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MAIN TEXT 
ABSTRACT
Background. The methodology and impact of independent inquiries of homicides by people in care of mental health services have been questioned. 
Aims. To provide a comprehensive analysis of characteristics of patients who committed homicide, their victims, and of the inquiries themselves, published in England between 2010 and 2023. 
Method. Documentary and thematic analysis of 162 mental health homicide inquiries. Characteristics of perpetrators were compared with those from the National Confidential Inquiry into Suicide and Safety (2018) and characteristics of victims were compared with those in the general population of England and Wales. We examined methodology used by inquiries and thematically analysed root causes, contributory factors, recommendations, action plans, predictability and preventability. 
Results. 52% perpetrators had a diagnosis of schizophrenia and 52% had a history of non-adherence with medication and follow-up. 71% of victims in mental health homicides were family, friends or partners compared to 44% in the general population. 23% inquiries used the methodology of ‘root cause analysis’ (RCA). Of the 77% that did not use RCA, 40% criticised the mental health service’s internal investigation for not using RCA. The most frequent root causes and contributory factors related to deficits in assessment, treatment, follow-up or discharge of the perpetrator; and deficits in risk assessment and management. There was no direct link between putative causes or problems and resulting recommendations, and the most frequent recommendations related to changing policy, improving clinical governance and training. 86% inquiries found that the homicide was neither predictable nor preventable. 
Conclusion. There is much variation in methodology of mental health homicide inquiries, with little evidence of use of human factors and systems theory. Inquiries repeatedly identify the same themes, and most mental health homicides are found to be neither predictable nor preventable. We make recommendations for improving consistency and usefulness. 














INTRODUCTION
Independent inquiries into homicides perpetrated by patients in receipt of mental health services are an important part of learning from adverse events in psychiatry1. Inquiry reports form an important repository of information regarding homicides committed by those who received treatment from mental health services prior to the homicide and provide an impression of the state of those services at that point in time. However, they remain controversial2,3,4,5,6,7, as does the requirement that they use ‘root cause analysis’ (RCA) as the methodology, the validity of which in mental health has been questioned8. 
NHS England has been responsible for commissioning independent mental health homicide inquiries since 2013, and for ensuring that all provider organisations in England have appropriate systems in place for learning from these inquiries, to improve safety and quality of mental health services. These anonymised inquiries are published on its website1. 
Previous analyses of independent mental health homicide inquiries have found that they repeatedly identify the same themes, raising questions regarding effectiveness of learning in mental health services2,3,4,6. However, there has been far less focus on methodology used by inquiries, or how they attribute causation. Despite these criticisms, inquiries have much influence on government policy and on the public’s perception of safety in mental health services.
A comprehensive analysis of mental health homicides was published in 20119, and the National Confidential Inquiry into Suicide and Safety10 (NCISH) provided an overview of key patient characteristics in its annual reports until 2018. NHS England (NHSE) published three thematic analyses of mental health homicide inquiries between 2013 and 2021, with a focus on reporting mechanisms and governance11. However, there has been no recent comparative analysis of characteristics of mental health homicides with those in the general population, nor a review of methodology used in inquiries.
This study aims to provide a comprehensive analysis of the methodology employed by these inquiries, whether they commented on causation of homicides, their findings, and characteristics of perpetrators and their victims to examine similarities and differences. 
METHOD
We carried out a retrospective document analysis of all independent mental health inquiries relating to homicides that were published by NHSE on its website1. This study was approved by the University of Southampton Research Ethics Committee, ERGO number 100030. Only material available to the public on the NHSE website and already in the public domain was included. Therefore formal NHS ethics approval was not required.  
NHSE has been responsible for commissioning independent mental health homicide inquiries since 2013, and ensuring that all provider organisations have appropriate systems in place for learning from these inquiries, to improve safety and quality of mental health services. NHSE defines ‘mental health homicide’ as an act of homicide committed by a person in receipt of mental health services by an NHS-funded provider in England, and requires these to be investigated by an organisation independent of the provider NHS organisation1. We therefore used these definitions.
In line with the above, inquiry reports were included if they were of a completed homicide (either full reports or executive summaries) and were conducted by a body independent of the provider NHS organisation. Reports were excluded if they were not related to a completed homicide, or were related to a homicide but represented quality assurance, or desk-top reviews, as these are not investigations.
Document analysis is a systematic procedure for reviewing or evaluating documents, used to provide context, generate questions, and track change over time; it can include both quantitative and qualitative components. We used a specific document analysis technique (‘READ’) recommended in health policy research12. This includes discrete steps of making the material ready, extracting data, analysing data, and distilling findings. 
We examined characteristics of the perpetrator and the victim(s). We also identified characteristics of the inquiries, with a focus on methodology, and undertook an analysis of recommendations made by independent inquiries and action plans developed in response, with reference to safety science and human factors. In analysing root causes, contributory factors, and care and service delivery problems, we identified themes based on content similarities and unique relationships.
Root causes are factors expected to have directly caused the adverse event, and contributory causes as those that have made a substantial contribution to it13,14.  Care delivery problems are acts or omissions in the delivery of individual treatment which diverge from the standard expected, and service delivery problems relate to organisation and delivery of services, such as procedures and systems15. 
[bookmark: _Hlk180749926]We compared characteristics of victims of mental health homicides described in independent inquiry reports with data on victims of homicides in the general population of England and Wales from the Home Office Homicide Index, published annually by the Office for National Statistics (ONS)16. We compared characteristics of perpetrators with data from NCISH. 
We identified 189 independent inquiry reports relating to homicides on the NHSE website published between 2013 and 2023. Of these, one duplicate (published in two places) was excluded, leaving 188 reports: a further 26 were excluded, as they either did not relate to mental health homicides, or were not full investigations but quality assurance or desk-top reviews. A total of 162 homicide inquiry reports were included in the final document analysis. 
After analysing approximately 50% of the sample, a review of test-retest reliability was completed based on a sample of 15% of inquiry reports, to examine agreement on characteristics of perpetrators, victims, homicides, recommendation and action plans. There was 98% agreement.  After the entire sample of 162 reports was analysed, an inter-rater reliability exercise was similarly undertaken based on a random sample of 15% of inquiry reports. This found 92.9% agreement.
In the following comparison and analysis, for brevity, data extracted from this study of mental health homicide inquiries are referred to as MHHI (Mental Health Homicide Inquiry), those from ONS are referred to as such, and data from NCISH are also referred to as such. 
RESULTS
Homicides
The 162 Mental Health Homicide Inquiries (MHHI) described the deaths of 168 victims by 162 individual perpetrators in receipt of clinical care by NHS-funded mental health services. There were 156 single homicides and 6 double homicides. Seven homicide investigations also involved other victims of severe violence but survivors are not included in the analysis of victim characteristics. 
ONS homicide trend analysis for England and Wales indicates that the number of homicides each year between 2012 and 2023 ranged between 488 and 661 (median 9.9 per million population, with a range between 8.8 and 11.9 per million population), with a mean of 565 and a median of 56616. The NCISH annual report 2018, which looks at data between 2006 and 2016, notes that 608 patient homicides had been reported in that period, a mean of 55 patient homicides per year. 
Perpetrator Demographic, Diagnostic and Treatment Characteristics
Demographic, diagnostic and treatment characteristics of perpetrators in the MHHI sample are shown in Table 1, alongside characteristics for perpetrators in the NCISH dataset (2006 -2016) and those for homicides in the general population (2020 – 2023). 
A breakdown by age of perpetrators is not available in the NCISH dataset; the 2018 report notes the median age of perpetrators as 33, with a range of 13 to 83 years. Across all samples, most perpetrators were male, although 18% in MHHI were female, compared to 8% in the general population. More perpetrators were older in MHHI compared to perpetrators in the general population. Most MHHI reports did not state the ethnicity of the perpetrator. A total of 116 (71%) perpetrators in MHHI had a previous history of violence, higher than in NCISH (312, 53%). 
Seventy-five (46%) of the perpetrators in MHHI had a history of self-harm, comparable to 292 (51%) in NCISH. However, 52 (32%) were homeless in MHHI, compared to 24/308 (8%) in NCISH. Eleven (7%) perpetrators in MHHI were victims of domestic violence and 3 (2%) were perpetrators of domestic violence. Six (4%) perpetrators had been in care of the local authority as children. Three perpetrators (2%) were refugees.
In the MHHI sample, the single most frequent diagnosis was schizophrenia (N= 85, 52%, with primary diagnosis not stated in one inquiry). This is higher than in the NCISH cohort where schizophrenia was the primary diagnosis in 200 (34%) cases. Eighty-four perpetrators in MHHI (52%) had been non-adherent with contact and treatment prior to the homicide, comparable with 258 (48%) in NCISH. In the MHHI cohort, 86 perpetrators (53%) had an abnormal mental state at the time of the offence, 44 (51%) were acutely psychotic, and 11 (13%) were severely depressed, and use of illicit substances and/or alcohol was the primary reason for an abnormal mental state in 17 (20%). In the NCISH sample a total of 202 individuals (33%) had an abnormal mental state at the time of the homicide.
Victim Characteristics
Table 2 shows key characteristics of victims described in the MHHI cohort, which are compared, where relevant data are available, with characteristics of victims of homicide in the general population and with victims of mental health homicides in the NCISH sample. 
The age of victims is not stated in 110 (65%) of the MHHI cohort. There are similarities in the gender of victims between the three cohorts. However, most homicides in the general population were “stranger” homicides, which account for only 14% in mental health homicides. Proportions of victims who were partners or ex-partners were similar in all groups, whereas family members as victims were over-represented in mental health homicides. 
Homicide Characteristics and Trial Outcomes 
The key characteristics of homicides are shown in Table 3. The use of a sharp instrument is comparable across NCISH and MHHI, and higher than in the general population. Over half of all homicides in the general population were in a private dwelling but ONS provides no breakdown of whether the homicide occurred in the perpetrator’s home or the victim’s; 83 (49%) of homicides in MHHI were in the victim’s home. These data are not available for the NCISH sample. Ten (6%) homicides in MHHI were followed by suicide compared to 15 (8%) in NCISH. 
A comparison of ‘disposal’, referring to a sentence or outcome of a criminal case, shows some differences between groups. Fifty-five (34%) perpetrators in MHHI were diverted to hospital by way of Section 37 of the Mental Health Act 198317 (MHA 1983), the so-called ‘Hospital Order’, compared to 143 (24%) in NCISH and 5% in the general population. Eight (5%) perpetrators in MHHI received a so-called ‘Hybrid Order’ under Section 45A of the MHA 1983. Seventy-one perpetrators (44%) in MHHI received a custodial sentence, whereas 446 (74%) did so in NCISH and 94% in the general population. 
Inquiry Characteristics
A comparison of inquiry characteristics is included in Table 4. There was wide variation in nearly all domains. The length of the full investigation reports ranged from 35 to 228 pages, and in 11 cases, only an executive summary was published on the NHSE website (ranging from 10 to 71 pages). Ten commercial companies undertook 157 of these independent investigations, with two companies separately carrying out 68 (43%) and 32 (20%) respectively. Five investigations were carried out by individuals not affiliated with any commercial companies.
There was no consistent format, and inquiry reports carried out by the same commercial firm varied in approach. Some reports included the Terms of Reference, others a Summary, but many did not include either. No report had a statement regarding conflicts of interests of the inquiry panel. Two reports noted that the panel had been chaired “independently” but did not explain what this meant. Eight reports (5%) contained a victim impact statement from the victim’s family members. 
Inquiry panel composition varied. In nine reports a legally qualified individual was part of the inquiry panel, and seven reports referred to a lawyers’ firm that had provided legal oversight. Two panels had specific individuals for liaising with families of the perpetrator and victim(s). Thirty-four (21%) of the reports provided only the name of panel members. Information regarding the background and qualifications of the panel members was variable in the remaining 128 (79%) reports, ranging from a single line to detailed biographies. 
The date of the homicide was not stated in two inquiry reports. Of the remaining 160 inquiries, the average time between the homicide and publication of the inquiry was 40 months, with a range of 4 - 112 months. 
Investigation methodology
In 40 of the 162 (25%) investigations, the methodology used was not stated. Of the remaining, 33 (27%) made reference to Department of Health and Social Care (DHSC) guidance18, which mandated independent investigations after adverse events such as homicides (although this document was archived in 2013). 34 investigations (28%) referred to the 2015 Serious Incident Framework15, 28 (23%) to RCA, (usually in conjunction with the DHSC guidance), and 18 (15%) referred to the DHSC guidance on Article 2 Human Rights Act19. Forty-two (35%) reports referred to more than one of these documents. 
[bookmark: _Hlk180748736]RCA was not mentioned as the methodology used in 124 (77%) reports, but 49 of these 124 (40%) criticised the provider mental health organisation’s internal investigation reports for not using RCA. Of the 124 inquiries that did not list RCA as the methodology described, 44 reports (35%) described root causes and contributory factors. Conversely, of the 38 reports which stated that they used RCA as the methodology, 29 (76%) did not describe any root causes or contributory factors. 
No inquiry described what model it used to attribute causation. No inquiry described how it chose certain factors – whether omission or commissions by clinical teams, or system factors – to be causative, or contributory in nature. 
Interview of Key Stakeholders
Seventy of 162 inquiries (43%) interviewed the perpetrator’s family, 92 (57%) interviewed the victim’s family, 134 (83%) interviewed clinical staff and 24 (15%) interviewed commissioners of the service. In the 28 inquiries where clinical staff were not interviewed, no reasons for their exclusion was provided, although all 28 inquiries criticised the clinical practice of clinical staff. 
Thematic Analysis of Root Causes and Contributory Factors
Our thematic analysis of root causes, contributory factors, care and service delivery problems and recommendations is shown in Table 5. No inquiry had a definition of root cause, or how particular findings were determined to be root causes. Therefore, it was unclear whether a root cause was the ultimate causal factor, or the event most proximate to the index event, in this case homicide, where clinical services could have done something different that might have changed the course of events20,21,22. Similarly, no inquiry included a definition of contributory factor. Of the 162 independent inquiry reports, 24 (15%) described root causes, with 15 reports describing multiple root causes: 51 (31%) described contributory factors, and 45/51 (88%) reports described multiple contributory factors.
Altogether, 59 reports (36%) described root causes and/or contributory factors. We undertook a thematic analysis of root causes and contributory factors from these reports using the ‘READ’ technique12. Fourteen final themes were identified, based on content similarities and unique relationships, which included perpetrator characteristics (such as illness), pathway (such as assessment and discharge), risk assessment, and communication. 
[bookmark: _Hlk180752737]Most themes were identified in more than one report, with nearly all reports describing a combination of these themes. The most frequent theme identified in MHHI was deficits in assessment, treatment, follow-up or discharge of the perpetrator (N=37, 63%), followed by deficits in risk assessment and management (N=26, 44%) and patient factors (N=26, 44%). Deficits in Care Programme Approach (CPA) and care planning was the theme in 21 (36%) reports. Communication with other agencies featured 17 times (29%), and inadequate resource 11 times (19%). 
[bookmark: _Hlk180752781]Only one inquiry of 162 made a statement that there was a “direct causal link” between the care and treatment of the perpetrator, the relapse of his mental illness, and the homicide of the victim. 
Care and service delivery problems were frequently described together in inquiry reports. No inquiry report included a definition of a care or service delivery problem. Of the 162 MHHI reports, 89 (55%) described either care or service delivery problems. Altogether, 291 individual items were described. We identified 15 themes, based on content similarities and unique relationships.
Thematic Analysis of Recommendations
[bookmark: _Hlk180752818]Of 162 MHHI reports, three made no recommendations. The remaining reports made between 1-29 recommendations: many recommendations were multi-faceted. Altogether, 2562 individual recommendations were analysed, and 18 themes were identified. Fourteen of these overlap with themes from root causes, contributory factors and care and service delivery problems. The most frequent recommendations related to changing policy (n=155) and improving clinical governance (n=104), followed by changes to training (n=43).  
[bookmark: _Hlk180752857]In most inquiries, there was no direct link between putative causes or problems, and resulting recommendations. Assessment, treatment and follow-up was the most frequent problem identified, followed by risk assessment, but the most frequent recommendations were to change policy, change clinical governance and provide training to staff. If MHHIs assumed that the reason clinical staff did not assess or treat the perpetrator’s illness or risk adequately was insufficient policy, or inadequate training, they provided no evidence of this. No MHHI report acknowledged human factors and no inquiry provided evidence that it used systems thinking23.
Predictability and preventability
‘Predictability’ and ‘preventability’ are required to be commented on by MHHIs18. However, DHSC provides no definition or description of these terms. Therefore, MHHIs reports either contained no definition, or variable definitions. 
[bookmark: _Hlk161234243]A total of 130 of the 162 inquiries (80%) commented on either predictability or preventability, or both: 32 inquiries (20%) did not mention predictability or preventability. Of the 130 reports commenting on predictability and/or preventability, six (0.5%) stated that the homicide was “maybe” predictable, whilst 20 (15%) stated that the homicide was “maybe” preventable. Altogether, 105 (81%) provided a firm view on both predictability and preventability. Of these, four homicides (4%) were deemed to be both predictable and preventable, ten (9%) were preventable but not predictable, five (5%) were predictable but not preventable, and 86 (82%) were neither predictable nor preventable. 
Action Plan Characteristics
For 84 /162 (52%) reports, the NHSE website also listed action plans developed by the provider organisations. Several had more than one action plan, as several mental health organisations and other public service agencies had been involved in the inquiry. Altogether, we analysed 737 individual actions. Due to the wide variation in the way that actions were described and grouped, it was not possible to undertake a thematic analysis. An analysis of the relative strength of actions was undertaken instead, using the action hierarchy24,25 which is based on a systems approach to bringing about sustainable organisational change. 
Only 13 of the 84 inquiry action plans (15%) had evidence of ‘strong’ actions. Of the 737 actions, 34 (5%) actions were judged to be ‘strong’, 83 (11%) ‘intermediate’, whilst 620 (84%) were ‘weak’, despite nearly all action plans declared themselves to be ‘SMART – Specific, Measurable, Achievable, Relevant, Timely’15,26. Few actions attempted to address systemic problems, and none acknowledged that clinical decision-making is heavily influenced by organisational and systemic problems27,28.
DISCUSSION
Our analysis of characteristics of perpetrators who committed homicides and their victims reveals similarities with findings of NCISH and ONS, and key differences. 
The differences may be because MHHI are more likely to be commissioned for perpetrators with schizophrenia, compared to perpetrators with other diagnoses, especially use of illicit substances and alcohol – 15% of patients with a primary diagnosis of schizophrenia had a history of use of alcohol or illicit substances in our sample, compared to 87% in NCISH – whereas NCISH returns included all mental health patients convicted of homicide, irrespective of diagnosis. Another explanation is that the type of information captured in MHHI is heavily influenced by Terms of Reference set for each inquiry, which are highly variable, whereas NCISH had a standardised methodology29. 
The use of external commercial companies to conduct inquiries has the advantage that they are separate from provider organisations and therefore from the clinical teams involved in the care of the perpetrator, which may be important for bereaved families. However, the lack of consistency of approach is an important downside.
A troublesome aspect of the methodology of MHHI is that none of the reports described how they attributed causation. Reports appeared to assume that causality is linear, with a direct relationship between cause and effect, which is measurable and foreseeable; and is also symmetrical30,31,32, so that the cause-effect relationship will still hold when examined in retrospect. This has been explored in detail in literature regarding safety33,34,35, which describes ‘emergent causality’, where factors (many of which may be covert) interact with one another in foreseeable and understandable but also unforeseeable and ultimately un-knowable ways. 
In addition, the type of causation is obscure36. MHHI reports do not specify whether they assume absolute causality, where the issue identified is both necessary and sufficient to have caused the homicide; conditional causality, where the issue identified is necessary but not sufficient to cause the homicide; or contributory causality, where the issue identified had an influence but was in itself neither necessary nor sufficient. This is important, as key stakeholders (including the families of victims, the patient and clinical staff), will likely assume that where an issue is being identified by an inquiry as a root cause, a contributory factor or even a care and service delivery problem, the type or standard of causality was absolute. 
The concepts of predictability and preventability in mental health homicide investigations have been criticised9,11 as being subjective, adhering to neither the civil nor criminal burden of proof37, yet being influential in policy formation and public perception of mental disorder and violence. Furthermore, these constructs, as with RCA, suggest that a causal link can be established between omissions in care and treatment, and the final act of homicide. We found that 86% of MHHI reports which commented on predictability and preventability said that the homicide was neither predictable nor preventable; yet these inquiries also identified root causes, contributory factors and care and service delivery problems.  
There is a considerable delay between the homicide and the publication of the final inquiry report, with half taking up to three years and another 41% taking between 3 - 6 years for publication. This is an inordinately long time for bereaved families to discover circumstances of their relative’s death, and for the family of the patient, who may also feel let down by mental health services; and is arguably also too long for mental health services and clinicians.
A recurring criticism5,9,28 of all mental health safety investigations, particularly of MHHI, is that they repeatedly identify the same five themes: risk assessment, care planning, communication between professional agencies, communication with perpetrators’ families, and record-keeping. Whilst mental health services do need to improve in quality and safety, it may be the case that MHHI can only ever identify the same recurring themes because the methodology employed is unable lead to different conclusions.
It is unclear whether victims’ families find the process and outcome useful, or whether they are persuaded by findings of these inquiries28,38. Not all inquiries are published, and lack of clarity regarding the balance between the perpetrator’s confidentiality and public interest is thought to be a reason. Clinical staff can find the process adversarial39,40,41, and involvement in such inquiries has been called “career-ending.” Clinical staff and services have no right of appeal. MHHI adopt a quasi-legal approach and the burden of proof applied is unclear, but these inquiries are immensely influential in shaping public perception and mental health policy9. Recommendations made by MHHI tend not to address systemic or structural problems but revert to matters like change of policy, change in clinical governance and provision of training, which are undoubtedly easier, quicker, and less expensive; these therefore result in weak actions. It is therefore not surprising that there is little evidence of sustained, systemic change as a result of these inquiries. They are not inexpensive: the NHSE review states that £1,170,629 was spent in 2019/20 on these in England, with an assumed average cost of £23,530 per investigation, and notes that costs are increasing due to increasing complexity11.
[bookmark: _Hlk180753654][bookmark: _Hlk180753715][bookmark: _Hlk180753942]Strengths. The last comprehensive evaluation of MHHIs was undertaken in 2011; NCISH stopped collecting data on mental health homicides after 2016. Therefore, this study provides a detailed description of characteristics of mental health patients who have committed homicides and of their victims and the homicides, which are compared with NCISH and ONS. In addition, this study provides an analysis of the methodology used by MHHI, their recommendations, and action plans. We believe this is also the only thematic analysis of English mental health homicide inquiries which includes the period of the global coronavirus pandemic. Availability of such data for the periods of lockdown, which are thought to have had an impact on the mental health of the population, might help inform policy and planning of mental health delivery.
Limitations. MHHI reports in this study were those published for England between 2010 and 2023, whereas the NCISH report 2018 included data on mental health homicides between 2006 and 2016, also for England. ONS data are for 2012 – 2023 for England and Wales. 
We do not know how many MHHI are not published. NCISH reports an average of 71 patient homicides per year, and we found 162 MHHI published reports over a 13 year period, representing crudely around 12 homicides per year. Therefore, it appears probable that many mental health homicides do not lead to an independent inquiry, and of the ones that do, many are not published. 
Implications. There are significant shortcomings in almost every aspect of independent mental health inquiries, including methodology, attribution of causation, timeliness, and effectiveness of recommendations and actions in bringing about improvement in safety.  
Recommendations. If independent inquiries of mental health homicides are to continue, we make some key recommendations, based on our analysis.  
1. Adoption of human factors and systems thinking as standard methodology. While the importance of this is stated in PSIRF, MHHI have continued to be done with no reference to human factors. This applies to development of recommendations and action plans, which have not been helped by the insistence that they be SMART. This leads to short-term recommendations and actions which are suited for assurance, but do not lead to lasting or systemic improvement. Whilst system engineering and human factors methodologies such as Human Factors Analysis and Classification System (HFACS)42 and Systems Engineering Initiative for Patient Safety (SEIPS)23 are starting to be used in investigations, it remains far from clear how these can be operationalised to ensure consistency, and to address the issue of attribution of causation and counterfactuals. They may have most to offer in the development of recommendations and corrective actions rather than to explain why a homicide occurred.
2. Development of a standardised template for reports, which will ensure that all MHHI address a number of key areas. This will enable a thematic analysis to be undertaken regularly.
3. NHSE should provide a definition of predictability and preventability, with a burden of proof specified, or otherwise abandon these concepts. The issue of attribution of causality needs to be addressed. If the standard of causality that operates is contributory causality, rather than absolute or conditional, this should be made explicit.
In addition, we recommend the following.
1. Prompt completion of inquiries. For MHHI to be useful to improve services, and for them to be useful for victims, they should be completed in a more timely fashion. 
2. Provision of guidance regarding terms of reference. This should be specific, but also include some issues as standard, to aid thematic analyses.
3. Consistency in inquiry panel composition. We recommend that a patient or family or lay representative is considered for each inquiry.  
4. Avoidance of duplication. There is unlikely to be any value in duplicating processes, with the provider of mental health services undertaking an internal investigation and an independent panel undertaking an external inquiry. One well-considered inquiry is likely to be more beneficial.
5. Reconsideration of the balance between patient-perpetrator confidentiality and public interest, as well as the rights of victims. Most organisations apply the Caldicott Guardian principles to decisions regarding whether to publish an MHHI; however, this risks ignoring the public interest issue. We recommend that NHSE provides clear guidance to the system on this issue.
6. Renewed publication of data relating to homicides. NCISH has not, since 2018, published data on mental health homicides. This means that there has not been an annual repository of information regarding mental health homicides. This is unfortunate, as NCISH has a standardised process, which reduces gaps in data. However, NCISH homicide data collection is not an independent inquiry, and NCISH analysed themes rather than commenting on individual cases, which may not be enough for victims’ families. Whilst independent mental health homicide inquiries do examine individual homicides in detail, they suffer from deficits detailed in this study. Therefore, both are needed, or a process that brings both approaches together. 
7. Development and composition of a standardised template. We recommend that the following are included in a standardised template:
· Acknowledgement of hindsight, availability and confirmation bias 
· Declaration of conflicts of interest of inquiry panel members
· Information regarding the background of inquiry panel members
· Inclusion of a specific individual on the panel for liaising with the victim’s and patient’s families 
· Inclusion of terms of reference
· Description of methodology used, with evidence of validity of that methodology in MHHI
· Acknowledgement of potential counterfactuals 
· Mandated inclusion of specific perpetrator and victim characteristics, and characteristics of the homicide 
· Use of human factors and systems thinking in development of recommendations and action plans 

















Table 1 – Perpetrator characteristics in MHHI, NCISH and general populations
	Characteristic
	MHHI (2013-2023) N=162
	NCISH (2006 – 2016)
N=608
	ONS general population (2020- 2023)

	Age
	Not stated N=52
Remaining N= 110
	Median age 33 
(range 13 - 83)
	

	<16
	0
	Not available

	4%

	16-24
	20 (18%)
	
	35%

	25-44
	60 (54%)
	
	46%

	>45
	30 (27%)
	
	15%

	Sex
	Sex not stated in N=1
	
	

	Male
	134 (82%)
	521 (86%)
	92%

	Female
	27 (18%)
	87 (14%)
	8%

	History of Self-Harm
	75 (46%)
	292 (51%)
	Not available 

	Homelessness
	52 (32%)
	24 (8%) (N=308)
	Not available 

	Forensic History Previous History of Violence
		116 (71%)
	312 (53%)
	Not available

	Primary Diagnosis
	
	
	

	Schizophrenia & Other Delusional Disorders
	85 (52%)
	200 (34%)
	Not available 


	Affective Disorders
	32 (20%)
	67 (11%)
	

	Personality Disorder
	19 (12%)
	73 (12%)
	

	Drug dependence/misuse
	9 (6%)
	98 (17%)
	

	Alcohol dependence
	3 (2%)
	54 (9%)
	

	Dementia
	2 (1%)
	-
	

	Other
	11 (7%)
	101 (17%)
	

	Dual Diagnosis
	
	
	

	Psychosis and drug and/or alcohol use
	25 (15%)
	174 (87%) N= 200
	Not available 

	Previous History of Mental Disorder
		154 (95%)
	Not available
	Not available

	History of non-adherence with medication and follow-up
	84 (52%)
	258 (48%) (N=537)
	Not available

	Abnormal Mental State at time of Offence
		86 (53%)
	202 (33%)
	Not available

	Mental Health Act Detention at time of Homicide
	
	
	

	s3 MHA, inpatient
	N=5 (3%)
	19 (3%)
	Not available


	Inpatient, s17 leave
	N=4
	Not available
	

	Community Treatment Order 
	N=1
	Not available
	

	s42 Conditional Discharge
	N=2
	Not available
	






Table 2 – Victim characteristics in MHHI, NCISH and general populations
	Characteristic
	MHHI (2013-2023) (N=168)
	NCISH (2006 – 2016) (N= 641)
	ONS general population (2012 - 2023)

	Sex
	Not stated in 8 cases
N=160 
	
	

	Male
	94 (56%)
	68%
	69%

	Female
	65 (38%)
	32%
	31%

	Relationship between victim and patient 
	Not stated in 11 cases. 
N=157
	
	

	Stranger
	22 (14%)
	86 (16%)
	46%

	Family 
	36 (23%)
	107 (20%)
	8%

	Friend & Acquaintance
	47 (30%)
	256 (47%)
	20%

	Partner or Ex-Partner
	29 (18%)
	97 (18%)
	16%

	Fellow Patient
	19 (12%)
	Not stated
	Recorded as “other” – 10%

	Professional
	4 (3%)
	Not stated
	


















Table 3 Homicide characteristics and court outcomes
	Characteristic
	MHHI 
(2013-2023) (N=168)
	NCISH 
(2006 – 2016) (N=608)
	ONS 
(2012 - 2023)

	Modus of Homicide
	
	
	

	Sharp instrument
	101 (60%)
	334 (57%)
	38%

	Blunt instrument
	6 (4%)
	Not available

	7%

	Hitting, kicking (no weapon)
	25 (15%)
	
	18%

	Strangulation & smothering
	8 (5%)
	
	10%

	Burning 
	2 (1%)
	
	2%

	Other 
	6 (4%)
	
	19%

	Not stated
	20 (11%)
	
	6%

	Location of Homicide
	
	
	

	Victim’s Home
	83 (49%)
	Not available 
	51% (no distinction made in ONS between victim and perpetrator’s home)

	Perpetrator’s Home
	14 (8%)
	
	

	Public Place
	25 (15%)
	
	10%

	Residential Place
	19 (12%)
	
	3%

	Hospital
	6 (4%)
	
	Not available

	Other
	21 (12%)
	
	

	Homicide followed by Suicide
	10 (6%)
	15 (8%)
	Not available 

	Court Outcome 
	
	
	

	Murder
	53 (32%)
	315 (52%)
	50%

	Manslaughter
	25 (15%)
	173 (28%)
	23%

	Manslaughter Diminished Responsibility 
	57 (57%)
	104 (17%)
	5%

	Unfit to Plead/Not Guilty by Reason of Insanity 
	4 (2%)
	12 (2%)
	Not available for full period 

	Infanticide 
	0 
	4 (1%)
	<0.5%

	Disposal[footnoteRef:1] [1:  Under English law, there are several defences to a charge of murder. Murder may be reduced to manslaughter on the basis of diminished responsibility if the criteria set out in the Homicide Act 1957 s2, as substituted by s52 of the Coroners and Justice Act 2009, are satisfied. Murder carries a mandatory life sentence whereas manslaughter attracts a range of sentences, including complete diversion to hospital under s37 of the Mental Health Act 1983. A Hybrid Order under s45A may be imposed when the court is satisfied that the person needs treatment in hospital, but must also serve a prison sentence. Unfit to Plead may be a finding where the defendant is unable to meet the criteria set out in R v Pritchard, as described in the Criminal Procedure (Insanity and Unfitness to Plead) Act 1991. Not Guilty by Reason of Insanity, as defined in the same Act, refers to cases where at the time of the commission of the act, the defendant was suffering from such a defect of reason, from disease of the mind, that he was unable to appreciate the nature or quality of the act, or did not know that what he was doing was wrong. ] 

	N=162
	
	

	Custodial Sentence 
	71 (44%)
	446 (74%)
	94%

	Hospital Diversion
	55 (34%)
	143 (24%)
	5%

	Prison + Hospital 
	8 (5%)
	Not stated
	Not stated

	Death 
	15 (9%)
	Not stated
	Not stated

	Not Stated or Other 
	13 (8%)
	16 (3%)
	1% (Other*)



Table 4 – Inquiry characteristics 
	Time between homicide and inquiry report publication N=160
	%

	0 - 36 months
	81 (51%)

	37 – 72 months
	65 (41%)

	73 – 108 months
	13 (7%)

	109 – 144 months
	1 (0.6%)

	Panel Composition
	

	Legally Qualified Member
	9 (5%)

	Patient Representative
	1 (0.6%)

	Carer/Family Representative
	1 (0.6%)

	Psychiatrist
	85 (52%)

	Nurse 
	37 (23%)

	Interview of key stakeholder		
	

	Patient’s Family	
	70 (43%)

	Victim’s Family
	92 (57%)

	Clinical Staff
	134 (83%)

	Commissioners
	24(15%)

	Methodology used N = 122
	

	HSG (94) 27
	33 (27%)

	Root Cause Analysis
	28 (23%)

	2015 SI Framework
	34 (28%)

	DH Article 2 Guidance
	18 (15%)

	Safeguarding
	1 (1%)

	Domestic Homicide Review
	2 (2%)

	Fishbone
	2 (2%)

	Mixed Methods
	1 (1%)

	NHSE Delivering a Single Operating Model for Mental Health Homicide Investigations
	1 (1%)

	National Patient Safety Agency 
	6 (5%)

	Multiple
	42 (35%)

	None stated 
	30 (25%)









Table 5 – Frequency of Root Causes, Contributory Factors, Care and Service Delivery Problems and Recommendations 
	No
	Theme
	Frequency 

	
	
	Root Cause & Contributory Factor
	Care and Service Delivery Problem
	Recommendation 

	1
	Patient factors
	26
	1
	0

	2
	Assessment, treatment, 
follow up and discharge
	37
	55
	27

	3
	CPA and care planning
	21
	39
	32

	4
	Risk assessment & management
	26
	34
	27

	5
	Communication
	17
	37
	28

	6
	Record-keeping
	5
	11
	19

	7
	Operational management
	6
	50
	-

	8
	Resource
	11
	25
	12

	9
	Clinical governance
	1
	5
	104

	10
	Clinical leadership
	2
	5
	-

	11
	Safeguarding
	1
	13
	2

	12
	Service configuration
	4
	9
	5

	13
	Training
	1
	1
	43

	14
	Commissioning of services
 to meet population needs
	6
	4
	24

	15
	Tools
	0
	1
	8

	16
	Policy Changes 
	0
	0
	155
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