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Objective: Approximately 10% of convicted homicide perpetrators in
England and Wales have symptoms of mental illness at the time of ho-
micide. The prevalence among perpetrators of adult domestic homicide
is unclear. Methods: The study was a consecutive case series of all
convicted adult domestic homicide perpetrators in England and
Wales between 1997 and 2008. Sociodemographic, clinical, and of-
fense characteristics were gathered from the United Kingdom Home
Office, the Police National Computer, psychiatric court reports, and,
for psychiatric patients, questionnaires completed by supervising
clinicians. Results: A total of 1,180 perpetrators were convicted of
intimate partner homicide, and 251 were convicted of homicide of an
adult family member. Fourteen percent of perpetrators of intimate
partner homicide and 23% of perpetrators of adult family homicide
had been in contact with mental health services in the year before the
offense; 20% of intimate partner homicide perpetrators and 34% of
adult family homicide perpetrators had symptoms of mental illness at
the time of offense. Perpetrators with symptoms of mental illness at
the time of offense were less likely than perpetrators without symp-
toms to have previous violence convictions or history of alcohol abuse.
Conclusions: A significant minority of adult domestic homicide perpe-
trators had symptoms of mental illness at the time of the homicide. Most
perpetrators, including those with mental illnesses, were not in contact
with mental health services in the year before the offense. Risk reduction
could be achieved through initiatives that encourage individuals with
mental health problems to access mental health services and that develop
closer interagency working, including between mental health services,
police, social services, and domestic violence services. (Psychiatric Services
64:1006–1011, 2013; doi: 10.1176/appi.ps.201200484)

Domestic homicide is defined
as the killing of a person
age 16 or older by a family

member or a current or former part-
ner. This accounts for a substantial
proportion of homicides in high-

income countries, particularly for fe-
male victims (1). Approximately one-
third to half of female homicide
victims are killed by a current or ex-
partner in the United States and
United Kingdom, and 5%211% are

killed by another family member (2,3).
Amongmale homicide victims, 2%26%
are killed by a current or former part-
ner, whereas 3%25% are killed by a
family member (2,3).

Studies in high-income countries
suggest that between 8% and 23% of
all homicide perpetrators are men-
tally ill at the time of offense (4–8).
In England andWales the prevalence
of mental illness at the time of homi-
cide has been reported to be 10% (9).
However, it is not clear whether
perpetrators of adult domestic homi-
cide have a similar prevalence of
mental illness (10–13). Research has
been limited by inadequate assess-
ment of mental illness, the omission
of perpetrators with diminished re-
sponsibility and unfit-to-plead or
insanity verdicts, the exclusion of ex-
partner homicides, and small samples
(11,12,14). Most studies of adult fam-
ily homicide have been conducted with
even smaller samples (,50) and in
psychiatric settings, introducing bias
toward associating the offense with
serious mental illness. These studies
suggest that a high proportion of
parricidal offenders (offenders whose
victim is a parent) had a diagnosis
of a psychotic illness and had prior
contact with psychiatric services
(15–21).

Using data from the National Con-
fidential Inquiry Into Suicide and
Homicide by People With Mental
Illness (National Confidential Inquiry
[NCI]), a data set that includes data
for all perpetrators convicted of ho-
micide in England and Wales (mur-
der, manslaughter, infanticide, and
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unfit-to-plead or insanity verdicts), we
can report on prevalence of mental
illness with domestic homicide, in-
cluding among both ex- and current
partners. We aimed, first, to examine
the prevalence of current and life-
time mental illness and contact with
mental health services among con-
victed perpetrators of intimate part-
ner and adult family homicide and
second, to investigate the distribu-
tion of characteristics associated with
intimate partner and adult family ho-
micide by offenders with and without
symptoms of mental illness at the
time of offense. We hypothesized that
the prevalence of symptoms of mental
illness at the time of the homicide
would be 10%.

Methods
The NCI database obtains informa-
tion on all convicted cases of homi-
cides in England and Wales (22). This
study used NCI data from convicted
perpetrators of intimate partner and
adult family homicide in England and
Wales from January 1, 1997, to
December 31, 2008. The data set
does not include cases of homicide-
suicide.
Data collection for the NCI has

three stages (9). First, the Home
Office routinely collates data about
people convicted of homicide in
England and Wales. The NCI was
notified of all homicide cases within
the study period. Demographic data
and details of the offense, verdict, and
sentence (“disposal”) were provided
by the Home Office Statistics Unit,
and data on previous offenses were
obtained from the Police National
Computer. In England and Wales,
a verdict of murder requires proof
that there was intent to kill or cause
grievous bodily harm, and it carries
a mandatory life sentence. A verdict
of manslaughter can be brought if it
is determined that there was no in-
tention to kill or if the defendant is
deemed not responsible for his or
her actions. A verdict of manslaughter
on the grounds of diminished respon-
sibility is allowed if the perpetrator
experienced an “abnormality of mind”
at the time of killing. Not guilty by
reason of insanity is a rarely used
defense (23). A judge may declare a
defendant unfit to plead if he or she is

unable to comprehend the course of
criminal proceedings; in a majority of
such cases the defendant is expected
to respond to medical treatment, with
the trial taking place at a later date.
Infanticide refers to the killing of a
child less than one year old by his or
her mother; these cases are not in-
cluded in this study.

Second, the NCI requests for all
perpetrators the psychiatric reports
prepared by psychiatrists for court.
The reports provide information on
demographic characteristics, alcohol
and substance misuse, history of vio-
lence, and mental state at the time
of offense. Psychiatric diagnoses are
classified according to International
Classification of Diseases, 10th Re-
vision diagnostic criteria (24). The
proportion of homicide perpetrators
with psychiatric reports has decreased
annually since 2001, when psychiatric
assessments for homicide perpetrators
ceased to be mandatory. Although it is
possible that perpetrators with mental
illness may have been missed, recent
evidence from the NCI data set shows
an increase in the number of per-
petrators with schizophrenia and
other delusional disorders and of
perpetrators who had symptoms of
mental illness at the time of offense
(25). Perpetrators without reports
(those who did not warrant a psy-
chiatric assessment) are considered
not to have serious mental illnesses
(26).

Finally, details of each perpetrator
are forwarded to the National Health
Service (NHS) and independent-
sector providers of mental health
services in the perpetrator’s district
of residence. If hospital records show
that the perpetrator had been in
contact with mental health services,
the supervising clinician is asked to
complete a questionnaire that includes
information on demographic charac-
teristics, clinical history, aspects of care
such as detention under the Mental
Health Act (1983), Care Programme
Approach (CPA) support (care coor-
dination and regular multidisciplinary
review for people who have been de-
tained or have complex mental health
needs) (27), details of final contact
with services, and views on the pre-
vention of the offense. The return rate
of questionnaires sent to consultant

psychiatrists was 96%. An assess-
ment of the accuracy of hospital
checks showed that 97% of patients
in contact with services in the pre-
vious year were detected (28). Dis-
crepancies between psychiatric
diagnoses in the court report and
mental health service questionnaire
are resolved by consensus agreement
by senior clinical members of the NCI
team (9).

The NCI refers to symptoms of
psychosis and depression at the time
of homicide as symptoms of mental
illness at the time of offense. We use
the term “intimate partner homicide”
to refer to the homicide of a current
or ex-partner or spouse age 16 or
older and the term “adult family
homicide” to refer to the homicide of
a parent or of a sibling or child age 16
or older. There is a lack of evidence on
whether the demographic, clinical,
behavioral, or offense characteristics
of these groups are sufficiently similar
to be aggregated as “domestic homi-
cide”; findings are therefore presented
separately for intimate partner and
adult family homicide.

Analysis
Descriptive statistics were calculated
for the sociodemographic, behavioral,
clinical, service use, and offense char-
acteristics of perpetrators of intimate
partner and adult family homicide.
Characteristics were selected for
analysis on the basis of evidence from
the existing literature. Pearson’s chi
square tests were used to compare
sociodemographic, behavioral, and of-
fense characteristics between perpe-
trators of intimate partner and adult
family homicide and also between
perpetrators with and without symp-
toms of mental illness at the time
of offense. Fisher’s exact tests were
used for small cell counts (,5). All
analyses were conducted in Stata
11.0 (29).

Ethics
The NCI was granted an exemption
under Section 251 of the NHS Act
2006 and was authorized to use
identifiable and confidential patient
information without informed con-
sent in the interest of improving
patient care (30,31). Data were de-
identified for analysis and are reported
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in an anonymous and aggregated
format.

Results
Overview of domestic homicide
case series, 1997–2008
The NCI was notified of 7,124
homicide convictions in England and
Wales between January 1, 1997, and
December 31, 2008. A total of 1,180
(17%) convictions were related to
intimate partner homicide (958 cur-
rent partners and 222 former part-
ners), and 251 (4%) were related to
adult family homicide (213 parents,
12 siblings, and 26 adult children).
Psychiatric reports were obtained for
67% (N=791) of intimate partner and
75% (N=188) of adult family homi-
cide perpetrators.
As shown in Table 1, most per-

petrators were male. The proportion
of female victims was higher for
intimate partner homicide (76%) than

for adult family homicide (39%). The
mean6SD age of perpetrators of
adult family homicide (32.26.8) was
younger than that of perpetrators of
intimate partner homicide (39.66.4).
A higher prevalence of unemploy-
ment was recorded for perpetrators
of adult family homicide (55%) than
for perpetrators of intimate partner
homicide (39%).

Mental illness and use of
mental health services
More than 90% (N=289) of perpe-
trators with symptoms of mental ill-
ness at the time of the index offense
also had a lifetime diagnosis of a
mental illness (91% [N=210] for
perpetrators of intimate partner ho-
micide and 93% [N=79] for perpe-
trators of adult family homicide).
Thus a majority of those who had
symptoms of mental illness at the
time of offense had a lifetime history

of mental illness (longstanding illness
rather than a sudden onset of
symptoms).

Intimate partner homicide
Mental illness at the time of homicide.
Of the 1,180 intimate partner homi-
cide perpetrators, 20% had symptoms
of mental illness at the time of
offense: 7% experienced symptoms
of psychosis, and 13% experienced
symptoms of depression (Table 2).
Thirty percent (69 of 231) of perpe-
trators with symptoms of mental ill-
ness at the time of offense had been in
contact with mental health services in
the year before the homicide.

Lifetime mental illness. One-third
of perpetrators of intimate partner
homicide had a lifetime diagnosis of
a mental illness (N=378): 6% had
received a primary diagnosis of schizo-
phrenia and other delusional disor-
ders, 17% of affective disorder, and
7% of personality disorder (Table 2).
Of those with a lifetime diagnosis of
schizophrenia and other delusional
disorders or affective or personality
disorder, 44% (N=168) were not
acutely ill at the time of homicide.

Contact with mental health ser-
vices. Overall, 14% (N=164) of perpe-
trators of intimate partner homicide
had been in contact with mental
health services in the year before the
homicide (Table 2), 9% (N=108) had
been in contact less than 13 weeks
before the homicide, and 3% (N=14)
less than one week before the homi-
cide. Of the 164 perpetrators who had
been in contact with mental health
services in the year prior, 42% (N=69)
had symptoms of mental illness at
the time of offense (including 21%
[N=34] with symptoms of psychosis
and 21% [N=35] with symptoms
of depression). Twenty-two percent
(N=36) were receiving support under
CPA at the time of offense, 38%
(N=62) had missed their last contact
with services, and 13% (N=22) were
thought by the responding mental
health professional to have been non-
compliant with medication in the
month before the homicide. Super-
vising clinicians responding to the
NCI reported in only 13 cases that
patients were thought to pose a
moderate or high immediate risk of
violence to others at last contact.

Table 1

Sociodemographic and offense characteristics of 1,431 perpetrators convicted
of adult family or intimate partner homicide, 1997–2008

Any domestic
homicide
(N=1,431)

Adult family
homicide
(N=251)

Intimate partner
homicide
(N=1,180)

Characteristic N % N % N % p

Sociodemographic
Male perpetrator 1,174 82 221 88 953 81 .006
Age (M6SD) 38.36.4 32.26.8 39.66.4 ,.001
In racial-ethnic minority 242 17 42 17 200 17 .881
Marital statusa ,.001
Single 234 25 128 71 106 14
Married or cohabiting 523 56 23 13 500 67
Divorced or separated 167 18 27 15 140 19
Widowed 4 ,1 2 1 2 ,1

Unemployeda 377 42 98 55 279 39 ,.001
Offense
Female victim 994 70 99 39 895 76 ,.001
Method of killing ,.001
Sharp instrument 726 51 122 49 604 51
Blunt instrument 131 9 43 17 88 8
Hit or kick 112 8 26 10 86 7
Strangulation 225 16 19 8 206 18
Other 237 17 41 16 196 17

Verdict ,.001
Murder 741 52 87 35 654 55
Manslaughter (section 2) 165 12 48 19 117 10
Manslaughter (other) 506 35 104 41 402 34
Unfit to plead or not
guilty due to insanity 19 1 12 5 7 ,1

Disposal ,.001
Prison 1,165 81 146 58 1,019 86
Hospital order 169 12 80 32 89 8
Noncustodial sentence 97 7 25 10 72 6

a Denominator varies because of missing data; table presents valid percentages.
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Over half (91 of 164, 55%) of the
perpetrators who had been in con-
tact with mental health services in
the year before the homicide had ever
been admitted as psychiatric inpa-
tients; 34 perpetrators (21%) had
been discharged from psychiatric in-
patient care in the three months before
the homicide.
Characteristics associated with

intimate partner homicide. When
comparing the sociodemographic
characteristics of perpetrators with
and without mental illness at the
time of offense, we found that per-
petrators of intimate partner homicide
who had symptoms of mental illness
at the time of offense were more likely
to be older (x2=40.3, df=6, p,.001),
male (x2=11.3, df=1, p=.001), and
employed (x2=4.1, df=1, p=.043).
No differences were identified with
respect to racial-ethnic minority group,
marital status, or living arrangement.
With regard to behavioral charac-

teristics, perpetrators with symptoms
of mental illness at the time of offense
were less likely to have previous
convictions (x2=39.7, df=1, p,.001),
including convictions for violence,
threats of violence, criminal damage,
and possession of weapons. Perpetra-
tors with symptoms of mental illness
were less likely to have ever abused
alcohol (x2=6.9, df=1, p=.009). The
prevalence of a history of self-harm
was also lower among perpetrators
with symptoms of mental illness at the
time of offense (x2=5.2, df=1, p=.022).

Adult family homicide
Mental illness at the time of homicide.
A third (85 of 251) of perpetrators of
adult family homicide had symptoms
of mental illness at the time of
offense; 27% experienced symptoms
of psychosis, and 7% experienced
symptoms of depression (Table 2).
Thirty-six percent (36 of 85) of per-
petrators who had symptoms of men-
tal illness at the time of offense had
been in contact with mental health
services in the year before the
homicide.
Lifetime mental illness. Forty-five

percent (N=113) of adult family ho-
micide perpetrators had ever been
diagnosed as having a mental illness:
28% had received a primary diagnosis
of schizophrenia and other delusional

disorders, 8% had a diagnosed affec-
tive disorder, and 5% had a diagnosed
personality disorder (Table 2). Of
those with a lifetime diagnosis of
schizophrenia or other delusional dis-
order or an affective disorder or per-
sonality disorder, 30% (N=34) were
not acutely ill at the time of homicide.

Contact with mental health ser-
vices. Overall, 23% (N=57) of adult
family homicide perpetrators had
been in contact with services in the
year before the homicide (Table 2),
15% (N=38) had been in contact less
than 13 weeks before the homicide,
and 6% (N=14) less than one week
before the homicide. Of the 57 per-
petrators who had been in contact
with mental health services in the year
before the homicide, 63% [N=36]
had symptoms of mental illness at
the time of offense (including 56%
[N=32] with symptoms of psychosis
and 7% [N=4] with symptoms of
depression). Twenty-five percent (N=
14) were receiving support under
CPA, 39% (N=22) had missed their
last contact with services, and 26%
(N=15) were thought by the re-
sponding mental health professional
to have been noncompliant with med-

ication in the month before the
homicide. Supervising clinicians re-
sponding to the NCI reported in only
two cases that patients were thought
to have posed moderate or high im-
mediate risk of violence to others at
last contact.

Sixty-three percent (36 of 57) of
perpetrators who had been in con-
tact with mental health services in
the year before the homicide had
ever been admitted as a psychiatric
inpatient. Seven perpetrators (12%)
had been discharged from inpatient
care in the previous three months.

Characteristics associated with adult
family homicide. When comparing
the sociodemographic characteris-
tics of adult family homicide perpe-
trators with and without symptoms
of mental illness at the time of of-
fense, we identified no differences
in respect to sex, age, racial-ethnic
minority status, marital status, or living
arrangement. Perpetrators with symp-
toms of mental illness were, however,
less likely to be employed (x2=9.3,
df=1, p=.002).

In regard to behavioral character-
istics, perpetrators with symptoms of
mental illness at the time of offense

Table 2

Clinical and service use characteristics of 1,431 perpetrators of domestic
homicide, 1997–2008

Total
domestic
homicide
(N=1,431)

Adult
family
homicide
(N=251)

Intimate
partner
homicide
(N=1,180)

Characteristic N % N % N % p

Any lifetime mental illness (excluding
alcohol and drug dependence) 491 34 113 45 378 32 ,.001
Schizophrenia and other delusional

disorders 139 10 71 28 68 6 ,.001
Affective disorder 216 15 21 8 195 17 ,.001
Personality disorder 95 7 13 5 82 7 .160

Any lifetime primary diagnosis of
substance dependence 142 10 23 9 119 10 .346
Alcohol dependence 107 8 16 6 91 8 .251
Drug dependence 35 2 7 3 28 2 .887

Lifetime mental health services
contact 359 25 86 34 273 23 ,.001

Past year mental health services
contact 221 15 57 23 164 14 .397

Symptoms of mental illness at the
time of homicide
Psychosis or depression 316 22 85 34 231 20 ,.001
Psychosis 151 11 67 27 84 7 ,.001
Depression 165 12 18 7 147 13 .002
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were less likely to have any previous
convictions (x2=11.1, df=1, p=.001)
or convictions for violence or criminal
damage. Perpetrators with symptoms
of mental illness were also less likely
to have ever abused alcohol (x2=5.0,
df=1, p=.026).

Discussion
Between 1997 and 2008, 20% of
intimate partner homicide perpetra-
tors and 34% of adult family homicide
perpetrators in England and Wales
had symptoms of mental illness at the
time of offense, higher than has been
reported in this setting among perpe-
trators of other types of homicide (9).
The prevalence of symptoms of men-
tal illness was particularly high among
adult family homicide perpetrators,
with 27% experiencing psychotic symp-
toms. In contrast, perpetrators of in-
timate partner homicide who had
symptoms of mental illness were more
likely to have depressive symptoms
at the time of offense. Indeed, our
results show that perpetrators of in-
timate partner and adult family homi-
cide differ substantially in terms of
their sociodemographic, offense, and
clinical characteristics.
Our results suggest, however, that

policy makers are likely to face con-
siderable challenges in identifying
the risk of, or preventing, domestic
homicide. Despite significant levels of
mental illness at the time of offense
and of lifetime mental illness, around
a third had never been in contact with
mental health services. Moreover,
a majority of perpetrators who had a
mental illness at the time of homicide
had not been in contact with mental
health services in the year before the
homicide.
Among perpetrators who had used

mental health services in the year
before the homicide, factors that may
be associated with increased risk
included missing the last appointment
with mental health services or non-
compliance with medication, but num-
bers were small. Supervising clinicians
reported that only 15 perpetrators
of domestic homicide who had been
in contact with services in the year
before the homicide were thought
to pose a moderate to high imme-
diate risk of violence at last contact.
Moreover, the prevalence of previous

alcohol abuse and past violence
(indicated by previous convictions
for violent offenses)—known risk fac-
tors for domestic homicide (11,13,32–
36)—was lower among perpetrators
who had a mental illness at the time
of homicide compared with those with-
out one.

Although this study overcame sev-
eral weaknesses of previous research
into domestic homicide and mental
illness (12,14), a number of limitations
should be noted. Psychiatric reports
were available for most cases and
should have captured all cases of
serious mental illness (that is, psycho-
sis and depression). The prevalence
of other mental disorders, such as
personality disorder and substance
use disorder, may, however, be un-
derestimated. In addition, clinical
information was based on clinical
judgment rather than on standard-
ized assessment. Furthermore, our
analysis did not include cases of
homicide-suicide; these cases have
been reported elsewhere and were
excluded because they were not con-
victed (37). We were also unable to
analyze the prevalence of a number
of previously identified risk factors,
including childhood abuse, domestic
violence, cohabitation versus marriage,
and gun ownership (11,12,36). Shoot-
ings made up only 2% of domestic
homicides in this sample, which is
unsurprising in England and Wales,
where gun ownership is low.

Conclusions
A significant minority of domestic
homicide perpetrators had symptoms
of mental illness at the time of the
homicide, with adult family homicide
more likely to be associated with
psychosis. Most perpetrators were
not in contact with mental health
services in the year before the homi-
cide and the prevalence of previously
identified risk factors for domestic
homicide was lower among perpetra-
tors with symptoms of mental illness
at the time of homicide compared
with those without. Reduction of
homicide risk could be achieved
through health initiatives that encour-
age individuals with mental illnesses
to access mental health services and
that further develop interagency col-
laboration among mental health

services, police, social services, and
domestic violence services.
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