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Patients with mental illness as victims of homicide:
a national consecutive case series
Cathryn Rodway, Sandra Flynn, David While, Mohammed S Rahman, Navneet Kapur, Louis Appleby, Jenny Shaw

Summary
Background The media attention received by homicides committed by patients with mental illness is thought to
increase stigma. However, people with mental illness can also be victims of violence. We aimed to assess how often
victims of homicide are current mental health patients and their relationship to the perpetrators.
Methods In a national consecutive case-series study, we obtained data for victims and perpetrators of all conﬁrmed
homicides between Jan 1, 2003, and Dec 31, 2005, in England and Wales. We requested information about contact
with mental health services in the 12 months before the homicide for all victims and perpetrators. For victims and
perpetrators who had contact with mental health services in the 12 months before homicide, we sent questionnaires
to the clinician responsible for the patient’s care.
Findings 1496 victims of conﬁrmed homicide died between Jan 1, 2003, and Dec 31, 2005, in England and Wales.
Patients with mental illness were more likely to die by homicide than were people in the general population (incidence
rate ratio 2·6, 95% CI 1·9–3·4). 90 homicide victims (6%) had contact with mental health services in the 12 months
before their death. 213 patients with mental illness were convicted of homicide in the same 3 year period. 29 of 90
patient victims were killed by another patient with mental illness. In 23 of these 29 cases, the victim and perpetrator
were known to each other, and in 21 of these cases, the victims and perpetrators were undergoing treatment at the
same National Health Service Trust. In these 29 cases in which patient victims were killed by another patient with
mental illness, alcohol and drug misuse (19 victims [66%], 27 perpetrators [93%]) and previous violence (7 victims
[24%], 7 perpetrators [24%]) were common in both victims and, particularly, perpetrators. In seven of the 29 cases in
which the victim was killed by another patient with mental illness, both victim and perpetrator were diagnosed with
schizophrenia.
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Interpretation The high risk of patients with mental illness being victims of homicide is an important antistigma
message, although this risk partly comes from other patients with mental illness; overall, the risk of patients
committing homicide is greater than the risk of being a victim of homicide. Identiﬁcation and safeguarding of
patients at risk of violence should be prominent in clinical risk assessment.
Funding Healthcare Quality Improvement Partnership.

Introduction
Homicide by patients with mental illness is one of the
most sensitive subjects in mental health, and is perceived
as contributing to negative public attitudes to people with
mental illness and to community care. People with
schizophrenia are particularly viewed as being
unpredictable, violent, and dangerous,1 and so-called
stranger homicides (in which the victim does not know
the perpetrator) are central to public fear of mental
illness. However, stranger homicide is more often
associated with alcohol and drug misuse than with
mental illness.2
In addition to their role as perpetrators, people with
severe mental illness are more likely to be the victims of
violence and crime than are people in the general
population.3–12 In a recent analysis10 of British Crime
Survey data, the relative odds of being a victim of violence
in the previous year was three times higher for people
with mental illness than for people with other disabilities.
Findings from the few studies that have speciﬁcally
investigated victims of homicide have shown a three-towww.thelancet.com/psychiatry Vol 1 July 2014

six-times increased risk for people with a history of
mental illness, with higher risks for diagnoses of alcohol
and drug misuse.13–17 However, some studies are limited
by a small number of cases, and most have deﬁned
mental illness by hospital admission at any time in the
past, including many years before the homicide.13,15,17
Several factors could contribute to the vulnerability of
people with mental illness to violence.14 They might be
likely to live in socially deprived areas where homicide
rates are generally high,18,19 and where risk factors for
violence (eg, substance misuse and previous violent
oﬀending) are known to be highly prevalent.4,20 Symptoms
of mental illness such as paranoia or irritability and
comorbidities such as alcohol or drug misuse or
personality disorder could place patients with mental
illness at increased risk through conﬂict with other
people. They can be victims of hate crime towards people
with disability,21,22 which might be made more likely by
impaired judgment about safety.
This study was done by the National Conﬁdential
Inquiry into Suicide and Homicide by People with
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Mental Illness (NCI). The NCI collects a longitudinal
national case series of all people convicted for homicide
in the UK and identiﬁes those who were current or recent
patients with mental illness.23 By contrast with previous
research using a matched case-control design,24 we
studied mental illness in victims and perpetrators of
homicide involved in the same oﬀences. We aimed to
establish how many victims are patients with mental
illness and to describe their demographic, oﬀence, and
clinical characteristics. We also describe perpetrators to
establish how often they are patients with mental illness
and whether they have the same characteristics as do
victims of homicide.

Methods
Data collection
Data collection had four stages: collection of a national
sample of homicide victims for whom a conviction for
homicide was recorded; acquisition of the victims’
oﬀending history; identiﬁcation of patient victims who
had been under the care of mental health services within
a year of their death; and, within this group, collection of
clinical data.
We obtained data for all suspected homicide oﬀences in
England and Wales between Jan 1, 2003, and Dec 31, 2005,
from the Home Oﬃce Statistics Unit via the Homicide
Index (n=2448). The Homicide Index contains
comprehensive information about all oﬀences recorded
as homicide, including demographic information (eg,
age, sex, and ethnic origin) for victims, their relationship
to the suspect, the method by which they were killed, and
the ﬁnal outcome for suspects in court. This study sample
included conﬁrmed victims of homicide only—ie, when
the oﬀence resulted in conviction for murder, manslaughter, or infanticide; when the perpetrator was found
not guilty by reason of insanity; or when the perpetrator
was unﬁt to plead (n=1496).
We obtained records of previous convictions from the
Police National Computer for all victims in the study
sample. Convictions for homicide, attempted murder,
grievous bodily harm, actual bodily harm, and common
assault were recorded and are referred to as a history of
violence.
Information about victims (ie, surname, date of birth,
and date of death) was sent to the main hospital and
community National Health Service Trust serving the
health district in which each homicide occurred. National
Health Service Trusts manage hospital care, including
community and mental health care, across several sites
within their geographical boundary in England and
Wales. Information was sent to all 80 organisations in
England and Wales that were then providing specialist
mental health services. Each Trust was asked to identify
the last contact with mental health services that the
victim received in the 12 months before death. An audit25
of the NCI case ascertainment procedure was previously
done across a random sample of 16 mental health
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hospitals, and showed that the identiﬁcation of mental
health contact ranged from 98% to 100%.
In cases in which contact with mental health services
was established, a questionnaire was sent to the clinician
responsible for the patient’s mental health care. The
clinician was asked to complete the questionnaire along
with members of the mental health team, based on
personal knowledge of the patient and case-note review.
The questionnaire consisted of sections about demographic characteristics, clinical history, details of ﬁnal
contact with mental health services, and respondents’
views about risk and prevention. Diagnoses were assigned
by the responsible clinician according to the diagnostic
criteria in the International Classiﬁcation of Disease
version 10.26 We received a completed questionnaire in
90 cases (88%).
The National Conﬁdential Inquiry into Suicide and
Homicide by People with Mental Illness received Multi
Centre Research Ethics Committee approval on Oct 1, 1996,
and is registered under the Data Protection Act. The NCI
has also obtained exemption under Section 251 of the
NHS Act, 2006, enabling access to conﬁdential and
identiﬁable information without informed consent in the
interest of improving patient care.

Homicide perpetrator sample
1820 perpetrators were convicted of the 1496 conﬁrmed
homicides, including 1283 perpetrators (70%) who were
convicted alone and 537 perpetrators (30%) who were
part of a group of two or more people convicted for the
same oﬀence. The NCI database was used to determine
whether perpetrators had been in contact with mental
health services within a year of the oﬀence. The method
for determining mental health service contact was the
same for perpetrators and victims. The patient victims
identiﬁed in the study were linked to the perpetrator or
perpetrators who killed them; the perpetrators’ mental
health histories were then assessed through the NCI
database, by the same method as used for victims of
homicide (with use of a similar questionnaire), to
construct the sample of patient victims killed by other
patients with mental illness.

Statistical analysis
General population and patient rates of death by homicide
were calculated with midyear population estimates as a
denominator, obtained from the Oﬃce for National
Statistics.27 Additionally, the Mental Health Minimum
Data Set (MHMDS),28 which provides details of the
number of patients treated by mental health services in
England in a particular year, was used to calculate the rate
of death by homicide among patients in contact with
mental health services in England in 2004 and 2005 (the
years for which the MHMDS overlapped with the study
period). Submission of data to the MHMDS has been a
requirement of mental health providers since 2003, and
has provided national studies with a means to estimate
www.thelancet.com/psychiatry Vol 1 July 2014
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rates of contact with mental health services.29 We calculated
the incidence rate ratio (IRR) and its exact conﬁdence
interval with stir procedure in Stata (version 11.0). Exact
conﬁdence intervals were applied, as opposed to standard
asymptotic approximations, because of the presence of
some sparse event counts.
We analysed the group of patient victims killed by other
mental health service users. The patient victims and the
perpetrators who killed them were considered to be paired.
Exact signiﬁcance McNemar’s tests were used to analyse
diﬀerences between patient victims and perpetrators. All
analysis was done with Stata (version 11.0). If an item of
information was not known for a case, the case was
recorded as missing and removed from the analysis of that
item; the denominator in all estimates is therefore the
number of valid cases for each item.

n/N (%)
Demographic characteristics
Male sex

56/90 (62%)

Median age and range (years)

36 (14–91)

Black or minority ethnic origin

10/88 (11%)

Unmarried

66/88 (75%)

Living alone

41/77 (53%)

Homeless
Unemployed or long-term sick leave

7/78 (9%)
55/78 (71%)

Behavioural characteristics
History of self-harm

41/80 (51%)

History of alcohol misuse

51/82 (62%)

History of drug misuse

45/80 (56%)

History of oﬀending and victimisation
Previous convictions

41/90 (46%)

Previous convictions for violence

15/90 (17%)

Role of the funding source

Victim of violence in previous 12 months

19/71 (27%)

The funder of the study had no role in study design, data
collection, data analysis, data interpretation, or writing of
the report. The corresponding author had full access to
all the data and ﬁnal responsibility for the decision to
submit for publication.

Oﬀence characteristics

Results
Most of the 1496 conﬁrmed victims of homicide were
boys or men (n=1035, 69%), with a male-to-female ratio
of 2·2:1. The median age of victims was 35 years (range
0–94). Of 1451 victims with data about ethnic origin,
320 (22%) were non-white.
90 homicide victims (6% of the whole sample) were
conﬁrmed as having been in contact with mental
health services in the 12 months before their death by
the receipt of clinical data, a response rate of 88%, and
equivalent to a rate of 0·06 patient homicide victims
per 100 000 population across the 3 year study period,
or 2·34 per 100 000 mental health service users. For
the 2 years for which denominator data were available
from the MHMDS, the homicide victim rate for
mental health service users was more than twice as
high as the rate in the general population (2·34 vs 0·91
per 100 000 population; IRR 2·6, 95% CI 1·9–3·4). In
the 3 year study period, 213 patients with reported
mental illness were convicted of homicide, an average
of 71 per year.
Of the 90 patient victims, most were men or boys, white,
and unmarried, with a median age of 36 years (table 1).
Most were unemployed or on long-term sickness leave at
the time of their death. More than half lived alone, and a
history of alcohol and drug misuse was common. Almost
half had previously been convicted of a criminal oﬀence,
and 17% had previous convictions for violence. More than
a quarter had been a victim of violence in the 12 months
before their death, as documented in the case notes. Half
were killed by an acquaintance, almost a third by a family
member, spouse, or partner, and a ﬁfth by a stranger. The
most common method used was a sharp instrument.
www.thelancet.com/psychiatry Vol 1 July 2014

Perpetrator details
Male sex

81/90 (90%)

Median age and range (years)

31·5 (15–71)

Black or minority ethnic origin

19/89 (21%)

Relationship to perpetrator
Stranger

16/79 (20%)

Acquaintance

40/79 (51%)

Spouse or partner

16/79 (20%)

Family member

7/79 (9%)

Method of homicide
Sharp instrument

36/87 (41%)

Blunt instrument

13/87 (15%)

Hitting or kicking

17/87 (20%)

Firearm

3/87 (3%)

Strangulation or suﬀocation

9/87 (10%)

Other method

9/87 (10%)

Table 1: Demographic, oﬀence, and behavioural characteristics of
patient victims of homicide

The most common diagnoses in patient victims were
schizophrenia, aﬀective disorder, and drug dependence
(table 2). 22 patient victims (25%) had dual diagnosis
(schizophrenia or aﬀective disorder, and alcohol or drug
misuse or dependence), including 13 of 17 patients with a
primary diagnosis of schizophrenia. 69 patient victims
(78%) were not subject to enhanced care under the Care
Programme Approach (a multiagency support framework
for patients with mental illness with complex needs, which
consists of needs assessment, care planning, allocation of
a care coordinator, and regular multidisciplinary review30).
At ﬁnal service contact for patient victims, the perceived
risk of being a victim of violence was assessed by clinicians
in 60 cases (67%), but for most patients the risk was judged
to be low or absent.
Of the 90 patient victims, 29 (32%) were killed by another
patient with mental illness, an average of ten victims per
year. In one case, two perpetrators were patients with mental
131

Articles

Patient victims
(n=90)
Inpatient

4/90 (4%)

Patient perpetrators
(n=29)
4/29 (14%)

Post-discharge patient

13/86 (15%)

1/25 (4%)

Under enhanced Care Programme Approach

19/88 (22%)

10/28 (36%)

Missed last contact

29/80 (36%)

10/24 (42%)

Treatment refusal

14/77 (18%)

7/23 (30%)

Schizophrenia and other delusional disorders

17/88 (19%)

14/28 (50%)

Aﬀective disorder (bipolar disorder and depression)

17/88 (19%)

1/28 (4%)

Alcohol dependence

15/88 (17%)

1/28 (4%)

Drug dependence

17/88 (19%)

3/28 (11%)

Primary diagnosis

Personality disorder

5/88 (6%)

6/28 (21%)

Any secondary diagnosis

86/90 (96%)

17/29 (59%)

Duration of mental illness (<12 months)

27/81 (33%)

4/27 (15%)

Previous admission as an inpatient

48/90 (53%)

19/29 (66%)

Previously detained under the Mental Health Act

14/90 (16%)

11/29 (38%)

Last contact within 7 days of death

23/88 (26%)

8/29 (28%)

Psychotic symptoms at last contact

3/83 (4%)

6/27 (22%)

44/60 (73%)

19/23 (83%)

6/54 (11%)

4/26 (15%)

Risk of violence estimate: low or none*
Death or homicide thought to be preventable

Data are n/N. *For patient victims, the risk of violence estimate refers to their risk of being a victim of violence; for
patient perpetrators, the estimate refers to their immediate risk of committing violence, at their last contact with
mental health services.

Table 2: Clinical characteristics of patient victims and patient perpetrators of homicide

illness, but information was available for only one and the
results presented therefore refer to 29 patient perpetrators;
information about the relationship between perpetrator and
victim was available for 26 patient perpetrators. Table 2
shows a comparison with patient victims. Most patients
with mental illness who killed another patient were men or
boys (25, 86%), of whom 14 (56%) killed a female patient,
who was a spouse or partner or ex-partner in six cases and
who was an acquaintance in ﬁve cases. Most patient
perpetrators (27, 93%) had a history of alcohol or drug
misuse, and a quarter (seven, 24%) had a history of violence.
19 (66%) of the 29 patient victims had a history of alcohol or
drug misuse, and 7 (24%) a history of violence. In 23 of the
26 cases for which information was available, the victim and
perpetrator were known to each other as present or former
spouses or partners (nine, 35%), acquaintances (ten, 38%),
or family members (four, 15%); in three cases the victim and
perpetrator were strangers, and in three cases the
relationship was unknown. In 21 of these 23 cases, the
victim and perpetrator were patients at the same National
Health Service Trust. 14 patient perpetrators (50%) had
schizophrenia, of whom ten (77% of 13 pepetrators with
available information) had previously been convicted of
committing a violent oﬀence and 13 (93%) had comorbid
alcohol or drug misuse or dependence. Nine of the perpetrators with schizophrenia (64%) had previously been
detained under the Mental Health Act, and six (43%) were
not subject to enhanced care under the Care Programme
Approach.
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In seven cases, both perpetrator and victim had a
primary diagnosis of schizophrenia. Four patient victims
were inpatients at the time of their death; three of these
deaths were cases of homicide between inpatients at the
same hospital.

Discussion
Historically, mental health services have been more
concerned about the risk of patients committing violence
than the vulnerability of patients to violent acts. We
showed that the rate of being a victim of homicide was
two and a half times higher in patients with mental
illness than in the general population. 90 victims of
homicide during a 3 year period had been under the care
of mental health services in the 12 months before they
died, an average of 30 patients annually, accounting for
6% of all homicide victims. However, these ﬁgures are
lower than those suggested by ﬁndings from other
studies of the risk of homicide in people with mental
illness; in our study we used current and recent patients,
rather than people under care at any time previously, and
calculated rates with all patients with mental illness as a
denominator rather than former inpatients only, unlike
most previous studies (panel).13–15,17
During the same 3 year period, 213 patients were
convicted of homicide in England and Wales, accounting
for 12% of all homicide convictions. These ﬁgures
suggest that patients with mental illness were more than
twice as likely to be perpetrators than to be victims of
homicide.
A third of patient victims were killed by other patients
with mental illness. In most of these cases, victim and
perpetrator were known to each other either as intimate
partners, family members, or acquaintances, and in most
cases were under the care of the same mental health trust.
Among patient victims generally, victim and perpetrator
were also known to each other in most cases. Alcohol and
drug misuse and a history of violence were common in
patient victims and, particularly, patient perpetrators. By
contrast, few patient victims or perpetrators were psychotic
at the time of the oﬀence.24 Violence towards patients is a
concern in mental health care; the National Audit of
Violence31 reported that more than a third of inpatients had
experienced violence or threats or had felt unsafe on the
ward. Our data show that clinicians also need to be aware
of the risk of violence in community settings.
Our ﬁndings suggest that specialist mental health
providers in England and Wales can expect one of their
patients to be the victim of homicide roughly every 2 years;
presumably the number of incidents of non-fatal violence
to patients is substantially higher. Clinicians in mental
health routinely assess patients for risk of suicide and
violence but not for risk of becoming victims of violence.
However, the similarity in clinical characteristics, such as
alcohol and drug misuse, suggests that these risks could
occur in the same patients; assessment and care planning
should include the diﬀerent risks that patients could face.32
www.thelancet.com/psychiatry Vol 1 July 2014
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Panel: Research in context
Systematic review
We searched PubMed, Medline, and PsychInfo for articles
published up to September, 2011, with the terms “victim”,
“victimisation”, “homicide victim”, “victim of violence”, and a
combination of “homicide and mental illness” and “homicide,
victim and mental illness”. The search results were restricted to
studies analysing victims of violence and homicide and those
reporting rates of mental illness within this group. Of the few
studies to have investigated mental illness in victims of
homicide, evidence suggested the risk of being a victim of
homicide to be between three and six times higher for people
with mental illness than in the general population.13–16
Interpretation
We identiﬁed patients with mental illness within a national
consecutive case series of homicide victims, and examined the
demographic, oﬀence, and clinical characteristics and the care
provided to victims in the year before they died. Our ﬁndings
suggest that patients with mental illness are two and a half
times more likely to be victims of homicide than is the general
population. This risk partly results from people who are also
under mental health care. Improved awareness of the risk of
violence towards patients is required, particularly violence
from family members, acquaintances, and other patients.

The increased risk of being a victim might be related to
the patient’s social environment, their use of alcohol or
drugs, or the people with whom they came into contact,
including other patients with a history of violence.
Awareness and appropriate management of these risk
factors should be part of clinical care plans.
To our knowledge, this study is the ﬁrst to describe a
national consecutive case series of victims of homicide
who were current or recent patients with mental illness.
However, the study has several limitations. First, the
study sample included only victims of homicides that led
to conviction. Second, the sample consisted of patients
only and did not include mentally ill people who were not
under specialist mental health care. The Adult Psychiatric
Morbidity in England study33 reported the proportion of
people with mental disorder under treatment and
accessing services by diagnostic group to range from 14%
(in people with alcohol misuse or dependence disorders)
to 80% (for people with psychosis). Therefore, we
acknowledge that use of contact with mental health
services as a measure of mental illness will probably
underestimate the true prevalence of mental disorder in
victims of homicide. Third, the cases in our sample were
patient victims for whom we received a completed
questionnaire; we could therefore have underestimated
the true risk of being a victim of homicide, because of
non-response. Fourth, because this study was an
observational study, we could not identify causal factors.
Fifth, information provided by clinicians could be biased
by their awareness of the outcome.
www.thelancet.com/psychiatry Vol 1 July 2014

The increased risk of patients with mental illness being
victims of homicide reinforces the need for services to
put procedures in place to protect vulnerable adults from
harm, neglect, and abuse. These ﬁndings are also
important to challenge stigma and discrimination in
mental illness, as a reminder to the public that mentally
ill people are often vulnerable to the violence of others.
However, the antistigma message is not straightforward;
although the risk of being a victim in England and Wales
is lower than the risk of being a perpetrator, this pattern
might also vary in countries with substantially diﬀerent
homicide rates. We noted that when patients were
victims, the perpetrators were often other patients.
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