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Beginnings

THERE WAS NO reason for Edward Drummond to believe this January day was going to be different from any other Whitehall working day. Having completed his civil service chores and visited the bank, he set off back to Downing Street where, as the prime minister’s private secretary, he had an apartment. He was passing a Charing Cross coffee shop when, without any warning, he felt a searing blow to his back and, according to a witness, his jacket burst into flames.

The sharp bang drew the attention of a quick-witted police officer, who dashed across the road as a man prepared to shoot at Mr Drummond again. But even with the assistance of passers-by the officer struggled to disarm the shooter, who violently resisted and managed to discharge a second shot, though this time without causing injury to anyone. Eventually overpowered, the shooter – a man named Daniel M’Naghten – was arrested and detained in police custody for questioning.

Drummond’s initial prognosis seemed hopeful. Reeling from the gunshot wound, he had staggered back to the bank and, following medical attention, was able to return to his own home. The bullet was later successfully extracted and it was reported to the press that his surgeons, Mr Guthrie and Mr Bransby Cooper, ‘have every reason to believe that Mr Drummond is doing very well’. However, in the following days Drummond’s condition worsened and within five days of the shooting he died of septicaemia. M’Naghten’s crime had become a capital offence.

After the shooting M’Naghten was taken to the police station at Gardener’s Lane, where he was charged with attempted murder. But despite his resistance to police at the scene, M’Naghten was surprisingly cooperative under questioning. However, it wasn’t only this willingness to admit to the shooting that surprised the police; as the interrogation proceeded it became apparent from M’Naghten’s responses that his intended target had been the prime minister, Sir Robert Peel.

Daniel M’Naghten was a Scottish craftsman who, following a brief, unsuccessful acting career, set up his own woodturning workshop in Glasgow in 1835. An industrious and frugal man, M’Naghten ran his workshop for five years and was able to save a considerable sum of money, teaching himself French and attending lectures on anatomy and philosophy in his spare time. But despite his financial success, his behaviour over the years preceding the shooting pointed to unusual tendencies. M’Naghten had, he explained to the Metropolitan Police, for years been terrorised by the ruling elite. He was known to be eccentric and evasive and this was not the first time that he had made such claims; back in his native Scotland he had complained to both the Glasgow commissioner of police and an MP that he was being followed by Tory spies. His landlady in Glasgow observed a remarkable change in M’Naghten’s manner. She thought ‘his eyes wore a strange appearance’ and she came to feel fearful of him. He would moan and groan in his sleep and protest that devils were haunting him. Once, she found pistols in his room, pistols that he explained were for shooting birds.

During the murder trial that followed the killing of Drummond, the court learned that the shooting had formed the denouement of a remarkable conspiratorial tale. M’Naghten’s trial started on 3 March 1843 in front of a packed courthouse. The prosecution called a series of witnesses, including an anatomy teacher, to testify that in their dealings with M’Naghten they had observed no signs of mental derangement. M’Naghten seemed to many of the people who knew him to be a functioning member of society. But, using the testimony of eight medical experts, the defence persuaded the jury otherwise. To these eminent physicians and surgeons it was obvious that M’Naghten had accepted unquestioningly a fiction invented by his psychotic mind. Their statements proved compelling. In the absence of medical evidence to the contrary, the jury was directed to reach a verdict and, without even retiring, the foreman announced on 4 March that they found the prisoner not guilty on the grounds of insanity.

The public was aghast, convinced that criminals and violent madmen would be encouraged to commit terrible deeds because of the lenient response to the homicidal actions of a lucid man. To the press, the verdict was an outrage that besmirched the reputation of the legal and medical establishments. This was a carefully plotted and fully confessed crime, and yet M’Naghten was being found not guilty.

Queen Victoria, reminded of the attempt on her life three years earlier by a man also deemed by the courts to be insane, was moved to intervene and in correspondence with Sir Robert Peel she asked Parliament for a tighter definition of insanity. In response, the rattled criminal justice system laid the foundations for an enduring approach to understanding the mental origins of criminal behaviour. Although the details of his crime have been largely forgotten by psychiatrists and lawyers, M’Naghten’s name has since become part of legal history – the M’Naghten rule stipulates that the defence of insanity should rest on clear proof that the accused was labouring under such a defect of reason from disease of the mind as not to know the nature and quality of the act he was doing. This rule placed reason and disease centre stage in the law’s assessment of the criminal mind.

Far from ‘getting away’ with his crime M’Naghten spent the next twenty-one years confined to the Bethlehem Hospital and then, shortly after its opening, the Broadmoor Criminal Lunatic Asylum, until his death in 1865.

Human nature is nothing if not contrary. My father was a psych­iatrist so, sharing an interest in the medical profession but desiring a specialism that was more tangible, I was determined to become a surgeon. With a reckless propensity to sustain injuries on the school rugby field, my regular attendance at the local hospital as a patient stimulated an interest in orthopaedic surgery. The conventional medical model relies on the process of diagnosis to identify underlying pathology (or disease), which is then treated by either reversing or removing it. In simpler terms, identify what is broken and fix it. If a tumour is discovered by a patient’s doctor, a surgeon will cut it out. I found the mechanistic simplicity of the surgeon’s trade immensely appealing. As a teenage contrarian, to me psychiatry felt as if it lacked the certainty of ‘real medicine’.

Now, having practised forensic psychiatry for twenty-one years and acted as an expert witness in many hundreds of cases, I see that this quality that led me to initially resist psychiatry was the very thing that later drew me to it. The more I have examined the criminal manifestations of the human mind, the more I have seen the limitations of medical diagnosis. To me, reducing types of consciousness to broad-brush diagnostic labels obscures rather than reveals the fascinating patterns created by a constant swirl of interacting thoughts, perceptions, feelings and impulses.

Although the last few decades have seen a remarkable increase in our awareness and understanding of mental health, phys­icians studying the mind are not a new phenomenon. In ancient Greece, the school established by Hippocrates, the father of medicine and supposed author of the oath I recited on completing medical training, advanced an account of madness based on bodily substances in contrast to the supernatural explanations pervasive in the fourth century BC. Yet the formal establishment of psychiatry as a distinct profession is much more recent.

The term ‘psychiatry’, which was introduced in the early nineteenth century, combines the Greek words for soul or mind (psyche) and healing (iatros). ‘Mind healing’ was medicalised on an industrial scale in the 1800s, with the building of vast institutions to incarcerate the mad. One such asylum in the south of England became home to Daniel M’Naghten: Broadmoor Asylum was specially designed for the incarceration of ‘criminal lunatics’. It was the first, and for many decades the only, forensic psychiatric hospital in England. Meanwhile the extensive programme of ordinary asylum building was well underway across Europe and the United States. These grand structures hidden away ‘round the bend’ of long driveways were places to be fearful of for many people well into the late twentieth century. They were the settings of horror films and the places wayward children would be threatened with.

I would know; I grew up in one. In 1972, when my father was appointed consultant psychiatrist to an asylum in rural North Wales, my family and I moved into the doctors’ accommodation in its sprawling grounds. Turning off a country lane, we would drive through the entrance gates and along a broad road, flanked on one side by a tennis court and on the other by a bowling green, up to the front of the three-storey limestone facade, which spanned out on either side of the central clock tower. The wide stone staircase we climbed led into the entrance hall of what was ori­ginally known as the North Wales Counties Lunatic Asylum, which opened in 1848. Even after we moved to our family home in Denbigh – a town that was defined to many across North Wales by its asylum – I would often accompany my father when he went to work at the weekend. I had no sense of the problems inherent in the institutional response to mental suffering; instead these visits were an opportunity for me to bask in the respect and fondness the hospital staff and patients appeared to have for my father.

Neither was it my father’s original intention to pursue a career in psychiatry. In 1962 he left Kochi in south India alone on a liner with 300 US dollars, which to avoid confiscation by the Indian customs were concealed between two glued-together pages in Savill’s System of Clinical Medicine. Without an iota of bitterness, he has told me that following his arrival he read the signs instructing him that on account of his skin colour he would not be welcome to apply for any decent accommodation in London, and it soon became clear to him this was also the main reason why he was repeatedly turned down for many posts in his favoured speciality of paediatrics. Needing to find employment, he accepted the offers of less sought after junior doctor jobs in psychiatry and then fully embraced this as his career with his eventual appointment to the post of consultant psychiatrist in Denbigh. During my weekend trips to the hospital, I recall often seeing patients walking either along the unending corridors or around the expansive grounds. To me, then, their eccentric demeanour and brooding countenance was part of their psychiatric disorder. Now, I recognise that their appearance may have been just as plausibly explained by the stuporous effects of commonly used psychiatric medications. At the time, I knew nothing about the conditions of the many more people who were incarcerated inside the Victorian-built wards.

Twenty years after moving out of that asylum, I moved into another; this time a forbidding Gothic edifice, which had opened in 1888 as a pauper lunatic asylum on the outskirts of Leeds. My decision to apply for the post there, as a junior psychiatrist, was a last-minute decision, made only a few weeks before I fully qualified as a doctor. Up to then I had planned to move to London where I had already accepted a post in an Accident and Emergency department, but then just before committing to a completely different type of medical career, I impulsively succumbed to the draw of psychiatry and relocated to the accommodation block of High Royds Hospital in West Yorkshire.

Today’s system of diagnostic classification of mental illness can be traced to the attempts to organise and simplify the confused psychiatric terms that prevailed at the time of M’Naghten’s trial. An influential broad dichotomy of insanity was introduced by the German psychiatric empiricist Emil Kraepelin in the 1890s, which split insanity into two classes: episodic manic-depressive insanity (later updated to bipolar disorder) and a progressively deteriorating psychotic condition that he called dementia praecox or ‘a precocious madness’, a label that was to fall out of fashion in favour of schizophrenia. With repeated subdivisions over the following 120 years, there are now over five hundred diagnoses within the current iteration of the controversial Diagnostic and Statistical Manual of Mental Disorders. Despite these refinements, hair-splitting debates over a patient’s diagnosis remain a regular feature of psychiatric case conferences.

Early in my training, I watched a heated discussion between two senior psychiatrists about whether a patient, whose case had just been described to them by a nervous junior doctor, was suffering from one or another type of schizophrenic psychosis. Even as a psychiatric novice listening to these debates, I had some scepticism about the extent to which identifying the specific diagnosis would help me reach a good understanding of what my patients were telling me. I was drawn to thinking about the origins of their experiences and I did not find making a diagnosis particularly helpful to developing these thoughts. In preparing for my professional exams during my training I had to learn the lists of causes for each of the major psychiatric diagnoses. I memorised those factors – under the broad headings of ‘genetic’, ‘other biological’ and ‘environmental’ – which had been found from studies of groups of patients to have a more likely than chance association with the diagnosis in question. This type of research consistently found, for example, that birth complications or maternal influenza during pregnancy were some of many possible causal factors for schizophrenia. Accordingly, it was (and still is) something that we routinely ask in our psychiatric assessment – whether there had been any obstetric or birth problems. But I did not feel satisfied with explaining the patient’s problems in the form of a list of causal factors.

Later in my training years, I began specialising in forensic psychiatry, a branch of medicine that deals with the assessment and treatment of offenders in prisons and secure hospitals, many of whom exhibit violent behaviour. Forensic psychiatry deals with the interface between medicine and the law, and so I began having to articulate my opinion in an arena that was much more testing and combative than those medical case conferences. Not only are criminal courts adversarial by design, but the questions are far more challenging since lawyers often do not accept the basic assumptions that psychiatry takes for granted. My opinion that a homicide is the result of the killer’s diagnosable condition is not enough for their lawyers to present a defence of insanity to a charge of murder; the court needs to know more specifically how the condition affected the defendant’s mind to cause him or her to kill. Paradoxically, anticipating the legal questions meant that I needed to start thinking more about the patient’s mind than my psychiatric training had prepared me for. The court may be willing to take account of my evidence about the role of an unfortunate upbringing, or birth trauma, on the actions of the defendant at the material time (that is, the time when the offence is said to have occurred), but they would also need to hear how those particular factors are relevant to the violent actions carried out by this particular person – why their mental processes led them to commit this particular crime.

Similarly, once I began working in other types of court proceedings the limitations of an explanation based on a diagnosis or a list of causal factors became clear. It would be of little assistance to the family courts in reaching a decision about the safe care of a child if I were to just present symptom names and the associated diagnostic label. From my assessment, I need to acquire an understanding of that person’s subjective experience – their thoughts, feelings, emotions, beliefs, impulses, urges, perceptions – so that I can try to explain not only why they had behaved as they had, but also the circumstances that may increase the chances they would behave in that way again; and most importantly the circumstances where they would be less likely to.

For about a decade I regularly delivered an introductory lecture to medical students at the University of Liverpool on the basics of the psychiatric examination. Because this was the area I worked in and because I knew it would grab their attention, I illustrated my lecture with forensic psychiatric cases: stories of patients who had committed acts of serious violence. Before starting the talk, I emphasised that these cases were not typical of patients with mental health problems. I did not want the students to leave the lecture theatre holding the common assumption that mental health problems are equated with dangerousness. Similarly, I must stress that the people whose stories I have told here are by virtue of their referral to me not typical – the majority of people who require psychiatric treatment are not dangerous, they pose no threat to society.

The cases I have described in this book, which are taken from my work both as a treating psychiatrist and as an expert witness before the courts, have been part of my journey in developing an explanatory understanding of the minds of my patients and their dangerous behaviour. In all but one of the case studies I am offering an examination of the perpetrator of a crime, and while my focus is on them we should not forget that their actions caused harm to real people; there is a victim, or victims.
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