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Background
Homicide rates have fallen markedly in the UK over the past
decade. There has been little research on whether homicides by
people with mental disorder have contributed to this downward
trend. Furthermore, there is limited information on trends in
court outcomes for people with mental disorder who commit
homicide.

Aims
To examine trends in general population homicide and homicide
by people with mental disorder, and to explore court outcome.

Method
We conducted a national, consecutive case series of homicide in
England and Wales (1997–2015). Data were received from the
Home Office Statistics Unit of Home Office Science. Clinical
information was obtained from psychiatric reports and mental
health services.

Results
There has been a fall in the homicide rate in England and Wales
since 2008. Despite this, the relative contribution of mental dis-
order as a proportion of all homicide has increased. Our findings
also showed the inappropriate management of people with

serious mental illness convicted of homicide. Of those who
committed homicide and were diagnosed with schizophrenia, a
third were imprisoned, and there was a marked fall in hospital
order referrals. We found this to be linked to substance misuse
comorbidity.

Conclusions
The proportional increase in homicide by people with schizo-
phrenia suggests more complex factors may be driving rates,
such as substance misuse. Addressing substance misuse
comorbidity and maintaining engagement with services may
help prevent patient homicide. Despite their complex needs,
people with serious mental illness continue to be imprisoned.
Improvements in assessment and the timely transfer of
prisoners to health services are required.
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Over the past decade, there has been a marked fall in the number
and rate of recorded homicides in the UK,1 consistent with inter-
national figures.2 Globally, rates of homicide have been declining,
with a fall from 7.4 per 100 000 population in 1993 to 6.1 per
100 000 population in 2017.2 More recently, a marginal increase
in homicide convictions has been recorded in England, Wales and
Scotland.1,3 Despite this upturn, it should be noted that the rate of
homicide is still the lowest recorded for decades and it is too soon
to discern whether this increase is because of a short-term fluctu-
ation or if it is the beginning of a long-term trend. The reasons
for the recent low rates of violence and homicide have been much
debated. These include improved quality and availability of emer-
gency trauma care,4 strategically targeted violence prevention pro-
grammes,5 a decline in the use of crack cocaine and heroin6 and
affirmative action on drug trafficking, organised crime and gang
activity.7 However, there has been no recent empirical evidence
examining whether homicide by people with mental disorder has
contributed to this fall. A study by Large et al8 examined rates of
homicide by people with mental disorder between 1957 and
2004.8 The researchers found a decrease in homicides by people
with mental disorder, which was negatively correlated with
the general homicide rates in the latter two decades of the study
(r =−0.829, P < 0.01). Although the contribution of mental disorder
to violence in society is low,9 there is a significant association
between mental disorder and homicide, particularly in people
diagnosed with schizophrenia and personality disorder.10

Furthermore, the prevalence of mental disorder among people

who are incarcerated is high. Recent studies have also shown that
people with serious mental illness continue to be imprisoned. In a
meta-analysis of 109 studies from 24 countries, Fazel and
Seewald11 found 3.6% of male prisoners and 3.9% of female prison-
ers had psychosis; these figures are seven times higher than the pro-
portion in the general population in England (0.5%). Previous
studies have also found that despite recommendations made by psy-
chiatrists, people with mental disorder who committed homicide
did not consistently receive a ‘mental health’ outcome from
court.12 To improve the care provided to mentally ill offenders,
more research is required to develop a deeper understanding of
their treatment throughout the criminal justice system. We aimed
to explore a national, consecutive case series to determine the rate
of homicide in the general population and by people with a
mental health disorder. We also aimed to examine the outcome
and disposal of homicide offenders with mental disorder to deter-
mine the proportion who were imprisoned.

Method

Study design

Data collection had three stages: the collection of a consecutive case
series of convicted homicide offenders, the retrieval of psychiatric
reports on those offenders (irrespective of mental health history)
and the collection of clinical data on offenders known to have had
contact with mental health services.
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Total homicide sample

We examined data between 1 January 1997 and 31 December 2015
in England and Wales. The Home Office Statistics Unit of Home
Office Science notified the National Confidential Inquiry into
Suicide and Safety in Mental Health (NCISH) of people convicted
of homicide (murder, manslaughter or infanticide) and offenders
found unfit to plead and not guilty by reason of insanity. This
data source provided demographic information on perpetrators
and victims, details of the offence, sentencing and outcome in court.

Psychiatric reports

Psychiatric reports were obtained from Crown courts, the Prison
Service, the Crown Prosecution Service and other sources.
However, although psychiatric assessments may have been under-
taken at the request of the defence or prosecution, if they had not
been introduced at the trial then they were not accessible. The fol-
lowing information was extracted from the psychiatric reports: clin-
ical history, mental state at time of offence and any lifetime
diagnosis of mental disorder. A record of previous convictions
was obtained from the Police National Computer in collaboration
with Greater Manchester Police.

Collection of clinical data

Identifiable information on each offender was sent to the main hos-
pital and community mental health service provider in the offen-
der’s district of residence. If the hospital records showed any
previous contact with mental health services, the person became a
‘case’. For each case, the patient’s consultant psychiatrist was
asked to complete a questionnaire covering demographic character-
istics, clinical history, history of violence, aspects of care and treat-
ment, details of final contact with services and respondents’ views
on prevention.

Definitions

In England andWales, homicide is defined under the Homicide Act
1957 and is classified into three categories: murder, manslaughter
and infanticide. Murder requires intent to kill or cause grievous
bodily harm. Manslaughter can be voluntary or involuntary and
requires the absence of intent. Section 2 of the Homicide Act
(revised by the Coroners and Justice Act, 2009) provides a definition
of diminished responsibility: ‘A person (‘D’) who kills or is a party to
the killing of another is not to be convicted of murder if D was suf-
fering from an abnormality of mental functioning…’13 An ‘abnor-
mal mental state’ referred to in this paper is defined as an
abnormality of mental functioning, arising from a recognised
medical condition. A primary diagnosis of schizophrenia referred
to in this paper includes schizoaffective disorder, other delusional
disorders and psychosis not otherwise stated.

We explored the rate of homicide in the general population and
by people with mental disorder by using five definitions: a diagnosis
of schizophrenia, abnormal mental state at the time of the offence,
patients in contact with mental health services, a verdict of man-
slaughter Section 2 diminished responsibility and hospital disposal.

Statistical analysis

General population and patient rates of homicide were estimated
with mid-year population estimates from the Office for National
Statistics as denominator data. The rates were age-standardised
with the 2013 European Standard Population.14 We examined the
number, proportion with 95% confidence intervals and rate of
homicides in the general population, the patient population and
those patients with a mental disorder

To examine trends, Poisson models were fitted with the number
(and rate) of homicides per year as the outcome and year as a linear
predictor. We were unable to obtain denominator data for each def-
inition of mental disorder examined in this study, so we used
general population estimates as those at risk of exposure in the
Poisson models. Overall, we found similar trends when using year
of conviction and year of offence as linear predictors in our analysis,
and have presented data by year of conviction. In addition, Poisson
models were also fitted to examine trends in the proportion of
homicides by people with a mental health disorder, with total homi-
cide as the denominator in the model. We also used Poisson models
to examine trends in the proportion of homicides, in particular by
offenders with schizophrenia, who were imprisoned at the final
outcome. Incidence rate ratios (IRRs) with 95% confidence intervals
were obtained from the models, with an IRR >1 indicating an upward
trend and an IRR <1 indicating a downward trend. Denominator data
in all estimates were the number of valid cases. Linear trends can vary
by the unit of measurement (i.e. number or proportion) and an
anomaly in a single year can have a disproportionate influence on
trends. Adjustments were made for yearly fluctuation by calculating
trends using 3-year moving averages. All statistical analysis was
carried out using Stata version 15.1 for Windows.

Ethical approval

The authors assert that all procedures contributing to this work
comply with the ethical standards of the relevant national and insti-
tutional committees on human experimentation and with the
Helsinki Declaration of 1975, as revised in 2008. All procedures
involving human subjects/patients were approved by the North
West Research Ethical Committee (approval number ERP/96/
136). We obtained exemption under section 251 of the NHS Act
2006 (formerly section 60 of the Health and Social Care Act
2001), enabling access to confidential and identifiable information
without informed consent in the interest of improving patient
care. The study was registered under the Data Protection Act (1998).

Results

Homicide offenders in the general population

Between 1 January 1997 and 31 December 2015, NCISH were
notified of 10 918 offenders convicted of homicide in England
and Wales, which included 44 people found unfit to plead and 38
who received an insanity verdict. Most of the offenders were
male (n = 9932, 91%), the median age of offenders was 28 (range
12–99, interquartile range 16) years. We obtained psychiatric
reports on 4064 offenders (38%). The mean age-standardised rate
of homicide convictions over the study period was 1.11 per 100
000 population (95% CI 1.09–1.13). Rates have fluctuated with an
upward trend, until a peak of 1.38 per 100 000 population in
2008. Convictions have since fallen year on year, to the lowest
rate of 0.78 in 2015, with a decrease of 43% since 2008 (IRR =
0.928, 95% CI 0.916–0.940, P = 0.000) (Fig. 1). However, it should
be noted the data presented does not cover convictions between
2016 and 2018, where a recent increase has been observed.

Homicide offenders with mental disorder

We measured mental disorder by using five definitions, referred to col-
lectively in this paper as mental health homicides. Table 1 shows the
number, proportion and rate per 100 000 population and the trends
over the 19-year study period by each definition. Overall, across the
study period, no significant fall in the number or proportion of homi-
cides were found by people with schizophrenia, an abnormal mental
state at the time of offence and patients. There was an overall fall in
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the number of homicides in those receiving a verdict ofmanslaughter on
the grounds of diminished responsibility or receiving a hospital disposal.

The pattern of mental health homicides has fluctuated over the
past two decades, clearer patterns emerged when data were exam-
ined over two distinct time periods (Fig. 2). A rise in the number
of convictions by most definitions was observed between 1997
and 2005, there was a significant increase in the number with
schizophrenia, an abnormal mental state at the time of offence
and mental health patients (Table 2). However, over the same
period there was a fall in the number and proportion of offenders
who received a verdict of manslaughter on the grounds of dimin-
ished responsibility – an inverse trend. During the second time
period, 2006–2015, there was a fall in the number (but not in the
proportion) of mental health patients committing homicide. In con-
trast, the proportion of people with diminished responsibility ver-
dicts and those with schizophrenia increased (Table 2).

A total of 274 (42%) offenders with schizophrenia had a
secondary diagnosis of alcohol and/or drug misuse/dependence.
The proportion of people with schizophrenia and comorbid
alcohol (IRR = 1.05, 95% CI 1.01–1.08), drug (IRR = 1.04, 95% CI
1.02–1.07) and alcohol and drug dependence/misuse (IRR = 1.04,

95% CI 1.02–1.06) significantly increased between 1997 and 2015.
Forty three per cent of patients with mental disorder had a second-
ary diagnosis of alcohol and/or drug misuse/dependence.

Mental disorder, court outcome and disposal

Of the offenders with schizophrenia, 508 out of 566 (90%) experi-
enced psychotic symptoms at the time of the offence. Where psy-
chiatrists’ recommendations were known, in 434 out of 480
offenders with schizophrenia (90%), psychiatrists recommended a
diminished responsibility verdict, and in 419 out of 492 offenders
with schizophrenia (85%), psychiatrists recommended a hospital
disposal. Table 3 shows homicide verdicts and court disposals by
three definitions of mental disorder: schizophrenia, abnormal
mental state at the time of offence and patients in recent contact
with mental health services. A quarter of people with schizophrenia
were found guilty of murder, a third received a verdict of manslaugh-
ter (self-defence or provocation) and a third received a verdict of
manslaughter on the grounds of diminished responsibility.
Regarding sentencing, a third received a prison disposal and two
thirds received a hospital order with/without restrictions.
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Fig. 1 Age-standardised rate of general population homicide convictions per 100 000 population in England and Wales, 1997–2015
(standardised to the 2013 European Standard Population).

Table 1 Number, proportion, age-standardised rate and trends of homicides by people with mental disorder, by five definitions (1997–2015)

Definition of mental disorder N % 95% CI

Age-standardised
rate per 100 000

population

Trend by number Trend by proportion

IRR 95% CI P-value IRR 95% CI P-value

Schizophrenia (and other delusional disorders) 656 6% 5.5–6.5 0.07 0.99 (0.98–1.01) 0.45 1.01 1.00–1.03 0.10
Abnormal mental state at the time of offence 1104 10% 9.5–10.7 0.12 0.99 (0.97–1.00) 0.07 1.00 0.99–1.01 0.93
Patients 1143 10% 9.9–11.1 0.12 0.99 (0.98–1.00) 0.14 1.01 1.00–1.02 0.21
Manslaughter Section 2 diminished responsibility 573 5% 4.8–5.7 0.06 0.98 (0.96–0.99) <0.01 0.99 0.98–1.01 0.31
Hospital disposal 658 6% 5.6–6.5 0.07 0.98 (0.97–1.00) 0.01 1.00 0.98–1.01 0.58

IRR, incidence rate ratio.
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Over the study period, there was an upward trend in the rate of
people with schizophrenia receiving a prison disposal (IRR = 1.02,
95% CI 1.00–1.05, P = 0.06); however, this was non-significant.
There was a significant fall in those receiving a hospital order disposal
(IRR = 0.98, 95% CI 0.96–0.99, P = 0.01) (Fig. 3). People with schizo-
phrenia who had a secondary diagnosis of substance misuse were

more likely to receive a prison disposal than those with no substance
comorbidity (n = 124, 45% v. n = 106, 28%; P < 0.01); the numbers also
increased over the study period (IRR = 1.05, 95% CI, 1.02–1.09, P =
0.003). It was more likely for offenders with schizophrenia to
receive a hospital disposal if they did not have a secondary diagnosis
of substance misuse (n = 265, 70% v. n = 146, 53%; P < 0.01).
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Fig. 2 Three-year moving average proportion of mental health homicides by five definitions and year of conviction.

Table 2 Trends in homicide numbers and proportions by definition of mental disorder and by years 1997–2005 and 2006–2015

Definition of mental disorder

1997–2005 1997–2005 2006–2015 2006–2015

Trend by number Trend by proportion Trend by number Trend by proportion

IRR (95% CI) P-value IRR (95% CI) P-value IRR (95% CI) P-value IRR (95% CI) P-value

Schizophrenia (and other delusional disorders) 1.05 (1.01–1.10) 0.02 1.03 (0.99–1.07) 0.19 0.98 (0.95–1.02) 0.33 1.05 (1.01–1.09) 0.02
Abnormal mental state at the time of offence 1.05 (1.02–1.08) <0.01 1.02 (0.99–1.05) 0.19 0.98 (0.95–1.01) 0.12 1.03 (1.00–1.07) 0.03
Patients 1.03 (1.00–1.07) 0.05 1.01 (0.98–1.04) 0.6 0.96 (0.93–0.98) <0.01 1.01 (0.98–1.04) 0.47
Manslaughter Section 2 diminished responsibility 0.86 (0.82–0.90) <0.01 0.84 (0.80–0.88) <0.01 0.98 (0.94–1.02) 0.36 1.04 (1.00–1.08) 0.06
Hospital disposal 1.00 (0.96–1.05) 0.91 0.98 (0.94–1.02) 0.32 0.97 (0.94–1.01) 0.15 1.03 (0.99–1.07) 0.13

IRR, incidence rate ratio.

Table 3 Court outcome and disposal by three definitions of mental disorder

Verdict

Schizophrenia
Abnormal mental state at the

time of the offence Mental health patients

N = 656 % 95% CI N = 1104 % 95% CI N = 1143 % 95% CI

Verdict
Murder 183 28% 24–32 359 33% 29–36 535 47% 43–51
Manslaughter 203 31% 27–36 350 32% 28–35 382 33% 30–37
Manslaughter Section 2 (diminished responsibility) 232 35% 31–40 343 31% 28–35 193 17% 15–19
Infanticide 3 0.5% 0.1–1.3 18 2% 1–3 7 1% 0⋅2–1.3
Unit to plead 17 3% 2–4 17 2% 1–2 14 1% 0.7–2.1
Insanity verdict 18 3% 2–4 17 2% 1–2 12 1% 0.5–1.8

Disposal
Prison sentence 230 35% 31–40 561 51% 47–55 819 72% 67–77
Hospital disposal 411 63% 57–69 467 42% 39–46 291 26% 23–29
Non-custodial sentence 14 2% 1–4 74 7% 5–8 30 3% 2–4

Some proportions do not tally to a total of 100% because of rounding.
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There were 114 (17%) people with schizophrenia who had a sec-
ondary diagnosis of personality disorder. They were also more likely
to receive a prison disposal than those with no personality disorder
comorbidity (n = 64, 56% v. n = 166, 31%; P < 0.01). There was no
trend found over the study period (IRR = 1.01, 95% CI 0.96–1.06;
P = 0.78). People with schizophrenia who had a comorbidity per-
sonality disorder were less likely to receive a hospital disposal
than those with no comorbidity personality disorder (n = 50, 44%
v. n = 361, 67%; P < 0.01), but no change in trends were found
over the report period (IRR = 0.98, 95% CI 0.93–1.03, P = 0.43).

Of those with an abnormal mental state at the time of offence,
514 (48%) had a diagnosis of schizophrenia, 371 (35%) had an
affective disorder, 59 (6%) had a personality disorder, 39 (4%)
had alcohol dependence/misuse and 17 (2%) had drug depend-
ence/misuse. Almost a third received a verdict of manslaughter on
the grounds of diminished responsibility. Regarding sentencing,
50% received a prison sentence, 42% received a hospital disposal
and 8% received a non-custodial sentence (Table 3).

Of the patients in contact with mental health services within 12
months of the offence, less than 20% received a diminished respon-
sibility verdict and the majority were imprisoned (Table 3). There
was no trend over time in the number or proportion of patients
receiving a diminished responsibility verdict or hospital order
outcome. Of the patients who received a diminished responsibility
verdict, 147 (77%) received a hospital disposal.

Discussion

Key findings

Over the 19-year period, there was a significant fall in the rate of
homicide convictions in England and Wales since a peak in the
mid-2000s, with a 43% fall between 2008 and 2015. Homicide by
people with mental disorder has followed a similar pattern, but
the fall has been less striking than in the general population. As a
result, mental disorder is now becoming proportionately more
important to homicide reduction. We found that the way mental
disorder is dealt with in courts has also changed, with hospital

orders and verdicts of manslaughter Section 2 diminished responsibil-
ity following exactly opposite patterns up until 2010. Our data shows a
high number of prison disposals for those withmental disorder, a pos-
sible explanation for which is comorbid substance misuse.

Findings in context

The fall in the number of homicide convictions in the UK is consist-
ent with international trends.2 Recent data from the Office for
National Statistics show a 5% decrease in homicide over a
12-month period, year ending June 2019, and no overall increase
in violent offences; however, all offences involving knives or sharp
instruments increased by 7%.15 The recent upsurge in knife crime in
England is a major public health concern. Lessons can be learned
from Police Scotland, who have implemented a pioneering approach
establishing the Violence Reduction Unit. Communities have worked
together to promote behaviour change through a combination of
methods, including education, offering opportunities to disenfran-
chised youths and introducing more punitive sentences for carrying
knives. Policing approaches to knife crime have also changed, focusing
on ‘prevention, diversion and support’. Although there is no direct
causal link, since the initiative was introduced there has been a reduc-
tion in a cycle of violence that once saw Scotland having one of the
highest rates of homicide in high-income countries worldwide.16

Large et al.8 previously suggested the decrease in homicide asso-
ciated with mental disorder may be attributed to improved mental
health treatment and services. We agree that the fall in patient
homicide could be associated with improved service provision
and mental health patients being managed more effectively in the
community. Improving Access to Psychological Therapies services
were introduced in 2008 to provide evidence-based therapy for
people with anxiety and depression. An estimated 900 000 people
annually access these services.17 Likewise, since the introduction
of Community Treatment Orders also in 2008, there has been a
steady increase in their use from a rate of 6.4 to 10.0 per 100 000
population between 2009–2010 and 2013–2014.18 However, one
form of Community Treatment Orders for offenders with mental
disorder that remains underused is the Mental Health Treatment
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Requirement, with fewer than 400 orders made in 2016 (0.3% of all
community orders).19 Nonetheless, there has been an increase in
comorbid substance misuse, with 43% of patients having a second-
ary diagnosis of substance dependence/misuse. Prevention of
patient homicide therefore is strongly linked to clinical measures
in reducing substance misuse and maintaining treatment and
engagement with services.20

In contrast to most other definitions, the proportion of homi-
cide offenders with schizophrenia has risen. This could be explained
by the number remaining stable whereas homicides in the general
population (denominator) have fallen. This indicates that there
may be different factors driving homicide in people with schizo-
phrenia. There are common covarying risk factors, which may
elevate risk. NCISH reported 39% of people with schizophrenia who
committed homicide were not in recent contact with mental health
services, therefore suggesting the offence may have been associated
with long-term untreated psychopathology or first-episode psychosis
before the offence.20 In addition, complex comorbidities are known to
elevate risk, including substance misuse.21 Psychotic symptoms, social
disadvantage (e.g. homelessness) andmarginalisation, trauma and vic-
timisation are all factors that mediate violence and aggression in
people with serious mental disorder.22

The presence of mental disorder in itself is not a factor in deter-
mining a mental health court outcome if the diagnosis had no con-
nection to the offence. However, we found the majority of those
with schizophrenia were experiencing symptoms of psychosis at
the time of the offence. Consistent with previous research, our find-
ings have shown that a small but significant proportion of offenders
with serious mental disorders continue to be imprisoned.11 In add-
ition, the number of people with schizophrenia and psychotic symp-
toms receiving a prison sentence increased over the study period,
although this was not significant. However, the use of hospital
order disposals fell markedly.

These sentencing outcomes were strongly associated with
comorbid substance misuse/dependence. Prison is not generally
considered to be an appropriate environment to treat people with
mental disorder, particularly when presenting with complex needs
such as comorbid substance misuse. Previous research has shown
the risk of suicide to be elevated sevenfold (relative risk 7.3) for pris-
oners with schizophrenia and fivefold (relative risk 5.1) for those
with major depression.23

Clinical implications

There are two key clinical measures required to reduce the risk of
homicide by patients in contact with mental health services: first,
ensuring patients maintain engagement with services and adhere
to treatment and medication plans and second, tackling alcohol
and drugs use, which is known to exacerbate symptoms. Post-
offence, it is important that all homicide offenders held on
remand should have a detailed mental health assessment and
those with serious mental disorder should be identified to court.
The Prison and Probation Ombudsman Annual Report 2017–1824

highlighted the lack of suitable skilled healthcare staff in prisons,
with continual difficulties in transferring prisoners who are men-
tally unwell into clinical care. Department of Health guidance
recommends that prisoner transfer direction should be actioned
within 14 days; however, the Prison and Probation Ombudsman
suggest many prisons continue to find this target problematic.24

Strengths and limitations of study

The NCISH is an internationally unique project whose recommen-
dations have informed national policies and clinical guidance in the
UK for over 20 years. The study’s key strength is the large, general-
isable and representative data set, which allows for the examination

of the antecedents of homicide, leading to recommendations to
improve safety in mental healthcare. However, this research is not
without limitations. This was a descriptive study examining aggre-
gated data over the 19-year period and we were unable to test for
causal association. Data are based on the offender’s outcome and
disposal at the time of the trial, and does not capture any transfers
from prison after conviction. Offenders with schizophrenia were
identified from the diagnoses in psychiatric reports and question-
naires completed by services and information on abnormal
mental state at the time of the offence was obtained from psychiatric
reports only. The results are therefore based on homicide perpetra-
tors either known to mental health services or diagnosed pre-trial.
However, there may be a small unknown proportion of offenders
with schizophrenia who had not been under the care of mental
health services or received a psychiatric assessment, and who are
consequently not represented in this analysis. Despite the fall in
the number of psychiatric reports since 2001, we do not believe
this has biased our results. Analysis of the NCISH data has shown
the proportion of people with serious mental disorder (particularly
schizophrenia) receiving a pre-trial/sentencing psychiatric assess-
ment has remained stable.25

Policy implications

The evidence from this research illustrates that homicide is a clinic-
ally important area of study. The findings show mental health plays
a small but significant role in contributing to homicide rates, and
there are key clinical measures that can be implemented to reduce
the numbers of lives lost each year. Although influential reports
such as Justice’s ‘Mental Health and Fair Trial’ increase both
media attention and public awareness of these issues,26 further
work is required to inform the courts (judge and juries) of the det-
rimental effects of imprisoning people with a serious mental dis-
order. A shift toward consistent, appropriate, therapeutically
focused sentencing is required.
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