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About the Author

Dr Richard Taylor was born in Singapore and grew up in the south of England. He trained as a doctor at University College London, and was inspired to move into psychiatry, and then forensic psychiatry, by some of the stabbing victims he treated in A & E as a junior doctor. Long after the life-threatening injuries had been dealt with, he would find himself wondering about the narrative behind the crime – who attacked whom, and why?

He completed post-graduate training at the Bethlem and Maudsley hospitals and then took up a post as Consultant Forensic Psychiatrist. Since then, he has gained extensive experience working on cases involving all types of crime, including rape, arson, serious violence, murder and conspiracy to use weapons of mass destruction. He has dealt with well over 100 murder cases of all types over his three-decade psychiatry career, both as an expert witness and as a treating forensic psychiatrist.




Praise for Mind of a Murderer:

‘I found it an absorbing mix of high-profile case histories and a glimpse into the personal and professional pressures of a career spent at the sharp end of psychiatry. Dr Richard Taylor's knowledge and experience is undeniable. An intricate and brilliantly written psychiatric perspective on the most perplexing of crimes’

Kerry Daynes, author of The Dark Side of the Mind

‘Heartbreaking, horrifying, but a brilliant and insightful book. Beautifully written and very dark’

Nimko Ali OBE

‘A dark, fascinating and often surprising glimpse into the minds of those who kill, from a forensic psychiatrist who's seen it all.’

Rob Williams, writer of BBC’s The Victim




About the Book

‘Whodunnit’ doesn’t matter so much,

not to a forensic psychiatrist.

We’re more interested in the ‘why’.

In his twenty-six years in the field, Dr Richard Taylor has worked on well over a hundred and fifty murder cases, with victims and perpetrators from all walks of life. In this fascinating memoir, Taylor draws on some of the most tragic, horrific and illuminating of these cases – as well as dark secrets from his own family’s past – to explore some of the questions he grapples with every day:

Why do people kill?

Does committing a monstrous act

make someone a monster?

Could any of us, in the wrong

circumstances, become a killer?

As Taylor helps us understand what lies inside the minds of those charged with murder – both prisoners he has assessed and patients he has treated – he presents us with the most important challenge of all: how can we even begin to comprehend the darkest of human deeds, and why is it so vital that we try?




Author’s Note

The details of the case histories in this book are either disguised or composites of cases, with alterations made to the biographical, geographical, temporal and cultural details in order to protect confidentiality without losing the essential elements of the case. I have used pseudonyms for homicide perpetrators and other individuals involved, such as doctors, police officers, lawyers, witnesses and family members.

Real names are only used where the information presented in the case history is already entirely in the public domain. And for those public domain cases in which I have been involved (listed below), other than describing my role, I have only used information available from detailed homicide inquiry reports, media reports or law reports. I have taken great care not to disclose any confidential interview material obtained by me unless it is in the public domain. For example, extensive extracts of psychiatric reports about Anthony Hardy, including the one I supervised, were published in the inquiry report.

Other individuals not in the public domain have consented to being named in the text. Where published research or books are quoted, the authors’ names are used to reference their work and selected references are available in the end-notes. Technical terms are explained in the text.

Cases that I have been involved in where real names have been used, but the information presented is already available in the public domain are, in order of appearance: Anthony Hardy, Daniel Joseph, Maxine Carr, Nimpha Ong, Sara Thornton, Kathleen McCluskey, John Wilmot, Christopher Nudds (aka Docherty-Puncheon), Sheikh Abu Hamza, Dhiren Barot, the ‘gas limos’ and ‘plane bombs’ conspirators, Muhaydin Mire and Robert Stewart.

The following are cases I have not personally been involved in, and thus all information is taken from the public domain: Ted Bundy, Ed Kemper, Andrew Cunanan, Aaron Alexis, Navjeet Sidhu, Louise Porton, Tania Clarence, Victoria Climbié, Baby P, ‘Adam’, Peter Sutcliffe, Andrea Yates, Myra Hindley, Rosemary West, Kiranjit Ahluwalia, ‘Giselle Anderson’, Sally Challen, Guenther Podola, Rudolf Hess, Stephen Hawking, Emile Cilliers, Robert Hansen, Mohamed Atta, Timothy McVeigh, various prisoners at ADX Florence federal supermax prison, Brenton Tarrant, Anders Breivik and Khalid Masood.
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Introduction

Murder is not just a crime: it is a major public health problem. In 2017 alone there were 464,000 recorded victims of homicide globally. At a rate of well over 1,000 unlawful killings per day, deaths by homicide far exceeded the 89,000 killed in armed conflicts and the 26,000 victims of terrorism. Some 87,000 women and girls were intentionally killed in 2017, of which 50,000 were killed by intimate partners or other family members.

Some parts of the world are more badly affected than others. Across the Americas, the number of murders is consistently high. In some countries in Latin America the homicide rate is fifty times that of Western Europe and is a leading cause of death, especially among young adults. Meanwhile, there has been a significant increase in knife killings amongst the 800 offences initially recorded as murder in Great Britain and Northern Ireland in recent years, despite an overall gradual reduction in homicides in Europe.

The United Nations’ definition of homicide is ‘unlawful death inflicted upon a person with the intent to cause death or serious injury’. In UK law, the offence of murder – as opposed to manslaughter – is committed when a person of ‘sound mind’ unlawfully kills any ‘reasonable creature’ under the ‘Queen’s peace’ with intent to kill or cause serious bodily harm.

Why do people kill? Most homicides involve extremes of ‘normal’ – or at least understandable – mental states such as anger, rage, impulsivity, fear or jealousy, but there can be a fine line between these states and mental disorder at the time of a killing. In psychotic homicide, there are mental state changes well outside the standard range. This usually involves a killer who has completely lost contact with reality and been pitched into the delusions and hallucinations of psychosis. This situation is most commonly seen in schizophrenia, a serious mental illness. Globally, around 0.5 per cent of the population live with a diagnosis of schizophrenia, but they account for somewhere between six and eleven per cent of homicides. In other words, according to one major study, this group have a nineteen-fold increased risk of committing homicide. The vast majority of people with schizophrenia are far more likely to be the victims of violence or self-harm than they are to injure others, and it’s important that people suffering with mental illness are not stigmatised by the violent behaviour of the few. But the increase in risk can’t be ignored as, in contrast to the overall decline in homicide numbers, the number of homicides by those with schizophrenia has risen.

London’s Metropolitan Police solve around ninety per cent of their murder cases (compared to around sixty per cent solved by police forces in many cities in the USA), partly because New Scotland Yard has specialist homicide teams that are given substantial resources to investigate murder cases (although with street-based and gang-related killings, the reluctance of some witnesses to speak out presents an increasing challenge). Another reason for the impressive clear-up rate is that homicides by ‘strangers’ are rare. Most victims know their killers, so the police don’t have to look far to find the perpetrator. In fact, one of the most common forms of homicide is when one half of a couple kills the other, often at the point of a break-up. The victims of this form of homicide are usually female (only one per cent of male victims annually are killed by a partner). However, the population group with the highest risk of being victims are infants under one year of age – and the killer is usually the mother.

Alcohol and illicit drugs are present to some degree in almost half of all homicides, but they rarely provide the sole explanation for an incident. Financially motivated homicide is surprisingly rare, comprising around six per cent of all killings in the UK and the USA (including robbery and burglary homicides). Sexual homicides are even more uncommon, accounting for less than one per cent of killings, but they receive disproportionate attention, especially if there’s a series of sexually motivated murders of strangers.

As a forensic psychiatrist, it is my job to assess perpetrators of serious crime and to treat those who are found to have a mental disorder. I most often assess killers soon after their offence, writing reports and giving expert witness evidence at trial and for sentencing. But my involvement doesn’t start or finish with the Crown court trial.

Once the heat and light of the criminal justice process is complete, a perpetrator of homicide needs to be contained to protect the public. But we must also try to understand their offence, not only to treat their mental disorder and rehabilitate them, but also to reduce the risk of further homicidal behaviour. Ultimately, if release is to be considered, I need to evaluate the dangers and supervise release, and later I may have to recall them to secure hospital or custody. As well as working with known killers, I also conduct risk assessments of those who may pose a threat of violent behaviour and who (very rarely) may be in danger of going on to kill. In other words, I aim to prevent homicides, although risk prediction is notoriously inaccurate.

When I started in forensic psychiatry, there was a sense of innovation and optimism. Although there are still beacons of excellence, with outstanding services in some of the secure hospitals and much-improved mental health care in prisons, for example, the optimism has nonetheless been tempered by a decimation of addiction services and a severe reduction in general psychiatric hospital beds. We are now at a point where drug-fuelled knife homicides have risen significantly and where community mental health services are so overburdened and under-resourced that the police and other emergency services are being asked to step in, in our place. In some cases, this has led to terrible consequences, including murder.

This is a book about my work. We’ll explore sexual homicide; psychotic homicide; matricide; infanticide; filicide; the killing of intimate partners by men, and the killing of intimate partners by women (often victims of abuse killing their abuser); homicide as a result of alcohol and brain damage; murder followed by amnesia; murder with a financial motive and murder or mass murder through violent extremism and terrorism. And I’ll go beyond the media reporting to show that, while every case is different, there are observable patterns in the different types of murder. On top of all those cases I have been involved with professionally, I have a personal connection to a homicide, and I will describe the case and its impact on my family.

Above all, though, this is a book about the state of mind of those who kill, and how we can attempt to make sense of their crimes to try and ensure they never kill again, as well as learning how to spot the warning signs in other would-be killers.

Although there is an awful lot of murder in this book, I hope that its overall message is one of understanding and, ultimately, humanity.




Sexual Homicide

Case Study: Anthony Hardy

1

His Nectar card was partly his undoing. When he bought black bin liners for the body parts of his victims, he couldn’t resist claiming the points at Sainsbury’s. The police caught him on CCTV.

The killer in question was Anthony Hardy, best known as the Camden Ripper. To understand how his desire for Nectar points and my work intersect, we need to go back to January 2002, when police visited his London flat on what they no doubt assumed would be a routine call. Quarrelling with his neighbour over a leaky pipe, Hardy, then fifty-one, had scrawled an obscene message on her door with car battery acid. But when the police gained entry to his flat, their suspicions were aroused by a locked bedroom. ‘What’s in there?’ they asked. Hardy pretended not to have a key until one was found in his coat pocket. The officers opened the door.

In the room was a bed; next to it, a bucket of warm water and a camera on a tripod. On the bed was the body of a thirty-eight-year-old woman, Sally ‘Rose’ White.

The facts, you might think, speak for themselves. Sure enough, Hardy was duly charged with murder. However, the bite mark on Sally’s right thigh and the small abrasion on her head were not fatal injuries and, having found evidence of coronary heart disease, the pathologist, Freddy Patel, ruled that the likely cause of death was a heart attack.

Given this finding, the police had no choice but to drop the murder charge. On 12 March 2002, Hardy pleaded guilty to criminal damage of the neighbour’s door, was sectioned on a hospital order under the Mental Health Act and moved from HMP Pentonville to a local open psychiatric unit, St Luke’s in Muswell Hill. Under the care of a general adult psychiatrist, he received treatment for a ‘mood disorder’. In psychiatry, the term ‘mood disorder’ refers to a range of disturbed mental states, including depression, which can vary in severity from a two-week period of depressed mood, loss of interest, fatigue and feelings of worthlessness and so on, to a severely depressed state of mind with suicidal thoughts and psychotic experiences. Mood disorder also refers to bipolar disorder, in which there can be distinct ‘manic’ episodes of persistent irritability and mood elevation, with reduced need for sleep, a tendency to speak in a rapid manner (known as pressured speech), grandiosity and so on.

In Hardy’s case, the issue was a mild to moderate lowering of mood, made worse by heavy drinking, with some suggestion of previous mood swings. But because of the unusual circumstances, a risk assessment was requested from a forensic psychiatrist.

Which was where I came in.

Forensic psychiatrists are a select and secretive bunch. We make up around 350 of roughly 330,000 doctors registered with the General Medical Council in the UK, and our work is little known. We are medically qualified (unlike our clinical psychologist colleagues). Doctors, in other words: specifically psychiatrists first, and forensic experts second.

My own route into it was tortuous and unplanned, via six years of medical school and three years as a junior doctor, including A & E and overseas aid work. I then joined the Maudsley psychiatry higher training ‘rotation’, a six-year programme with placements in specialities like psychosis, addictions and child psychiatry, finally latching on to forensics for reasons I would only really reflect upon later.

‘Do you deal with dead bodies?’ I’m often asked. Well, I have, in the past, starting with day three of my medical training at UCL, when we were introduced to our cadavers to begin months of dissection. But while forensic pathologists use their training to determine the victim’s cause of death, there are also forensic accountants, forensic odontologists, forensic toxicologists and forensic anthropologists, all applying their expertise to the court of law, or ‘forum’ – hence the term ‘forensic’. In forensic psychiatry, we’re only interested in the dead body for what it may reveal about the perpetrator’s state of mind. Ours is the interface between psychiatry and law. Most commonly, this involves treating mentally disordered offenders: that is, psychiatric patients who have committed serious offences. We evaluate and write reports about our patients and, as independent experts, give evidence in criminal and civil courts about someone’s psychiatric status and criminal responsibility. Our role can be pivotal in murder cases where the defence is Not Guilty by Reason of Insanity (NGRI), or when one of the partial defences of diminished responsibility, suicide pact or provocation (now called loss of control) are put forward. All these, to a greater or lesser extent, depend on psychiatric opinion, which can be fiercely contested.

Not for us the ‘whodunnit’ (well, not so much, although we might get involved in a detainee’s fitness for police interview or in disputed confession cases, where the mentally disordered may confess to things they haven’t done). We’re more interested in the why, and our focus is on the perpetrator in custody. What were they like before the offence? Why and how did the murder come about? Are they fit for detention? Are they fit for trial? Are they partially or wholly criminally responsible, or are their actions explicable in terms of mental disorder?

Then we must decide what should happen to them after conviction. Secure hospital or prison? Mad or bad? Or a mixture of both? If they come to hospital, what level of security do they require, and can we treat them? Will they recover? Have they, and we, made sense of their offence? Can we develop a relapse prevention plan? Are they safe for release?

These questions all arise after arrest. Although we don’t usually get involved in profiling unknown suspects, we do get asked to perform risk assessments on those who have not yet committed a serious offence. One such risk-assessment case was Anthony Hardy.

I remember Hardy’s assessment well. It was 28 August 2002 when I interviewed him. There were a number of unusual details in Hardy’s background. Psychiatric interviews are confidential, but Hardy’s background history and extracts of his psychiatric reports are already in the public domain in the independent inquiry report, so I can discuss them here. Hardy was born in Burton-on-Trent, in Staffordshire. He was said to have worked hard at school and wanted to escape his somewhat deprived origins. He met his wife, Judith, while studying Engineering at Imperial College, London, and they married in 1972, going on to have four children and spending a period of time living in Australia. Despite instances of domestic violence, and Hardy not bothering to conceal his extra-marital affairs, his wife agreed to several attempted reconciliations.

While living in Australia, he had been investigated for a serious assault on Judith in 1982. He’d hit her over the head with a bottle of frozen water and then tried to drown her in the bath. Hardy had chosen the shape of the bottle so that it might plausibly suggest Judith had slipped and hit her head on the bath itself, while the idea of freezing may have come to him via the Roald Dahl short story Lamb to the Slaughter, in which a woman bludgeons her husband to death with a frozen leg of lamb and then serves it to the investigating detectives. (There’s much talk in the media about the pernicious effects of video games and rap music – not so much about the corrupting influence of Roald Dahl’s short stories.) Either way, the charges against Hardy were dropped and the marriage fell apart, although it was another four years before the couple would divorce for good. He lost his job in engineering and drifted downwards socially, going from minicab driving to unemployment.

Back in the UK, Hardy was diagnosed with bipolar disorder, abnormal personality traits and alcohol abuse. He spent short periods in prison for criminal damage to his ex-wife’s house, as well as stealing her new partner’s car during what would nowadays be seen as a campaign of harassment. He had short stays in psychiatric hospitals as well as living in various hostels in London, and picked up convictions for theft and being drunk and disorderly. In 1998 he was arrested when a prostitute accused him of rape: charges that were later dropped due to lack of evidence. By 2002, living on benefits, drinking heavily and with badly controlled diabetes, he was leading a largely reclusive existence in a dreary low-rise council block just off Royal College Street in Camden.

He was a physically imposing man, heavy-set and over six feet tall. At interview, his speech was measured and he seemed to give considerable thought to his answers before responding. He denied any manic or depressive symptoms, and was giving little away in terms of emotional expressiveness, which in psychiatric terminology is called a ‘flattened affect’. He gave a minimising account of the harassment of his ex-wife, even though he had once driven all the way to Bury St Edmunds just to lob a rock through her window. I remember that he made me feel uneasy. He was a reluctant interviewee and his internal world remained very much a mystery, although he said that he had always been easily bored, impulsive and a thrill seeker. He accepted he’d committed the criminal damage to his neighbour’s door, painting ‘fuck off you slut’ on it, then pouring the battery acid through her letter box using a cut-off cider bottle as a funnel. He said he had been drinking heavily at the time. He also claimed he couldn’t remember how Rose White came to be in his flat, although he thought he might have invited her back there and admitted openly that he had picked up prostitutes in the Kings Cross area before. According to one of the nurses working that day, Hardy told her he was very upset I’d asked him about Rose and my questioning on that subject had made him have suicidal thoughts.

While still at St Luke’s, he took up the offer of an alcoholics’ day programme outside the hospital and was given leave during the day to spend time at home in his flat, with no reported problems. He expressed remorse about his behaviour towards his neighbour, and there was no further sign of animosity towards her.

We compiled our report (unusually, both my trainee psychiatrist and I had interviewed him to compare notes). In it, we noted his history of hostility towards his ex-wife and, with the details around the dead woman, Rose, making us uncomfortable (especially the camera and tripod), we recommended that the local Multi-Agency Public Protection Arrangements (MAPPA) panel, an inter-agency forum run by police and probation to monitor risky individuals, be informed, so a plan could be put in place before his discharge. Our conclusion was that he could pose a risk of serious violence to women, independent of disturbed mental state and alcohol use, but we also had to work on the basis he’d had no hand in the death of White, given the post-mortem findings.

I had no more involvement with Hardy, and the following months were taken up with other cases. Until the events of New Year’s Eve, 2002.

I carry two phones: a personal one and a work one. That night I had my personal phone in my trouser pocket, while my work phone was in a jacket hanging in the hall just outside the kitchen, at the bottom of three small, uneven stairs.

Our two children were then aged three and one, and going out for a New Year’s Eve party was not on the agenda, so we were having guests over for dinner. The weather was wet and windy so, frankly, I was pleased to be staying in; moreover, I was cooking, and thus in my element.

With both parents being full-time doctors, home life involved a complicated division of labour, each of us taking turns to pick up our boys from nursery depending on who had to work late. Like any young family, we had a pretty exhausting schedule, but I happily traded laundry duties and childcare scheduling for the role of chief cook. It is easy to slide into convenience options like putting a piece of breaded fish in the oven. But at the weekend, time spent making fresh seafood pasta was an effective diversion from the day job. What’s more, I’d found a way to take advantage of my visits to prisons and obscure psychiatric oubliettes as an opportunity to drop in on suppliers of interesting ingredients, from Salvino’s Sicilian deli near Holloway prison to the Spice Shop on the way back from Wormwood Scrubs and Coastline Galicia, one of the surviving old-school fishmongers.

Our guests that night were another two psychiatrists. I’d splashed out on a decent bottle of full-bodied red and was cooking an ambitious menu. Preoccupied as I was, it took a few moments for the sound of my work phone in the hallway to cut through Miles Davis’s ‘Max is Making Wax’ from Live at the Pasadena Civic Auditorium, and by the time I’d wrestled it from my jacket pocket, I’d missed the call.

I looked at the screen, feeling the first stirrings of disquiet. It was from our police liaison psychiatric nurse, Doug Cardinal. As his job title suggests, Doug acted as a go-between for us and the police. The mere fact he was ringing meant something bad, an SUI – ‘serious untoward incident’ – had occurred. The fact that he was ringing me – when I was not on call – was cause for very serious concern.

I tried to call him back but got his voicemail. He’s probably underground in the custody suite, I thought, and went back to Miles Davis. But the calm of pre-dinner food prep was fading, replaced by a nagging concern. The fact is that, while all doctors worry about a wrong decision harming their patients, we forensic psychiatrists have two other fears. The first is that a patient may take their own life. The number of suicides every year is estimated to be around 800,000 globally – double the number of homicides. In England and Wales, there were 6,507 suicides in 2018, a typical year. That figure was almost ten times the number of homicides that year, and dwarfed the 1,770 road deaths. Of those suicides, around 1,700 are by mental health patients; so this is a tragic but relatively frequent feature of psychiatric work. But worse still is the fear that a patient could take someone else’s life. Homicides by psychiatric patients number roughly seventy-five cases out of around 800 total killings annually in the UK (around ten per cent). Of those, about two-thirds may be committed by a patient who is being treated by a psychiatrist.

In other words, homicides by patients are relatively rare. But when they do happen, they’re catastrophic, and they’re a forensic psychiatrist’s worst nightmare.

At this stage, I was of course mulling over the killers on my list and wondering which of my cohort might have ‘gone off’. I considered Gavin Faulkner, a Glaswegian with schizophrenia who had knifed a stranger and shoved him in the Regent’s Canal after apparently hearing the victim whistling ‘David Watts’ (Gavin had a long-standing delusion that Paul Weller was stalking him). Or perhaps it could be Paul Kennedy, a cheerful Irishman who had lived in a council flat next to a pub. He had beheaded a member of his Scientology church group over delusions that his fellow congregant was having an affair with his girlfriend, acting in a state of morbid jealousy (‘morbid’ in medical and psychiatric terms being any state that is affected by disease or outside what we call the realm of normal mental states).

Half an hour later and another two calls had gone straight to Doug’s answerphone. Our guests arrived and a glass of wine did little to stop my mind drifting back to work. I slipped out to the kitchen again and pressed the green call button to redial Doug’s number. This time – at last – he picked up and confirmed my fears: something serious was afoot. A murder hunt, to be precise. Human body parts had been found in a bin. There were a number of lines of investigation, but a former patient was being sought ‘to assist police with enquiries’.

That patient was Anthony Hardy.

This came as a surprise. As far as I knew, Hardy was subject to civil commitment (section) under the Mental Health Act on a six-month treatment order and should still have been in St Luke’s. In fact, it would later transpire that he’d been released in November, having been discharged by a review panel without my knowledge, but at the time I was floored by the revelation that he was out, much less being sought as part of a murder enquiry.

Even so, there was a ray of hope. He might just have been added to the list of usual suspects as a matter of routine, since a young woman had been found dead of a heart attack in his flat earlier that year. The fact that police wanted to talk to Hardy might – just might – mean nothing. I clung to that hope for all of an hour or so, before Doug rang back, this time as I was slicing the slightly undercooked and bloody haunch of venison.

‘Hardy’s definitely the prime suspect, I’m afraid, Richard,’ he said.

‘Okay.’ I felt my heart sink. ‘And what makes you say that?’

‘They’ve found a headless torso wrapped in bin liners in his flat.’

Well, that would do it, I thought, feeling the hairs on my neck stand up.

‘Is he in custody?’ I asked.

‘No, he’s on the run. They’re declaring a major incident.’

I started to develop a strange dissociated feeling, as if this were not happening. A homicide – no, a double homicide – by a man we’d assessed just a few months previously. I thought frantically about how this could have happened. My mind went to the case of Christopher Clunis, a man with schizophrenia who had killed Jonathan Zito at Finsbury Park Station in 1992. Although there was initially little attention paid to the story, a long campaign by Jonathan’s wife, Jayne, prompted a searching public inquiry. It turned out that Clunis had spent time in nine psychiatric units in five years and had attacked fellow patients and nurses with knives. At the time of his fatal encounter with Jonathan Zito, he was being seen by a number of psychiatric care teams around London, had been discharged from hospital not long before, and was living alone in a bedsit, not taking his medication.

Published just after I started in psychiatry, the Clunis inquiry heralded a major shift towards risk awareness and defensive practice, as evidenced by a hushed conversation I witnessed in the hospital canteen between two senior psychiatrists about a colleague who had been named in the report. The overhaul of supervision arrangements meant we had to rigorously plan, discuss and document all discharges and follow-ups. But risk assessments – such as the one my team had done on Anthony Hardy – were an entirely different kettle of fish. These were often patients who were not subject to detention but were presenting signs of worrying mental states or behaviours. I had always thought that risk assessments were the greatest hostage to fortune. Nowadays we use more structured and evidence-based tools, which combine actuarial and clinical approaches, but these were not in widespread use in 2002. Our prediction skills have improved but remain poor, a bit like trying to do a long-range weather forecast in September for July 1st of the following summer: you can talk about likely climatic patterns, but you can’t predict rain on a particular day with any more than a vague categorisation into low, medium or high risk.

If we cannot predict risk with any reliability, then we must at least try to manage it. So unless immediate detention and transfer to Broadmoor (a high-security psychiatric hospital) was recommended, there was always a chance of an unexpected tropical storm – a fatal outcome that could call our judgement into question. As my old consultant mentors used to say, ‘Cover your back . . . lay a paper trail’, or ‘Start at the homicide inquiry and work backwards.’

In the case of Hardy, as with any other such assessment, we had looked at risk history. This was based on the conclusion that Rose White had died of natural causes. Thus, while Hardy’s risk history suggested a potential for violence, threats and harassment towards prostitutes or intimate partners, it didn’t include homicide. The camera on the tripod had been a troubling and unnerving detail, and had led to some speculative thought as to what else might have been going on. But – in the absence of any film in the camera – there was nothing in the information we had about any use of bondage and sado-masochistic sexual practices, and we were hardly qualified to challenge the findings of a Home Office pathologist, so we’d put those suspicions away.

Now, though, my mind returned to the body of Rose, and how she must have been far more significant than we had originally thought. What had really happened to her?

Much later, our guests departed, with 2003 having officially begun. I found myself alone in the kitchen, loading the dishwasher, these thoughts rattling around my head. I struggled to sleep that night.

On New Year’s Day, I awoke with a feeling of dread in the pit of my stomach. Putting on a brave face, I helped get the boys up and ready for their day. My eldest was munching boiled eggs and soldiers in his high chair.

There was a light drizzle and a grey sky. Looking through our north-facing French doors into the garden, I could see the green turtle paddling pool filling with rainwater. I tried to take my mind off morbid ruminations with mundane tasks, such as cleaning last night’s candle wax from the dining table. It had not been the relaxing New Year’s Eve I had planned.

A coffee addict, I rinsed out the pot and spooned in some grounds from my favourite coffee shop, the Algerian in Soho, and sparked up the gas hob. My wife was trying to stop me catastrophising about the likely fall-out, accustomed as she was to my bouts of forensic anxiety.

‘It never turns out to be as bad as you think,’ she said, no doubt referring to a homicide that had happened two days before our delayed honeymoon trip a few years before. I was grateful for her words of comfort, even though I had a feeling it would actually turn out to be worse.

I thought of Craig, my trainee. Conscientious and thoughtful, he was one of the better trainees I had had, but right now he’d be blissfully unaware of the events of the night before. I waited until 10 a.m., pacing around the kitchen, three cups of espresso doing nothing for my nerves, before I called him to share the bad news.

‘I’d really like to re-read our report,’ I told him. ‘I don’t think he can have been manic, do you? From what I’ve heard of the crimes so far, he sounds too organised for that.’

By ‘manic’ I mean a period of time during which the patient has elevated levels of either expansive or ‘irritable’ mood, as well as abnormally and persistently increased activity or energy. For it to be mania, it needs to occur for most of the day for at least a week, and to not be related to the direct effects of drugs or alcohol.

Neither of us knew, of course. Details at that point were sketchy at best. Nevertheless, I could sense Craig’s discomfort. ‘Don’t worry,’ I assured him, ‘I’ll have to carry the can. You were under my supervision.’

No question about it. The buck stopped with me.

A further call to Doug Cardinal helped clarify some details: the police major incident had begun when a homeless person looking for food found human remains in a council wheelie bin near Hardy’s home in Royal College Street, Camden, on the day before New Year’s Eve. The homeless person had opened a green refuse sack and, having been assaulted by a foul smell, found that it contained a pair of human legs. He reported it, and the area was cordoned off while the police made a search. The human remains they discovered were subsequently identified as belonging to two women, Bridgette Maclennan, thirty-four, and Elizabeth Valad, twenty-nine, both of whom were known to work in the Kings Cross area as prostitutes.

The day after, police obtained a warrant to search Hardy’s flat, on the basis of the events that had occurred there earlier in the year, but it turned out they needn’t have bothered. When they arrived, they found the front door open.

Inside, a light was on but the flat was empty. The bedroom was locked, and a cloth laid along the bottom of the door did nothing to prevent a revolting smell emanating from within.

When the door was opened, an upper torso was found inside, partly wrapped in black bin liners and duct tape. This torso was Maclennan’s, while two pieces of leg belonging to Valad were also discovered.

In an industrial bin outside, police found Valad’s arms, as well as her left foot, and the lower torso of Maclennan. Other parts had been disposed of in various Camden locations and were subsequently discovered. The heads and hands of the two women were never found.

To me – thinking again of the camera and tripod – this had all the hallmarks of a sexual homicide, and a serial one at that. I was familiar with the typology of sexual homicide crime scene analysis developed by Robert Ressler and John Douglas1 of the FBI in the 1980s, and knew that such murders had been conceptually divided into ‘organised’ and ‘disorganised’ (although David Canter, a UK criminologist, has subsequently challenged the validity of this over-simplified dichotomy2). In any event, an organised crime scene didn’t help determine the presence or absence of active mental illness, since even those with bizarre delusions are capable of purposeful planning. Even so, wrapping up torsos seemed a step too far for someone acutely manic.

I used my dial-up modem, and once the familiar squelching sound of the connection had subsided, I entered the encrypted passcode from my security fob and opened Craig’s email containing our report. As I read through it, I felt relieved that it was very thorough. That, at least, was a minor consolation.

2

The next day was grim and grey. It matched my mood as I made my way to the medium-secure psychiatric hospital, my main place of work.

Medium-secure psychiatric hospitals are tucked away on the outskirts of London, and if you don’t know their function, you wouldn’t know they’re there. My base at that time was on an old Victorian-era district general hospital site, just where the green belt starts, within the M25. You drive around the one-way system, past a multi-storey car park and then – before reaching the mortuary – you turn left down a slope to the back of the site, going past the mental health unit, a low-rise building housing inpatient wards containing around fifteen patients each. In those days, these patients were on short-term hospital admissions lasting a few weeks, but now it’s sometimes only a few days. Many non-secure units of this type have been closed since, with even more patients shunted into the community. (The rhetoric is about least restrictive care, but the reality is about cost-cutting.)

At the bottom of the slope is a series of brown-brick, pitched-roof, two-storey buildings from the early 1990s. This is the medium-secure unit. After the asylums were closed in the 1970s and 1980s, it became clear there was a small group of patients who could not be managed in the community. Our local asylum decanted over 1,000 people into various forms of community care, but a hard core of challenging and aggressive patients were moved into what was known as an interim secure unit. These purpose-built units were designed to provide a halfway house between high security at Broadmoor and local psychiatric services. They were also part of a policy to divert the mentally disordered out of prison custody.

This was a more liberal and optimistic era, inspired by the cutting-edge and well-funded Dutch forensic centres, like the Van der Hoeven Clinic in Utrecht. In the Netherlands, criminal responsibility is graded on a sliding scale, with time spent in hospital for treatment and in prison for confinement apportioned accordingly. The pioneers in our field had been inspired by the Dutch to be more ambitious in planning our medium-secure service, a beacon of high standards and good funding in a cash-strapped NHS.

Sadly now, twenty or so years on, despite huge advances in the evidence base of forensic psychiatry, the quality of forensic services, and better patient and carer involvement, the impetus is in the other direction. We have moved to a more punitive – and, at the same time, risk-averse – approach. Crown court judges are more reluctant to send mentally disordered murderers to hospital rather than prison, and this has been reflected in the case law. In addition to this shift in legal and judicial attitudes, there are concerted efforts underway to reduce spending on inpatient and forensic psychiatric care in the NHS.

Travelling to the secure unit on that rainy morning, I parked my car in the half-empty car park. I had finally scrapped my old red Alfa Romeo 164 after numerous repairs and was now driving a more sensible hatchback with two child seats in the back.

The entrance to the secure unit was an airlock: two sets of electronic doors controlled by a receptionist. This was 2002, and we were still a few years off the fingerprint biometric technology we would come to use.

Then, as now, the clinical areas consisted of individual patient bedrooms to which patients were given their own key. This degree of relative freedom requires more staff than prisons, where the whole wing can be banged up with one officer on duty. In contrast to prison, all patients, once stabilised, are offered a bespoke range of treatments: medication, addiction groups, individual psychology and all kinds of occupational therapy.

Generally, the atmosphere is settled, but when things do kick off it can happen very quickly, and alarms will summon the rapid response team to de-escalate or restrain or, in extremis, seclude any acutely disturbed and violent patients.

Unlike those in an old asylum, the purpose-built wards were clean and well-lit, their double-height ceilings creating a sense of space and the illusion of freedom. The perimeter, with its 5. 2-metre close-mesh fencing topped with anti-climb Cobra Spikes, was a different matter. Security searching, and staff trained in martial arts-based ‘control and restraint’ techniques – as they were called at the time – completed the package.

I attached my keys and personal alarm to my belt and entered the unit, joining the subdued discussion in our clinical director’s office. In the meeting were the Clinical Director, two of my colleagues – both forensic psychiatrists – plus Doug Cardinal, as he’d been on the ground when everything kicked off. Later on, we’d have a legal adviser, but at this point we were thinking about eliminating any further risk to others. Damage limitation would come later.

Hardy’s mental health records had been sealed to prevent any retrospective tampering, so I summarised the case history for the benefit of those present. Most pressingly, Hardy was still at large, so we discussed what information we needed to share with the police.

‘I’m certain they must know about the incident with his wife, but I’ll make sure,’ I said, worried that he might even be on his way to see her. A final act of revenge, perhaps.

Any journalists would be referred to the communications department. As was standard procedure with high-profile cases, we would neither confirm nor deny that Hardy was known to our service at this stage.

Talking about Hardy, of course, meant the discussion moved on to other well-known homicides by psychiatric patients, and here I couldn’t help but recall the Luke Warm Luke inquiry. The patient, Michael Folkes, who’d changed his name in a bizarre tribute to the Paul Newman character in the film Cool Hand Luke, had been under psychiatric supervision after a less serious offence some time before.

Folkes had turned up in a distressed state at the Maudsley psychiatric hospital, but was allowed to leave by clinical staff. The next day he stabbed Susan Crawford seventy times and beat her with a fire extinguisher, just eight hours after he had been earmarked for emergency re-admission. He was convicted of manslaughter at the Old Bailey in 1995 and sent to Broadmoor.

The subsequent inquiry, which dragged on for four years at a cost of £750,000, recommended supported accommodation for those with mental illness and criticised the decision that had allowed Folkes to switch from compulsory treatment with a long-acting injectable medication to self-administered tablets. The consequences for the senior forensic psychiatrist who had overseen this decision were serious.

Not long after this case, the decision was taken to beef up aftercare arrangements for forensic cases, with specialist teams monitoring more closely those patients leaving secure hospital – especially those who had killed before.

After a homicide inquiry, it is inevitable that forensic psychiatrists become more risk-averse and cautious about granting leave outside hospital and discharging patients, but it is important not to let these instincts affect the liberty of patients. These days, ‘positive risk-taking’ and ‘patient flow’ have become catchphrases used by managers when pushing us to discharge more cases and save money. It’s just as glib as it sounds: at the end of the day, it is the psychiatrist who will have to answer for their decision if it all goes wrong.

None of this was doing much good for my already fragile state of mind. There were muttered words of sympathy from colleagues, but everyone knew the reality was that these homicides could be potentially career-ending. A poor assessment – even if that assessment was based on incomplete information – could mean being suspended, dismissed or publicly humiliated; it could mean facing clinical negligence proceedings or investigation by the General Medical Council. Inevitably it’s all about process. You’re entitled to make an error of judgement unless your actions were too far away from what colleagues would have done, but the real issues include whether you formally recorded your findings and shared information with other appropriate agencies.

In the event, it would be months before I gave evidence to the SUI panel and over a year until the public homicide inquiry.

After the meeting, there were a number of important tasks. Risk of serious harm overriding any concerns about patient confidentiality, I rang my police contact and he suggested I speak directly to the SIO (senior investigation officer). I called the mobile number, and it was answered by Commander Andy Baker, head of Metropolitan Police Homicide. ‘How can I help you, doctor? I’m rather busy this morning – looking for human heads in a landfill site.’

My breath caught in my throat. Could I have prevented this? Should I have transferred Hardy to our secure unit and asked for a Broadmoor opinion? I described Hardy’s harassment of his ex-wife, and Commander Baker confirmed that the investigation team were aware of this and that uniformed officers were posted at Hardy’s ex-wife’s house.

Meanwhile, Hardy remained at large for around a week. The CCTV which captured him buying black bin liners in his local Sainsbury’s, and claiming the Nectar points, suggested a calm and purposeful behaviour around the time that he was dismembering the bodies in his flat.

It also emerged that, earlier in December 2002, Hardy had telephoned Frances Mayhew, a twenty-five-year-old Camden resident, to tell her he’d found her handbag. She had mislaid it after an evening out at a Camden pub not far from Hardy’s flat. Mayhew later said that when she went to his flat to retrieve the bag, Hardy tried to entice her in, but she refused. She said, ‘I started to get frightened and said, “Listen, you can keep the bag, I don’t want it anymore” . . . As I tried to run, he said, “Fine, you may as well keep it.” And then he flung it at me.’ Three days later, she received letters and a Christmas card from Hardy. She left the city over the Christmas break but on her return to Camden she discovered that Hardy was wanted by police and so she came forward to tell the story. ‘Had he been at all violent and tried to drag me into the flat or something, the likelihood of me being in small pieces right now is very high,’ she said. During searches of Hardy’s flat, a drawing was found of Frances Mayhew with a noose around her neck.

With Hardy still at large, there was a very real fear he might find another victim before he could be caught.

After a tense few days, an off-duty police officer spotted Hardy in a cafeteria in Great Ormond Street children’s hospital. GOSH was about one-and-a-half miles from Hardy’s flat, and Hardy had gone to the NHS pharmacy there to collect his insulin prescription (perhaps to avoid being seen at a Camden chemist). When arrest was attempted, a fight ensued, during which one police officer was knocked unconscious and another was stabbed in the hand and received a dislocated eye socket. Back-up arrived and Hardy was, at last, safely detained.

After the arrest, a detective who searched him changed his forensic examination gloves for a fresh pair and Hardy laughed, saying that he preferred Marigolds. And indeed, Marigold gloves were found when police searched his flat, along with devil masks, which he used to put on the victims’ faces before he photographed them. There were huge quantities of pornographic videotapes. Police recovered fantasy letters he had written, intending to send them to magazines, illustrating various sexual encounters he claimed to have had. He had marked ‘Rose White RIP’ on a glass bottle.

During their seven-week search of the flat, police found numerous cruciform graffiti and weird satanic drawings. Hardy had also sent film negatives to a friend, which were developed at a laboratory in Soho. The photos included forty-four photos of his victims (already dead, as confirmed by the forensic pathologist, who noted the post-mortem skin lividity, a gravity-related redness caused by the settling of blood after death). They were shown with masked faces and posed with sex toys, and the lab that developed them had assumed they were consensual photos, untrained as they were in post-mortem skin changes. In the case of Ms Valad, Hardy had dressed her up in a pair of Mr Happy socks that he’d bought on 6 December.

Analysing behaviour before, during and after an offence is always important in trying to determine state of mind at the ‘material time’ (a technical legal term used to refer to the immediate period around the killing). Hardy’s pre-trial assessments were to be conducted by others, previously unconnected with the case, but I had to start thinking about how this might play out at trial. Although Hardy had a history of depression as part of a suspected bipolar disorder, there appeared to be no evidence, so far, of a mental state disturbed by active symptoms. But his double (or triple) murder had all the emerging hallmarks of a sexually motivated killing by a likely psychopath or sexual sadist.

It is very common in forensic psychiatry to have limited information from an interview of the subject. With Hardy, it was necessary to try and piece together a formulation based on what we knew from the available records, attempting to fill in the blanks of his account, given the known outcome. He had described being a thrill-seeker in childhood, and the description of his marriage suggested an egocentric or narcissistic and callous man, who had treated his wife appallingly while pursuing self-gratification through extra-marital affairs. We had evidence of extensive pornography use, as well as prostitutes, and now two bodies, killed sequentially by what was later thought to be crush asphyxiation. In other words, having killed the first, he must have lured the second to his flat in what probably started as a consensual transactional encounter but then became homicidal once he was in control. The posing and humiliation of the bodies seemed to suggest a sadistic element, with Hardy enjoying his sense of control over his victims. The likelihood of diabetes-related impotence fuelled the speculation that this domination had replaced an overtly sexual act.

Sexual homicides are rare and include the compulsive or organised subtype, where, as suggested by New York forensic psychologist Louis Schlesinger, ‘a fusion of sex and aggression results in a powerful internal drive’ such that the killing itself is sexually gratifying.3 Alternatively, sexual homicides may be explosive and disorganised as a result of a breakthrough of underlying sexual conflicts. Both subtypes can be planned or unplanned; for example, a sex killing may be opportunistic if the killer happens to encounter a suitable victim. Some murders with a sexual element may be a panic killing after a sexual offence, in a vain attempt to evade detection. Every crime is different and the above divisions are to some extent simplistic, but I was guided by certain questions. Was Hardy a compulsive and organised sex killer? Was he a sexual sadist? Was he also a psychopath?

In the 1886 forensic classic, Psychopathia Sexualis – also a favourite in fetish bookshops – Richard von Krafft-Ebing noted the fact that lust and cruelty frequently occur together, writing, ‘sadism . . . may also consist of an innate desire to humiliate, hurt, wound or even destroy others in order to create sexual pleasure . . . [and] may become an unlimited desire for subjugation.’

Of course, many paraphilias – or ‘intense and persistent’ sexual preferences – like certain fetishes which may involve sexual arousal to inanimate objects such as clothing and shoes, or consensual sexual practices like bondage, domination or sadomasochism, are not abnormal or criminal. But when they involve ‘psychological distress, injury or death’ to others – for example paedophilia, or secretly filming voyeuristic images of women in public places through ‘upskirting’, then they cross the line to sexual deviance or what we now call ‘paraphilic disorders’, and can become criminal offences.4 This distinction has proven to be a contentious but important one.

It became the central issue, and led to a bizarre and uncomfortable experience for me, at the trial of a fetish-obsessed murderer, Michael Wenham, at Reading Crown Court. He had killed a prostitute while depressed as a result of a botched penis-extension surgery, paid for with £15,000 that he and his wife had been saving to buy a caravan. There was a dispute at his trial about whether anyone was distressed by his sexual perversions, as exemplified by extreme pornography found on his computer. So, despite my protestations that a psychiatrist has no expertise in judging the mental state of actors in porn films, the judge decided he would rather the two experts resolved this issue in a side-room. You can understand his reasoning, as the alternative would have been to turn the courtroom into a sleazy cinema. So while the jury were given a break, I found myself with a fellow psychiatrist and my junior psychiatrist-in-training in a conference room full of lawyers with wigs on, as we watched the pornographic footage found on the killer’s laptop. Were the people in the footage enjoying themselves or were they distressed? In other words, was this paraphilia or paraphilic disorder?

I suggested that subjugation and humiliation was part of the overall theme of the pornography. My opposing expert, a distinguished professor, gave the opposite opinion, namely that everyone seemed to be enjoying themselves.

Wenham was, as you would expect, convicted of murder regardless of the forensic analysis of his porn collection. As I joined the commuters on the train from Reading back to London, I found myself wondering, not for the first or last time, how I ended up in this highly idiosyncratic branch of medicine.

Park Dietz, a high-profile American forensic psychiatrist, and technical adviser to the TV show Law & Order, had described an escalating pattern of ‘paraphilia’ as following a series of stages. Stage one: sexual fantasies and masturbation. Stage two: enticing a sexual partner to act out the paraphilia. Stage three: paying prostitutes to act out the paraphilia. Stage four: abducting or coercing victims to act out the paraphilia.5 Wenham’s escalation had clearly followed this pattern, as he had cajoled his wife into participation and had hired various sex workers, including a dominatrix.

At Broadmoor high-secure hospital, Malcolm MacCulloch, in a study of sixteen psychopathic sexual offenders, noted that there was a progression of sadistic fantasies, which continuously changed to maintain arousal and pleasure. He noted that ‘behavioural try-outs’ were very important in organised compulsive sexual crimes.6 So it seemed plausible that Hardy had been developing fantasies of domination and killing. But had he also been enacting ‘try-outs’ by getting prostitutes, before Rose, to agree to being tied up? New Jersey-based psychiatrist Eugene Revitch wrote that, contrary to popular belief, erection, ejaculation and intercourse do not necessarily accompany a violent (sexually motivated) assault or murder, since the brutal act may be a substitute for the sexual act.7 This could well have been Hardy’s way of achieving gratification now diabetes had rendered him impotent.

Dr Reid Meloy, forensic psychologist and professor at the University of California, has interviewed many serial sexual killers and has consulted with the FBI, assessing Timothy McVeigh, the Oklahoma bomber, and Ted Kaczynski, the Unabomber, among many other high-profile cases. Meloy has written influential works on the psychopathic mind,8 predatory violence and threat assessment.9 It occurred to me that Hardy was starting to fit into patterns of sexual sadism and psychopathic violence noted by Meloy.10A psychopathic person is someone who has an elevated score on the Psychopathy Checklist – Revised (PCL-R) – or psychopath test – an extensively researched measure developed by Canadian psychologist Robert Hare that is widely used in forensic settings, although the reliability of scoring remains controversial.11

The test measures personality traits and behaviours including callousness, lack of empathy, pathological lying, impulsivity and having a parasitic lifestyle. A high score on the test has been linked to violent behaviour, abnormal brain function12 and impaired moral reasoning.13

The cut-off for being a psychopath is thirty out of a possible forty points in the United States, but a lower cut-off is often used in Europe (as a ‘glib and superficial charm’ is said to be more common in the US).

To call a person a psychopath is problematic. Forensic psychiatrist John Gunn argues that the label is stigmatising because of the associations, in common usage, with cruelty and monstrous behaviour.14 There is also the danger of reification: that is, by giving a tentative hypothesis (here, psychopathy) a fancy name, it sounds as though psychologists and psychiatrists have discovered a new condition, when in fact it is merely a description. However, since those with high scores on the checklist are frequently found among those who commit sexual homicide, I will use the term psychopath as it is pithy, albeit imprecise and pejorative. I will do so on the basis that, when used in this book, it implies an individual with personality traits and behaviours commensurate with a PCL-R score above twenty-seven out of
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