understand and treat these women, supporting them to overcome generational cycles of abuse, and learning from their experiences so that others might avoid a similar fate. To do so we must resist the urge to vilify, the impulse to categorise and the habit of reaching for simple explanations. Only by accepting and living with the complex reality of female violence can we bring an under-acknowledged social problem into the light, and ultimately hope to address its causes and consequences.


CHAPTER 1
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Mary: Extinguished, Aflame

When I met Mary I was still new to forensic work, in only my second professional role after qualifying in clinical psychology. By contrast, my patient was a veteran, and had lived in this and other secure hospitals for the previous twenty-five years, trapped by the consequences of an arson she had committed more than half a lifetime earlier. The Midlands setting, in a part of England still bearing the scars of deindustrialisation, was an environment very different from the clinical standards of today: women lived alongside men on a mixed ward, where they were heavily in the minority. The risks of mixed-sex living were ignored, if they were even considered at all.

The unit in which I was working, and Mary living, was largely founded on the principles of behavioural psychology. This holds that external, observed behaviour should be the focus of study and treatment in preference to the inner workings of the mind. It emphasises the indelible imprint of our early environment in conditioning learned behaviours: the ways we respond to punishment and reward, reactions that are often unconscious and can become habitual. Behavioural psychology is a systematic and highly structured approach to exploring and adjusting such responses, now integrated into treatment known as cognitive behavioural therapy (CBT). In accordance with this approach, therapy on the unit was ‘offence-focused’ and patients were identified mainly in terms of their crimes, with much focus on the distorted thinking patterns that led to their behaviours, but almost none on the symbolic and unconscious meanings they conveyed.

Already frustrated by the evident limitations of offending-behaviour programmes, especially for female patients whose particular needs had been given little consideration in their design, I was exploring alternative approaches. Most notably I began to explore forensic psychotherapy in 1991, at that point considered a radical method, but one that would come to define my career. Forensic psychotherapy holds that criminal behaviour is symptomatic of an underlying conflict or set of emotions, which it is the job of the therapist to help the patient first to recognise and, over time, to understand and gain control over: to convert action to reflection, and ultimately self-awareness. Rather than simply stopping or changing a behaviour, the patient learns to understand its meaning, and what drives it. Unlike the behavioural method, this places a premium on the relationship between therapist and patient: a prism to expose the latter’s template for attachment and understand the fears, motivations and experiences that have led them to this point. It has no fixed agenda, but instead seeks to create a secure environment in which a patient can bring their dreams, memories, fears and fantasies – the manifestations of the unconscious needs that can drive criminal behaviour – to be explored and interpreted.

Alongside my work in the secure unit, I enrolled on a forensic psychotherapy course at the Portman Clinic in London. It had been developed by Dr Estela Welldon, whose mentorship provided my introduction to a very different way of working with people the Portman called offender-patients, one that does not simply observe behaviour but seeks to deduce and deconstruct its meaning: what it expresses about a person’s past, their life experiences and their conscious and unconscious thoughts and fantasies. This was the approach I wanted to bring to the secure unit, which I believed was failing its female patients on multiple fronts. Most obviously, the mixed-sex wards meant that women who had been sexually and physically abused were living in close proximity with men, some of whom had a history of serious sexual offending – something that was as damaging then, almost thirty years ago, as it is unimaginable now. Secondly, while the ward I worked on was designed to serve as a modified therapeutic community, this hardly existed outside of group therapy sessions; the mixing of male and female patients again seemed to undermine clinical integrity and a sense of safety. Thirdly, the particular histories of loss, trauma and abuse the women had suffered were not fully acknowledged and no special provision was made for them.

Mary had fallen between the cracks of this flawed system, living an almost anonymous life in which she did not participate in the group sessions or seek help from the medical staff. Only through infrequent acts of self-harm, inflicting cuts and burns on herself, did she request and receive attention. These had habitually occurred when she was at the point of being discharged to a lower level of security and increased personal independence, representing a form of conscious or unconscious sabotage that had left her almost suspended: neither tangibly ill nor demonstrably well enough for her circumstances to be changed. In her late forties when we began working together, she had experienced more than two decades of intermittent and largely ineffective treatment: ‘offence-focused work’ that sought to address her fire-setting, and courses of medication prescribed by psychiatrists to alleviate her depression. She was also living in an environment where smoking was the norm, for both patients and staff, often together if a nurse deemed that the best way of calming an angry or anxious individual was to go outside for a cigarette. This meant that Mary, an arsonist who continued to self-harm through inflicting burns on herself, was in an environment constantly surrounded by cigarettes, matches and lighters.

My proposal to offer Mary forensic psychotherapy was accepted, less because of any confidence in my abilities than because of the somewhat laissez-faire attitude that permeated the hospital: the mentality that the details didn’t really matter ‘as long as the work gets done’. My male boss was eager for a woman to look after the female patients, whom he had by his own admission occasionally neglected, partly out of concern that seeing a man could intimidate them. In turn, I gladly took the opportunity to implement a course of treatment which I believed would, at worst, do no further harm to a woman who had already suffered so much. At best, I could help Mary understand the hidden function of the relentless cycle she was caught in, creating hope that there could be a way out of the stasis that had settled over her muted existence.

As we began our sessions, I was struck by how Mary’s appearance reflected this atmosphere of neglect and quiet hopelessness. Her movements were slow and her voice soft. Often, she appeared for our meetings with both her hair and clothes unwashed. Her entire bearing was flat: a personality and life force that appeared to have been extinguished, a human being stuck in a system that she had resigned herself never to leave.

Her self-harm was the surest indicator of a furious rage and deep need for care that persisted beneath this inert exterior. The sense of her voice being silenced, her trauma overlooked and her needs ignored manifested in the way she burned herself and set small, manageable fires to demand the attention of the hospital staff. These acts demonstrated that the emotions that had built to the peak of her original crime had not gone away. Nor, in the light of Mary’s inconsistent and limited treatment, had they been properly addressed. I was taken aback when, in one of our first sessions, she commented that she had little concept of what therapy was or how it could help her.

The specified purpose of Mary’s treatment was to address her depression and self-harming behaviour. Through forensic psychotherapy, I hoped we could give her a new understanding of her self-harming, its motivations and its conscious and unconscious meanings. In time, I hoped we would also uncover the roots of her fire-setting, and reduce the risk of it recurring. To begin with, progress was slow. As a patient who had been living in secure facilities for almost as long as I had been alive, I knew Mary’s walls would be built high: defence mechanisms against an existence she found intolerable, and a past she had never dared to confront. In the tentative, fledgling hours of our clinical relationship, sessions were marked by long periods of silence in which she would look down at the floor, before her eyes flicked back to me, as if I might have slipped out of the room without her noticing.

The sessions were a struggle for Mary, but she was not unwilling to share the story of her early life. One of the long silences was broken with a sudden flash of self-knowledge: she could not stop damaging her body, she said, because to do so would be like losing her best friend. As our conversations gradually revealed, this accorded with a long-standing belief that her body was not valuable.

That idea had established itself and grown as the result of childhood sexual abuse, perpetrated by her father. When she was fourteen, she returned home early from school one day, the same time at which he – a night-shift worker – was waking up. Alone in the house, with Mary’s disabled mother in hospital for respite care, he followed her into her bedroom and molested her, beginning a grim cycle of abuse reinforced by the threat that he would walk out, leaving the family penniless and consigning the children to care.

The abuse left Mary scarred in numerous ways. It had begun shortly after she had her first period, creating an indelible association with her development into womanhood. She came to despise her adult body, a symbol of her powerlessness and humiliation, something that was hers by right but claimed and owned by her father. Alongside the self-loathing was a deep well of guilt: the feeling that she had been complicit in the abuse, out of fear for what would happen to her four siblings, and that she had somehow displaced her mother’s role, by virtue of her own youth and health. Too scared to tell her frail mother what was happening, she nevertheless intuited the rage and frustration that she might feel if she did know: the anger that the mothers of sexual abuse victims may sometimes turn on their own children, blaming them for the horrors they have experienced as a way of protecting themselves from their own feelings of fury, helplessness and betrayal.

Mary’s rage and shame, her self-image of being dirty and damaged, only deepened in adulthood. One catalyst was the beginning of a serious relationship with Nathan, a janitor she met at work who seemed friendly, even gentle. When she became pregnant six months later, his behaviour took a dark turn. He treated the pregnancy as a provocation, questioning if he was the father and openly speculating that Mary was using it to trap him into a marriage. His frustration grew when Mary, already uncomfortable with sex, shied away from it entirely, unable to cope with the feeling of her body being intruded upon. Nathan, who drifted into a form of unconscious rivalry with the unborn baby for her body, became violent. He started to beat her, accusing her of infidelity and deceit. So ashamed was Mary of her father’s abuse that she never felt able to tell Nathan about it and reveal the real reason she found sex so unbearable.

Unlike her father, who never acknowledged his abuse, Nathan would be remorseful after attacking her, begging for forgiveness and attempting to make up for his assaults by taking her out to dinner or buying her flowers. In sessions, Mary said that she took some tiny comfort from this, from the fact that he seemed to know he had done wrong. But her illusion was shattered when, late in her pregnancy, he raped her. She fell into a state of deep depression: the feeling of powerlessness and belief that she lacked any agency over her body and her life became almost total. Only the knowledge of the baby growing inside her could alleviate the crushing weight of abuse that seemed never-ending.

Pain, shame and anger were the natural consequences of the years of trauma and sexual abuse that Mary had endured. The one thing that cut across this grain, which gave her something hopeful to hold on to, was her son Tom, born healthy at full-term. While Mary spoke of her own body being contaminated, she saw the baby as a counterpoint – evidence that a part of her had once been good, pure and worthy of love. She poured all of her love into him: protecting her son from a cruel world while he offered her a sense of being shielded from it and loved in return.

The tragedy of Mary’s life, the trauma that overwhelmed even the horrifying abuses that preceded it, was having this one source of hope and love taken away from her. Nathan’s violent attacks on her had continued after the baby was born, as his sense of being usurped and displaced from her affections continued to grow. One of these assaults took place while she was holding Tom, inflicting bruises on him that eventually led to social services becoming involved in his care after a family member, trying to protect Mary, had alerted them about the ongoing domestic violence she was suffering.

Mary tried, desperately, to escape the cycle of abuse and preserve the one good thing in her life. She spent weeks away from Nathan, living in women’s refuges with her son. But something always drew her back to the relationship, made her unable to resist her partner’s pleas that they reconcile or to disregard his promises that this time he had changed. Nor was the knowledge that Nathan was having an affair sufficient to break the bond between them.

This unstable situation increasingly brought her status as a suitable and protective mother into question, with Tom placed on to the at-risk register, mandating close attention and regular monitoring of his care. As it became clear that Mary was not distancing herself from a violent partner who posed a threat to the child, the local authority gradually increased their pressure on Mary to relinquish custody of Tom. He was first taken into foster care and then, with her reluctant agreement, subsequently adopted. Even though Mary believed that her son ‘deserved a better life’, having to relinquish him left her feeling helpless and broken, without any hope or purpose in her life.

A quarter of a century later, it was evident that this experience still haunted Mary. The decision she made – effectively a forced choice to give up her child – was not one that sat in the past but continued to live with her in the present, as she went over and over what she could have said or done differently. Although the local authority’s actions were understandable, it was impossible not to feel sympathy for Mary. The combination of a violent partner whose threats and behaviour echoed those of her father, and her own feeling of being worthless and having nowhere else to go, left her trapped in an abusive relationship: unable to escape the attachment that was fated to separate her from the one thing in life she truly loved. It was a compounding cruelty of a life scarred by abuse that Mary was never given the chance to be the good and loving mother that she so wanted to be and could have become.

Losing custody of her son was the defining moment of her life, a decision that she continued to agonise over in our sessions. It was the point at which the glimmers of love and care in her life became totally extinguished by the weight of pain, guilt and trauma, after which her inner rage could no longer be contained, and nothing in her life restrained her from acting without care for the consequences.

The act that preceded twenty-five years of incarceration took place on a Sunday. The day before, she had seen Tom, by then in foster care, but the joy of time with him was swept aside when the local authority case worker informed her that they would be seeking a permanent adoption, killing her hopes of ever regaining custody. On the Sunday, Mary sat alone in the bedsit where she was temporarily living apart from Nathan, but which he nevertheless visited frequently. She had made plans to meet up with her sister, but had been let down at the last minute. From her window she watched mothers walking with prams in the nearby park. In sessions, she recalled how she felt that day that she had lost everything. No one would listen to her, no one had protected her, and now they had declared that they were taking away the most precious thing in her life forever.

Early that evening, she set fire to the curtains in her bedsit. She remembered sitting on the bed for a time, watching the flames creep up the fabric and the smoke filling the cramped room. In her mind was the thought of running away to a new life, in a new city, far from the empty and violated one that she was now seeking to torch. She told me that she just had to do something to get rid of the feelings of pain and anger inside her. She hadn’t expected the fire to take in the way it did, or that it would pose a danger to anyone else.

When the firefighters arrived, called by a passer-by who had seen smoke billowing through the window, they found Mary sitting on the steps outside the building. She denied any knowledge of the fire, but a lighter with her fingerprints confirmed that she had indeed set it. With other flats in the building having been occupied at the time, she was charged with arson with intent to endanger life and found guilty. The fire was not only symbolic, a communication of her rage, but an act I believed expressed the unconscious wish to be caught and punished – as if she believed she was responsible for all the bad things that had happened to her.

The potential danger of the fire was tremendous, though Mary appeared unaware of this. She had set her curtains alight during the late afternoon, in such a state of despair that she had not considered whether or not other residents were home. She later expressed shock that they were, and could have been badly harmed, even killed. It was fortunate that, thanks to the quick actions of the passer-by to alert the emergency services, the dozens of residents in the building could be safely evacuated.

Mary’s resort to fire-setting was characteristic of how women sometimes use arson as an expression of extreme feelings for which they have no other outlet. Although women represent only a small minority of arsonists, studies have shown that they have typically experienced various forms of abuse as children, including being more likely than other female offenders to have reported childhood sexual abuse.4

Fire-setting can be a means of expression for those who feel they have no alternative. Requiring no physical strength, it is a form of violence that is both accessible and can appear to hold the promise of purification: a desperate attempt by people who have suffered appalling abuse to not only communicate their repressed anger, but to destroy the evidence of their own pain. For Mary, fire was also a source of fascination and excitement. She shared childhood memories of teenagers on her estate setting fires in bins and on one occasion torching a car. She recalled watching awestruck at the blaze that night, the yellow flames raging and their contrast with the flashing blue lights of the police cars. Arsonists often wait around after setting fires, excited by the drama that ensues, and the affirmation of their power to attract the emergency services.

Mary found fire thrilling but also soothing, something that could relieve pain as well as express it. And on that fateful day, it screamed the pain of a woman who had long endured despair at the impossibility of having her voice heard. Having suffered years of torment at the hands of an abusive parent and then partner, the only response from authority she had ever received was to tell her that she was regarded as an unfit mother. Trapped in her bedsit, with her son about to be taken away from her permanently, and with her world seemingly collapsed around her, she responded by setting it alight. Symbolically, she chose to set fire to an object that represented the very domesticity that had been defiled throughout her life.

The fire she started that Sunday evening was an expression of every suppressed feeling that years of abuse and suffering had imprinted on her. It revealed all the things she could not say, or which she believed no one was willing to hear. It brought to life the truth of her plight, the depth of her rage and the extent of injustice she felt at how she had been treated by the people who should have protected her
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