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For Dad and Fozzchops


AUTHOR’S NOTE

The stories within these pages are based on my recollections, experience and career as a forensic psychologist. I have taken great care to change all my clients’ and colleagues’ names, and to disguise locations and other identifying details, in order to protect people’s confidentiality, and to keep my bottom firmly on the public benches of the courtroom. After years of seeing people squirm in the dock from up high, I’m not risking my comfy seat for anything.


PROLOGUE

Crime and those who commit it have a habit of dashing our preconceptions.

My working week had been brought to an abrupt halt by an incident involving a kebab skewer and a former arsonist clad in a pinafore and pink rubber gloves. It was an unusual turn of events, to say the least, although probably only in the top ten strange occurrences I’d had to deal with that year.

It was 2011 and I was the weekly contracted psychologist at a forensic step-down project. This is a kind of halfway house, helping people to transition safely from a secure environment to a more independent life. It is an approach that, for the vast majority, proves to be successful. Still, as they say, you can’t win ’em all.

The project was set in Laurel House, a large and crumbling Edwardian mansion which stood on a main artery into a busy northern city, hidden from view by a screen of glossy-leafed hedges. Most of those driving past would have no idea what, or perhaps more importantly who, was inside. Had they looked more closely they would have seen that the sash windows had been specially adapted so they only opened up to a maximum of four inches and that the front door, with its once-magnificent stained-glass panels, was only accessible with a magnetic fob key.

My job was to carry out psychological assessments and therapies with the residents – all male and all ex-offenders who, it was hoped, would eventually go on to live crime-free, independent lives. These were not your petty criminals. Their convictions ranged from murder and violent assault to sexual offences and arson. Most had come from medium- and low-secure psychiatric hospitals, facilities built in the 1980s and 90s to bridge the gap between high-secure hospitals like Broadmoor, Ashworth and Rampton, and community psychiatric services, though some had been released from prisons. What they shared was a high risk of reoffending.

They were all considered ‘mentally disordered offenders’, meaning they’d been diagnosed with a ‘disorder or disability of the mind’ that was believed to have played a role in their criminal behaviour or they had gone on to develop one after their conviction. For some, this meant severe mood difficulties or distress that manifested itself in visions, voices or strange beliefs. For others, it meant they had learning difficulties or neurological conditions, like autism.

Personally, I always recoil when I hear the term ‘mentally disordered’ (whether or not it is applied to those with a criminal record). It sounds so mechanical, like a person is a defunct vending machine where the crisps keep getting stuck and an ‘out of order’ sign is taped to the glass. I don’t think of my clients as broken bits of apparatus with a metaphorical screw loose. They are people. People with differences, people with problems.

My job was to work out what these problems were, where they came from and, most importantly, what could be done to keep the ex-offenders on the right track. I worked closely with the local Multi-Agency Public Protection Arrangements (MAPPA) panel, a forum run by police and probation to supervise potentially dangerous individuals.

Which brings me to the incident with the kebab skewer. Despite the eclectic list of houseguests, each with a unique and testing set of issues, the hours leading up to ‘kebabgate’ had been unremarkable. Perhaps others wouldn’t see it that way, given that questions like ‘Have the voices felt any less powerful this week?’ and ‘How have you been getting on with keeping your masturbation diary?’ are not your average water-cooler chit-chat. But in a place like this, it’s par for the course. That’s not to say I’m desensitized or blasé about my clients: far from it. In fact, the more time I’ve spent doing this work and the more people I meet, the more curious I become about the human experience.

I am often asked what attracted me to forensic psychology; why I was drawn to spending my days with people whom society has judged to be beyond the pale. My stock response is to say I wanted to help people and contribute to a world with fewer victims in it. And that would be true. But it sounds suspiciously like something a beauty-pageant contestant might say, followed by ‘and to achieve world peace’.

A more complete and (possibly) enlightening answer is that ever since I was a child I’ve been attracted to the darker side of life. The macabre, strange and unorthodox happenings and seemingly inexplicable twists and turns in a plot have always been irresistible to me.

I loved Roald Dahl’s Tales of the Unexpected. The unforgettable theme tune was swirling and creepily dream-like, as if it belonged in the haunted house of a crumbling fairground, perhaps drifting from a cobwebbed music box with a wind-up, twirling ballerina on top. I’d watch the silhouetted girl dancing in front of the flames in the opening titles while holding onto a cushion I could hide behind as the story unfolded. Even if I’d known then that the dancer was actually a secretary from Berkshire, roped in by her boyfriend whose job it was to create the titles, it wouldn’t have dented my willingness to suspend my disbelief. I found the tales as grippingly intriguing as they were disquieting.

I also read the short stories the episodes were based on. My favourite was The Landlady: a young man arrives at a guesthouse and when he reads the guest book it begins to dawn on him that all the names are of young men who have gone missing. And then the landlady reveals a passion for taxidermy . . .

In the TV introduction to The Landlady, Roald Dahl says, ‘If any of you are tempted to think it’s all pretty far-fetched, then you should stop and think and ask yourself seriously whether such a thing as this could really happen? The answer is yes, of course it could.’ And he was right. It has been suggested that one of Dahl’s tales, Lamb to the Slaughter, inspired Anthony Hardy’s choice of weapon when he attacked his wife in 1982 (he used a frozen bottle of water, rather than an un-defrosted leg of lamb). The serial killer from Camden was later handed a whole life sentence in 2003 for the murder and dismemberment of three women.

My childish fascination with the shady corners of life, the hairpin bends in the stories I read and the dark dead ends in true-crime accounts drew me into a world I didn’t want to leave. As I grew older, the interest became less voyeuristic and evolved into a much deeper, intellectual curiosity about the psychological complexities of people.

On the day of kebabgate, I’d finished my shift at 5pm and, hoping to avoid sitting in nose-to-tail traffic on the M60 back home to Manchester, I’d stayed behind to have dinner with the staff and residents. This may not sound like the most enjoyable early-evening plan but the food was free and edible, one of the few perks of the job. Chicken and vegetable kebabs were on the menu that day, which I’d enjoyed before. As always, the food had been prepared by the part-time chef in a locked kitchen (a sensible precaution, so the residents didn’t have easy access to sharp knives or cooking utensils).

The drill was that when you’d finished your meal in the dining room, you carried your plate and cutlery to a separate galley kitchen across the corridor. The residents took it in turns to wash up. Nigel was doing the dishes that evening. A shy and uncommunicative man in his early thirties, Nigel had a mild learning disability and I couldn’t help but notice that he had some of the tell-tale signs of foetal alcohol syndrome: he was unusually small in stature, had a thin upper lip, a wide space between his eyes, and his philtrum (the area between the top lip and the nose) was completely flat. He had been at the project for about four months. I’d seen him around but had hardly spoken to him during that time, though I knew he was suspected of using drugs.

When I’d polished off my only slightly rubbery chicken, I walked into the galley kitchen and set my dirty plate and cutlery down beside the sink, saying thank you to Nigel as I did so. He was alone, standing at one of the two stainless-steel sinks on the left-hand side of the narrow room, wearing a pair of pink Marigolds and a blue-striped apron and staring at the pyramid of dishes and soapsuds in front of him.

I was about to turn and leave when, completely unexpectedly, Nigel ran straight at me.

‘Huuuuh!’ A weird, animal-like sound rebounded around the stark kitchen. It took me a moment to realize the unfamiliar noise had come from me, and then another second to register that I’d made that sound because Nigel had punched me in the stomach. The blow seemed to have forced the air out of my body, as if I were a punchbag that had had some stuffing knocked out of it.

‘You’ve killed me!’ Nigel exclaimed.

I remember taking a second to appreciate what a classic textbook example of projection that was, given that what Nigel really meant was, ‘I think I’ve killed you.’ A pretty useless first thought, I admit, given that textbooks aren’t that much use when you’ve just been whacked in the stomach.

‘No one is dead,’ I said quietly, my hand automatically reaching for where he’d struck me, just below my ribs. ‘Nobody has died.’

That’s when the realization struck me. Nigel hadn’t punched me at all. There was a long thin metal rod sticking out of my body. He had stabbed me with a chicken kebab skewer. The unlikely weapon was lodged firmly in my stomach, protruding at a right angle to my abdomen.

I can remember feeling sickened by how easily my body had been punctured. Only about six inches of the ten-inch skewer were still visible and you didn’t need to be a maths genius to work out I had a full four inches of metal lodged inside my stomach. It had gone straight through the soft skin beneath my sternum, as if I were a piece of halloumi.

Nigel looked panic-stricken and desperate to escape. He was dancing from side to side like a hummingbird in mating season, eyes flicking towards the door behind me, his head twitching wildly.

‘I think you should go to your room now, please,’ I said firmly. I was on autopilot and sounded rather schoolmarmish, which is a typical, involuntary reaction of mine in a difficult situation. I’m trained not to panic and my instinct at work is to try to channel what I hope, at least, is a reassuring air of calm authority, even when I have a stick run through me like I’m a piece of 1980s party food.

I backed out of the narrow kitchen as Nigel scurried off. The alternative would have been to sound the safety alarm on my belt but I made a split-second decision that this might have put me in more danger. I didn’t want other people cramming into this confined space, trapping me with a spooked Nigel and a sink full of kebab skewers.

As soon as Nigel had gone, I walked the few feet to the staff office and banged on the locked door with the palm of my hand.

Laura, a young and fairly new support worker, employed to supervise and assist the residents, opened the door. She gasped in disbelief at the sight of me impaled on a metal spike. To be fair, I must have been a sight to behold. My breathing was getting increasingly rapid and a red circle of blood was seeping into my white blouse, which meant my mid-section was beginning to resemble a Japanese flag in a strong breeze.

‘Shall I pull it out?’ Laura said.

There is always one person on duty per shift who is trained in first aid; I was guessing it wasn’t her.

‘No!’ I growled, spitting out something incomprehensible about not even thinking about touching me or the skewer. I’d gone from head-teacher mode to sounding like the possessed girl in The Exorcist. Somehow, I managed not to swear, which I thought was superbly professional of me, given the circumstances. ‘Call an ambulance!’ I ordered.

Laura grabbed the phone and started frantically dialling 999. After three failed attempts, I snatched the receiver off her, punched in ‘9’ to get an outside line, then dialled 999 myself and shoved the handset back at her. I’ll apologize to her later, I thought.

The paramedics arrived within about ten minutes. By that time, two members of staff were guarding Nigel, who had fled to his bedroom on the floor above. Meanwhile, I was being looked after by the unit manager, a dead ringer for Basil Fawlty who was trying, awkwardly, to distract me with some light conversation. He wasn’t getting very far. I was in shock and deteriorating. All I could think about was whether Nigel had washed the skewer before he stabbed me with it or if it still had bits of chicken carcass clinging to it.

‘It must have been a completely random attack,’ Basil said, changing tack.

I gritted my teeth and grunted. There is no such thing as an entirely random assault. The assailant has to either wait for an ideal opportunity or create one. Plenty of other people had been in and out of the kitchen but I was one of the very few women in the building that day. Not only that, I was the least familiar to Nigel and, at five foot three, probably the smallest.

‘So don’t blame yourself,’ Basil went on. I shot him the most withering look I could muster and he patted my arm.

We were both relieved when the paramedics arrived. They steered me expertly into the ambulance and drove off, blue light flashing, as I wondered how I was going to explain this to my parents and if my insides would ever function properly again.

I had a minor operation to remove the offending piece of metal and was kept in hospital overnight. Fortunately, Nigel had managed to avoid doing serious damage; the skewer had only punctured the top of my stomach, despite leaving me with a two-inch scar.

In this line of work, when you manage to escape with your life, a rite of passage on the road to recovery is being mercilessly teased by your colleagues. When I went back to work the following week, the staff at the project started to call me Donna. ‘Shish, that’s a really bad joke,’ I responded, pointing out that it’s actually a shish kebab that involves a skewer and not a doner. They carried on regardless. Accuracy never gets in the way of a good piss-taking.

At least I could dine out on the drama. A few days after leaving hospital, I was due to meet some friends for afternoon tea and was looking forward to regaling them with the tale. It was guaranteed to be a show-stopper, wasn’t it?

‘What’s new with you, Kerry?’

There it was. My cue to tell the story that would surely trump all others round the table that day.

‘Well . . .’ I said, leaving a theatrical pause.

All eyes were on me. Is it still schadenfreude if you revel in your own misfortune? I wondered.

‘What? Go on.’

‘I got stabbed in the stomach at work!’

I delivered my shocking news with a wide-eyed flourish, deliberately leaving out the fact that the weapon used against me had been a kebab skewer.

I waited for the stunned gasps and barrage of questions about how something like this could have happened to me in my place of work. I continued to wait.

Not one of my friends looked in the least bit surprised. My words rolled like tumbleweed across the teacups and cream cakes, as my friends shrugged and raised their eyebrows.

‘Weren’t you wearing a stab-proof vest? Surely you have to wear one of those, don’t you?’

‘What?’ I stuttered ‘No! Why would I wear a stab-proof vest? I’m hardly in the riot police, am I?’

One of my girlfriends pointed out that I worked with a load of ‘nutters’ and so, obviously, I needed to protect myself by dressing head-to-toe in Kevlar.

Her reaction surprised me. How could any of my educated and usually tolerant friends have such a biased and discriminatory view of the people I worked with? They knew nothing about them, apart from the fact they had mental-health struggles and had broken the law.1

‘I do not need to wear a stab-proof vest to work,’ I insisted, gobsmacked. ‘This is not a normal everyday occurrence. This was A. Very. Bad. Day.’

I could tell no one was convinced.

Part of the reason for my friends’ ignorance is that the people I work with live out of sight and out of mind in institutions that we know little about. They occupy a blind spot in our collective consciousness. Although we are constantly drip-fed information about the people who commit crime through click-bait headlines, one-dimensional news reports and ‘expert’ soundbites, we don’t truly engage with them. We write them off as irredeemable, then move on to the next ramped-up and dumbed-down news story.

My friends certainly weren’t the first to make this mistake. Myths and stigma surrounding mental-health problems, and in particular their perceived link to indiscriminate violence, have persisted throughout history.

For centuries, people who committed a crime were viewed as sinners and punished by imprisonment, torture and execution (or perhaps all three), regardless of their motivations or mental state. It wasn’t until the 19th century, when psychiatry and criminology began to develop as two distinct but interrelated disciplines, that people started to closely consider the mental state of people who broke the law. The case of James Hadfield, who tried to assassinate George III at the Theatre Royal in 1800 by shooting at him during the national anthem, moved things on apace. Supported by one of the leading barristers of the era, Hadfield was able to successfully argue that his actions were the direct result of irrational beliefs, linked to head injuries sustained when he had fought against the French a few years earlier.

The judge faced a problem. He was clear in his mind that Hadfield’s act was the result of ‘insanity’ and therefore he should not be convicted of the offence but also that he could not be allowed to walk free and potentially reoffend. The solution was for Parliament to speedily pass the Criminal Lunatics Act and ship Hadfield to Bethlem (the psychiatric hospital more commonly known as Bedlam). It was a ground-breaking judgement, setting in stone the distinction between ‘mad’ and ‘bad’ that in many ways has continued to the present day.

Hadfield spent the rest of his life in Bedlam. It was not a place where anyone would want to go; it was a squalid institution where, until 1760, members of the public had been allowed to come to gawp at the inmates, as if they were freaks in a circus. The hospital became enduringly synonymous in popular culture with dangerous, scary derangement, inspiring several horror books, films and TV series, most notably Bedlam, a 1946 film starring Boris Karloff. The stigma of being mentally distressed stuck like feathers on tar, the myths perpetuating down the years and lodging in the public’s perception of all people suffering with mental-health problems, whether or not they had committed crimes or were a danger to the public.

Until only a few generations ago, psychiatrists were known as ‘alienists’, reflecting the belief that they were dealing with people who almost belonged to a different species. Some doctors lived up to the description more than others. Dr James Prichard, influential author of the 1835 ‘Treatise on Insanity and Other Disorders Affecting the Mind’, performed autopsies on his patients, concluding that brain ‘disease’ and other physical abnormalities contributed to a special kind of madness that rendered sufferers morally bankrupt and prone to committing ‘every species of mischief’. He called for such ‘dangerous lunatics’, rather than being punished for their misdemeanours, to instead be secluded from society and given ‘treatments’ such as bloodletting, surprise ice baths, emetics to encourage vomiting and, his particular favourite, being spun round in a rotary machine in the hope that their ‘moral insanity’ would be, quite literally, shaken out of them.

Fast-forward to today and it doesn’t take a thorough reading of tabloid headlines to find the modern equivalent of Prichard’s dehumanizing language and ideas. For ‘dangerous lunatics’ we now read ‘psycho’ or ‘crazed killers’. Psychiatry may have moved on somewhat with the times but stigma and cliché have clung on like leeches in a phlebotomy, keeping alive myths that should have been abandoned along with the ‘insanity-shaker’ machine.

Let’s be clear: the reality is that talk of so-called ‘axe-wielding schizos’, ‘murderous psychos’ and ‘evil monsters’ who carry out ‘twisted attacks’ are largely inaccurate, exaggerated caricatures, manufactured and spun by the media and the entertainment industry. The unfortunate and very unhelpful consequence of this is that the public overestimates the risk posed by people with mental-health issues, viewing them as more violent and more dangerous than the data suggests. What we should emphasize is the fact that not all ‘mentally disordered’ people are dangerous (and not all dangerous people are ‘mentally disordered’).

When you work at the more turbulent end of psychology as I do, you quickly learn that when violence does happen, there is always more to it than meets the eye. My job would be simple (and boring) if I could pull a label out of my diagnostic tombola, stick it on my client’s head and claim that as an all-encompassing explanation for their actions. It is never that simple because there is always a more complex story hidden beneath the surface.

Having deduced that Nigel had chosen me as his victim because I was the easiest target, my focus turned to what made him choose a victim – any victim – in the first place.

His file told me he’d spent a large part of his childhood in care. When he was ten years old, he set a fire in his foster-carer’s bedroom, egged on by other boys. At 17, he moved into shared accommodation as a stepping-stone to independent living. After ten days, he piled all his clothes on top of a mattress, lit a fire and, after watching it take hold, walked to a phone box and dialled 999. This ensured that his next home was a young offenders’ institution, where he spent nearly four years. The following attempt at living independently ended when he made a hoax bomb call to police after setting fire to a bin he had stuffed full of rubbish inside a bus station. Nigel was subsequently convicted of a second arson and detained under the Mental Health Act in a locked psychiatric hospital. He stayed there for seven years and had just completed a group Arson Awareness Programme prior to his move to the step-down project.

People set deliberate fires for a number of reasons, including insurance fraud, covering up a crime, revenge, making a political or social statement or even for sexual excitement. It’s common for those who commit arson to have problems communicating and expressing themselves. Some lack the ability to prevent themselves from being overwhelmed by emotions and have poor problem-solving skills. They see setting fire to something as their ‘last viable option’ – the only possible way to escape a situation they no longer want to be in.

This described Nigel: his fire-starting aligned with periods in his life when he felt trapped and miserable, with no other way of effecting the change he wanted.

I discovered, some time later, that a couple of local men who used the same probation office as Nigel had confessed to using him as their ‘spice pig’, meaning they were forcing him to take concoctions of synthetic drugs in order to test their safety before they sold them on the street. This is not uncommon: people with learning disabilities are often preyed upon by unscrupulous drug dealers.

So, given his circumstances, skewering me was a rational, though ill-advised, action. It may not sound rational, but Nigel was desperate to move away from the dealers living near the step-down facility and experience had taught him that breaking the law was a ticket to ‘somewhere else’. He had shifted from addressing his dilemma with a lighted match to assault with a sharp object but the function of the behaviour was the same.

After attacking me, he got his wish and was transferred to a medium-secure hospital. I wondered if he would spend the next seven years completing a different out-of-the-box programme – Skewer Awareness, perhaps? – or if this time he would receive the help he needed to develop some altogether more practical communication and problem-solving skills.

I am unlikely to ever forget Nigel, particularly when I look down and see the scar on my stomach. But in a perverse way, it serves as a useful reminder not to jump to conclusions about the people in my care. After all, each of us has a unique tale to tell and a backstory that explains a great deal about who we are and why we behave the way we do. I see people – all people – like the living, breathing pages of a book, the plots of our lives shaped by our place and time in the world, the relationships we foster and the influences and events we are exposed to, and respond to, on our life’s journey.

The people you are about to read of here, whether they are confessed killers, frightened and frightening hospital patients or victims, are all walking storybooks, just like the rest of us. Multi-layered characters with chapters already written, plot twists to navigate and a narrative that is yet to reach its conclusion. My hope in writing about them is to give some compassion and humanity back to those who are often denied both.

Perhaps if we listen more and judge less then we’ll see that there may be a little bit of their story in all of us.



______________

1 And they wouldn’t be hearing anything from me that day about the man I’ve called ‘Nigel’ here or any other patient – confidentiality is a core principle of my profession. Gossiping about my clients is a strict no-no.


CHAPTER ONE

THE BRIGHT LINE

‘We need this argument resolved and we know you don’t sit on the fence, Kerry. Is the defendant lying about hearing voices or not?’

Mad or bad? That’s what the prosecution lawyer wanted to know. It’s the perennial question that lies at the heart of forensic psychology, embedded in the minds of the press and public as much as it is in law and policy. A criminal must surely be one or the other.

This was a high-profile homicide case and my opinion might make the difference between a killer serving a mandatory life sentence (with a minimum ‘tariff’ of years they must spend in prison before being eligible for parole), a shorter prison sentence or, more likely, being detained indefinitely under the Mental Health Act in a secure hospital. Once again, as I had so many times before, I was being asked to put a definitive label on a person, one that had the potential to change the course of his life. I was reminded of that scene in the classic film adaptation Willy Wonka & the Chocolate Factory, when Gene Wilder explains how his Eggdicator machine determines the difference between a good egg and a bad egg: ‘If it’s a good egg it’s shined up and shipped out all over the world. But if it’s a bad egg…down the chute.’

As a child, I loved watching Veruca Salt disappearing down the garbage hatch after threatening to scream if she didn’t get all the outlandish treats and presents she demanded. All it took was for her to stand on the Eggdicator machine and her fate was sealed, just like that. The arrow swiftly pointed to ‘bad’ and she was suitably dispatched. There wasn’t a shred of doubt in my mind that the spoiled, obnoxious little girl had got her just deserts.

Real life isn’t so straightforward, though there are plenty of lawyers and other professionals who behave as if it could be.

‘Kerry, what’s wrong with this one?’

‘She is in a state of intense distress because…’

‘Yes, but what’s wrong with her?’

‘Well, she meets diagnostic criteria for schizoaffective disorder as a result of...’

Slap! A ‘mad’ sticker is plonked on the person’s forehead before you can blink. Clunk! The lever’s pulled and she plummets through the hatch marked ‘psychiatric hospital’.

‘Wait! I wanted to tell you...’

‘Sorry, can’t stop, the production line is busy today. Next! What’s wrong with this one?’

‘Um, he doesn’t have any significant mental-health difficulties at the moment but...’

Slap! The ‘bad’ label is whacked on and you watch in frustration as he hurtles at breakneck speed down the fast-track chute to prison.

I often look around prison wings, hospital wards and courtrooms in despair. I’m dealing with multi-faceted human beings. People with nuanced stories and incredibly complex issues.

My client, the next to be processed through our legal system, was Michael. At the age of 17, he had killed one man and tried to stab another to death. He had pleaded not guilty to murder and attempted murder but guilty to the lesser crimes of manslaughter and attempted manslaughter on the grounds of diminished responsibility. The issue for the Crown Prosecution Service (CPS) was whether or not they would accept his plea. If they did, he could be sentenced without the need for a lengthy trial.

Diminished responsibility is only a partial defence to murder and doesn’t allow anyone to wriggle completely off the hook. It was introduced into English law in 1957 to acknowledge that a substantial grey area exists between ‘sanity’ and ‘insanity’. Whereas someone claiming insanity at the time of committing a crime must prove that they were fully incapable of distinguishing right from wrong (a tough position for even those in the most dire of mental states to successfully argue), a person claiming diminished responsibility must only show that he or she was suffering from an ‘abnormality of mind’ which ‘substantially impaired’ their level of responsibility.

The concept of diminished responsibility is a helpful one, designed to encourage a thorough exploration of all the information and circumstances in a case and stop the jury becoming bogged down in, or beguiled by, any one source of evidence. This includes opinions on the defendant’s state of mind provided by psychiatrists and psychologists like me. That’s the theory, anyway. In practice, this antiquated legal machine has a habit of backfiring.

Four psychiatrists, instructed by Michael’s defence team, had assessed him over varying lengths of time. They concluded that, at the time of the attacks, he had been acting upon delusional beliefs and suffering auditory hallucinations (psychiatry-speak for hearing voices) compelling him to kill. Two of the experts had given him a diagnosis of schizophrenia, one had opted for brief psychotic disorder and the fourth, just for variety, had thrown schizoaffective disorder into the mix. All four experts were convinced that Michael was not entirely culpable for his actions and, ideally, should be dropped through the chute marked ‘psychiatric hospital’.

However, a fifth psychiatrist, instructed by the Crown, did not agree. The well-respected Dr Bradling, known for his Savile Row suits and loud bow ties, was of the firm opinion that Michael had hoodwinked his colleagues. The boy had an ‘emerging psychopathic personality disorder’, he said. In his view, Michael would inevitably become a full-blown psychopath as he matured. Yet despite hardly giving the teenager a spotless bill of mental health, Dr Bradling argued that Michael’s emerging psychopathic personality did not ‘substantially impair’ his criminal responsibility.

Personality, unlike psychosis, is not something you ‘have’ or experience. It is who you are. Diagnosing someone with a ‘personality disorder’ is a bit like declaring them to be a loaded gun. The insidious implication here is that the person possesses a particularly unusual and virulent strain of nastiness that might be triggered at any time. Nevertheless, those diagnosed with a personality disorder are obliged to keep their supposed proclivities in check, which is not the most reasonable expectation when you think about it. It’s a bit like owning a pet scorpion and being outraged when it stings you. No wonder critics describe it as more of a ‘pejorative judgement’ than a clinical diagnosis.

Michael was abnormally aggressive, scheming, callous and a liar to boot, Dr Bradling concluded, and should be punished accordingly with a prison sentence.

It is not unusual for opinions regarding a defendant’s mental state to be fiercely contested. I’ve spent more hours than I care to count in courtrooms being grilled on the finer points of someone else’s inner mental workings, when another professional with very similar training to mine has come up with markedly different interpretations. Although the overriding duty of an expert witness is to provide an independent, unbiased opinion, the cynic in me sometimes muses that it’s curious how often views differ according to which side is paying the expert’s bill.

The difference between a forensic psychologist and a psychiatrist is that psychiatrists are medically trained and, as such, they are medics first and forensic specialists second. Psychologists are not medically qualified, although we go through a rigorous period of at least six years’ training to reach chartered and/or registered status, the quality marks of a true psychology professional. Psychologists cannot prescribe medication but we are trained in talking therapies and have a range of questionnaires, standardized tests, interview templates and psychological theories at our disposal. The CPS had brought me in to offer a fresh perspective and play referee between the eminent doctors. As I started trawling through the eight-inch-thick pile of witness statements and transcripts of Michael’s police interviews (all with accompanying videos) I tried to wipe my mind clean of anybody else’s thinking.

Michael was barely an adult, having only recently turned 18. When I looked at his photograph, he reminded me of Harry Potter’s friend Ron Weasley, before his voice broke and he grew stubble. The media machine had already gone into overdrive, predictably casting him as the ‘baby-faced killer’. This was not an assessment I was taking on lightly.

According to his mother, Michael had been an active and adventurous child. In 2003, at the age of 16, he’d passed a tough Royal Navy recruitment process and achieved his ambition of joining the Marines. He stayed for just 18 months. She’d never quite got to the bottom of what caused him to suddenly leave.

In August 2005, Michael killed Finbar Jackson, a 32-year-old homeless man who had been released from a short prison sentence three months earlier. Finbar had left prison in the clothes he stood up in and with a discharge grant of a few pounds, his discharge papers and a travel card.

He began sleeping rough, joining the ranks of the 30 per cent of homeless people who were once behind bars. On the night of his death, Finbar had been drinking heavily, found his way to the entrance of a park and slumped down on the grass. At 12.30am, a young man spoke to him, asking, ‘Are you alright, mate?’ When Finbar responded with a slurred ‘yes’ he gave him the remains of a packet of chips.

Four and a half hours later, Michael snuck out of his house, via the kitchen window. His mum and stepfather were asleep in bed and he didn’t want to disturb them by opening the front door. He readily admitted this to the police and also told them that he was looking for someone to kill that morning. He went equipped with a large kitchen knife and wore thin grey driving gloves so as to avoid leaving any fingerprints.

He turned left out of his house towards a park a mile and a half away. When he came across Finbar he was lying in a foetal position, snoring softly and smelling strongly of alcohol. Michael mimed for the interviewing officers how he had knelt over his victim, rolled him over and jabbed him in the chest with the knife. Finbar let out a shriek and then Michael slit his throat three times, completely severing the soft tissues at the front of his neck. The cuts were so deep the blade went through to Finbar’s vertebral column. Michael then cut a length of material from the wadded lining of the dying man’s coat, forced it into his mouth and, as far as he could, down what remained of his throat.

Michael took the knife home, ran it under the tap until the water turned clear and the next day he buried it down a rabbit hole. He put his bloodstained T-shirt, gloves, jacket and blood-splattered trainers into a plastic bag and left it in a neighbour’s black bin to be collected with the rubbish. Finbar’s body was found by a dog walker at 7.30am the same day.

It’s an uncomfortable truth that not all deceased people are viewed equally in the eyes of the media. Victims exist in a strict hierarchy of newsworthiness, according to their perceived virtue, the role they (supposedly) played in their own demise and how they score on the barometer of public opinion that crudely assesses the value and potential of a life lost. If a person merits that clichéd old chestnut, ‘he/she had the world at their feet’, then their death is likely to be far more widely reported. A classic example is Rachel Nickell, the blonde, beautiful and devoted young mother who was killed while out walking with her two-year-old son on Wimbledon Common in 1992. The tabloid papers’ ideal of a victim. Her death sparked such intense public furore and media scrutiny that her son and his father fled the country to escape it.

The violent nature of Finbar’s demise was shocking but despite – or perhaps because of – the sad circumstances he was in, his story did not attract much attention beyond the local press. The (so far) fruitless police investigation was soon forgotten. Michael may well have got away with killing Finbar had he stopped there, but he didn’t.

Three months later, Michael attempted to kill 51-year-old newsagent Syed Akbar, a popular, hard-working member of the community who was described as having a ‘smile for everyone’. This time, the attack resonated with the public, sparking extensive press coverage and a tidal wave of anxiety.

The attack on Syed had come in the wake of the 7/7 bombings in London, when concern about the rise in retaliatory hate crimes against the Muslim population was running high. The newspapers instantly began speculating about whether the attack had been racially or religiously motivated. ‘Gentle family man targeted for wearing a kufi skullcap’ the headlines declared, while praising the ‘popular local figure’ who ‘fought for his life in frenzied racist attack’. People were not only appalled, they were frightened.

It’s interesting how fear can simultaneously mobilize and paralyse a community. Women started to walk in pairs and police handed out thousands of personal-attack alarms to local residents. First in line were those in ethnic-minority groups who felt exposed and vulnerable. Still, the measures were not enough to stop the once vibrant community shrinking in terror, the streets becoming almost empty after dark.

In January 2006, approximately two months after the attack on Syed, the hyper-vigilance of one local resident paid off. Susan Cunliffe, a bakery worker driving home from a night shift, spotted Michael as he wandered the streets in the early hours of the morning. Something didn’t feel right to her. She listened to her gut instinct and phoned the police. The two officers who responded found Michael with a hammer and a long-bladed knife in his pockets. When they asked him what he was doing he volunteered nonchalantly, ‘I’m looking for someone to kill.’ He added, ‘It’s the voices...they want me to make a sacrifice.’

*

The maximum-security hospital Michael was sent to for assessment after his arrest had been built in the 1860s and looked firmly stuck in that era. The Victorian architecture appeared fairly impressive from the outside, with its series of T-shaped red-brick buildings and their narrow panelled windows, not to mention the imposing clock tower at the entrance. It was a different story once you stepped behind the façade: everything on the inside was shabby, dingy and grim. In just a couple of years, the hospital would be declared unfit for purpose and undergo a much-needed rebuild, the soulless wards with their flaking paint and blind corners replaced with light, airy, practical spaces decorated in calming pastel shades.

It takes a long time to enter any secure hospital, let alone a maximum-security one. As usual, I had all my belongings, bar a pen and papers, taken off me and placed in a locker on arrival. I waited in the air lock, the space between two oppositely opening and closing electronic doors, before being directed through airport-style searches, X-ray and metal-detection portals and photo-identification points. I was then sniffed over by an enthusiastic drug-detection dog and only then, 40 minutes after I’d arrived, could I embark on the long open-air walk across the sprawling internal grounds to the unit where I was meeting Michael.

I’d been in this hospital many times before but its setting always affected me. It is remote, hence the prison euphemism ‘being sent to cottage country’. There’s a large white statue of an angel and a small cemetery, where some of the asylum superintendents from when the place was first built are buried alongside the unmarked graves of patients who died during their detention and had no family to take them. No escape for them, even in death.

The statue always reminds me of those creepy weeping angels that featured in a few episodes of Dr Who. Every time I pass it, I feel compelled to turn back around and look at it again just in case it has crept up behind me while my back was turned.

I was relieved when I eventually arrived at the 12-bed admission block and heard the click of the door lock behind me. I was steered into a cell-like room housing a table, three chairs and one large spider who was attached to the light-fitting, packing an unfortunate fly into a gossamer suitcase. A nurse popped his head around the door and explained that they didn’t have enough personal alarms to go round the staff today, let alone visitors. He pointed to a green alarm button on the wall that I could use if I needed to call for help. ‘But I don’t think you’ll get much trouble from this one,’ he added. ‘I’ll go and get him for you.’

I sat and waited, wondering about the person I was about to meet. Statistically speaking, the chances of being killed by a stranger who is in the midst of psychosis is about the same as being struck by lightning – one in ten million. Around 50 homicides per year, or 10 per cent of all UK homicides, are committed by those with severe mental-health problems. Every one of those cases is devastating for those involved and their families; nevertheless, it means that the proportion of people diagnosed with severe mental-health problems who go on to kill is tiny.

Michael’s confession to his attack on Syed had been as dry and matter-of-fact as his description of Finbar’s last moments. Once again, he had left his home at 5am, via the kitchen window. He told the police that he was wearing knitted gloves and carrying a Swiss army knife. This time he turned right, heading to a housing estate on the edge of a common about a mile away. He wandered around for an hour, he said, and Syed was the first person he saw.

The newsagent had got up at 5.30am, organized the papers for delivery and was sweeping up outside his shop. Michael watched him go in and out of the doorway for five or six minutes before running up behind him, grabbing him by the face with his left hand and putting his right arm over and across his shoulders, to cut his neck. Michael told police that he’d adjusted his technique this time, hoping to avoid being covered in blood as he had been when he’d killed Finbar.

Things didn’t go to plan. Syed’s body went limp with fear before Michael could slit his throat. The pair lost their balance and fell to the floor. An undignified struggle broke out, during which Michael stabbed Syed twice in the neck, narrowly missing his jugular vein. The knife caught Syed superficially in the chest and head, and cut his hands as he tried to defend himself. He rolled over just as Michael lunged at him again. The knife missed its target and broke as it struck the pavement. Michael explained how he then forced his hand down Syed’s throat, grabbing at his tongue.

Lights suddenly flicked on upstairs and at a house across the street and Michael took this as his cue to bolt, leaving Syed to be found by his horrified wife and daughter. They called the emergency services, who got there just in time to save his life. Meanwhile, Michael went home and washed his clothes. A week later, he left them outside a charity shop along with some bric-a-brac, the final details divulged to the police as bluntly and impassively as the rest.

My task was to evaluate Michael’s mental state at the ‘material time’ – i.e., the time of his offences. But months had passed since the attack on Syed and without the ability to rewind time, it’s a difficult job to do. Even if I could travel back in time to the moments or hours that preceded the crime, there are no medical tests that can confirm the presence or absence of a ‘mental illness’ or ‘personality disorder’. If only it were as easy as looking at an X-ray or taking a blood or urine sample, the analysis of which would show you exactly what sort of ‘thing’ you were dealing with. But there are no physical signposts to turmoil in the human psyche.

I had come prepared with an interview schedule and a host of mental health-related questionnaires and personality ratings scales to help me weigh up, in my professional judgement, whether or not Michael gave a credible description of having had thoughts, feelings and perceptions unusual enough to ‘substantially impair’ his criminal responsibility. Given that these phenomena are fleeting, intangible and open to interpretation, it’s a little like trying to capture and then examine snowflakes in the palms of your hands. And all while trying to draw the line between normality and abnormality, if indeed such a line can be drawn.

Determining who is and who is not ‘normal’ is a contentious business. A weighty tome called the Diagnostic and Statistical Manual of Mental Disorders (or DSM, though I prefer to call it the Big Book of Human Suffering) is purportedly the ultimate guide to glitches of the mind and is used around the world by mental-health professionals, researchers, psychiatric drug regulation industries, health-insurance companies, pharmaceutical companies and so on. It has been published and updated by the American Psychiatric Association since 1952 and is now in its fifth edition. Revisions are agreed on by a clique of psychiatrists who decide by committee which mental ‘disorders’ should be included (it wasn’t until 1973 that they dropped homosexuality). They also dictate which handy ‘new’ diagnoses to incorporate (growing from 128 categories in the first edition to a current whopping 541. Like Barnum’s circus, the DSM has something for everybody).

As you may have guessed, I’m not a fan of the Big Book of Human Suffering, although it makes a great office doorstop. For starters, the vast majority of these (overwhelmingly white, male) committee members have declared financial ties to the pharmaceutical industry. It doesn’t take a bloodhound to sniff out the unpalatable whiff of a potential conflict of interest here. Moreover, you would expect a diagnostic manual that is so influential to have developed out of a massive research effort; it actually has very little science to back it up. And I’m far from the only sceptic. The DSM has generated a raft of criticism over the years, perhaps none more damning than from one of its own creators.

In 2010, Professor Allen Frances, who was stepping down after being lead editor of the fourth edition, told a startled journalist, ‘There is no definition of a mental disorder. It’s bullshit. I mean, you just can’t define it.’ He went on, ‘These concepts are virtually impossible to define precisely with bright lines at the boundaries.’

In 2019, an analysis of some of the diagnostic categories published in Psychiatry Research concluded that they were ‘scientifically meaningless’ (which is a technical term for ‘bullshit’). They found so many hugely overlapping symptoms specified for different conditions that there are a possible ‘one quintillion symptom combinations – more than stars in the Milky Way’ that would meet criteria for the seven most commonly made diagnoses. What that means in practice is that two people can be given the same diagnostic label without having anything in common – or, like Michael, can see five different psychiatrists and end up with four different diagnoses.

If you are confused, then spare a thought for me, tasked with mapping these ‘scientifically meaningless’ and constantly evolving psychiatric constructs onto stagnant but equally mystifying legal definitions. Diagnostic labels tell us little about the individual concerned but they are the accepted and expected language of my work.

*

Michael slumped into the chair opposite me, acknowledging me with a curt nod and stretching his long legs out in front of him. He had put on a little weight since the photograph that earned him the ‘baby-faced killer’ moniker had been taken, possibly a side-effect of the olanzapine he’d been prescribed, one of the newer anti-psychotic medications. The extra few pounds accentuated the child-like quality of his face, which seemed somehow to be at odds with the rest of his body.

As I started to set out the reason for my visit, cautioning Michael that I would be taking detailed notes during our conversations that might be requested by the court, he let out a loud sigh. I didn’t really blame him. After being assessed by a string of psychiatrists, he was probably bored to tears of repeating himself. But when a look of such sheer contempt flashed across his face, I found myself momentarily irritated. When you’ve sat across the table from as many doctors as I have homicide defendants then you can get sniffy, I thought to myself. I’m not here for my own benefit.

‘Bradling.’ He said the name through gritted teeth, as though it tasted salty. ‘Bradling says I’m lying. I’m not a liar.’

‘And I’m not Dr Bradling,’ I replied. ‘We don’t work together and we form our opinions completely independently of each other. I’m here to get as much information as I can and listen to whatever you have to tell me. I have not arrived with any opinion.’

He nodded and the muscle in his jaw softened a little.

We started to work through my list of areas to explore, following a logical progression through Michael’s life
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