The Shipman Inquiry 

Dame Janet Smith

In 2001, Dame Janet undertook an inquiry into the extent of Harold Shipman’s crimes and the systems of certification and regulation that had failed to detect that he was a serial murderer.  In 2002, she was appointed to the Court of Appeal to which work she returned following the completion of the Shipman Inquiry in 2005. Here she reports on the work of her inquiry.
The Shipman Inquiry and the Coroners Review 

When Harold Shipman was convicted of murdering 15 patients in January 2000, and it was suspected that he might well have murdered many others, it was realised that our systems of death and cremation certification and coroners’ investigation had completely failed to detect that anything was amiss.  The Government set up the Shipman Inquiry to look into the reasons why the systems had failed.    

At about the same time, the Home Office set up a Fundamental Review of Coroners’ Services, chaired by Mr Tom Luce.  To a large extent, its terms of reference overlapped with my own, although, on post-death procedures, the Review had a wider remit than the Inquiry, particularly in respect of inquests. The Inquiry scarcely touched on inquests because Shipman had always managed to avoid them.  He had certified virtually all virtually all the deaths himself without reference to the coroner.  Another difference was that the Review was to encompass the systems in England, Wales and Northern Ireland; the Inquiry only considered England.  So, the Review and the Inquiry complemented each other. If we were to make similar proposals, via our different routes, we should, between us, have a powerful voice for change.  

Outline of Conclusions  

There was a large measure of agreement between us. We agreed about the defects within the present systems and on the objectives and principles that should underlie a new system. We agreed on the need for an improved system of death certification and reporting to the coroner.  We agreed that cremation certification was wholly unsatisfactory and should be abolished.  We agreed that coroners lacked guidance, leadership, training and resources and that there was a need for greater medical expertise in the coroner’s office.  Very few coroners are medically qualified; a mere handful have a dual qualification, legal and medical. The great majority are legally qualified and have no access to independent medical advice.  We agreed that improvements were needed for a wide range of public interest reasons, not only the detection of wrongdoing, but also the advancement of medical science and the better targeting of healthcare resources.  

We both agreed too, that the position of the bereaved must be improved.  I have no doubt that many doctors and nurses deal sympathetically with bereaved families but the system takes very little official notice of them. A member of the family takes the medical certificate of cause of death to the register office in a closed envelope and often has no idea what is written on it.  No one is responsible for ensuring that the family understands what is going on and why.  Also, it appeared to both of us that many inquests are held which serve no public interest; they serve only to increase the distress of bereaved families.  

Death Certification – The Problems 

The need for improved death and cremation certification had been recognised decades before Shipman underlined the deficiencies of the present system.  In 1965, the Government of the day, realising that the systems that had been in operation since the early years of the 20th Century were past their ‘use-by’ dates, set up the Brodrick Committee. In 1971, that Committee recommended the strengthening of death certification and the abolition of cremation certification.  Most of the systemic defects that the Inquiry had discovered were clearly described by the Brodrick Committee.  

Under the present system, after a death, a doctor who has treated the deceased in the last illness completes a medical certificate of cause of death (the MCCD) unless s/he is uncertain of the cause of the death, in which case, s/he should report the death to the coroner.  The doctor should also report the death to the coroner if it has occurred in circumstances that require a report.  So, for example, if the death has occurred in a road traffic accident, the medical cause of death may be clear but the death must still be reported.   

When a doctor signs the MCCD s/he is, in effect, warranting two things: first that s/he knows the cause of death and second that the circumstances do not call for a coroner’s inquest.  The certificate goes to the registrar. If it is accepted, the death is registered and the family is free to bury the body.   Registrars, in my view, do their work conscientiously, but they do not have the expertise to question the medical cause of death given by the doctor.  Nor are they well placed to scrutinise the doctor’s implied assertion that there is no need to report the death.  They are not encouraged to ask the relatives about the death or whether they have any concerns about it.   Thus, there is an opportunity for a dishonest doctor to certify the death and avoid an investigation.  I am speaking not only of a doctor, like Shipman, who has deliberately killed a patient.  The same opportunity exists for a doctor whose standard of care has fallen below par, or for a doctor who knows that the standard of care of a colleague or the collective standard of care of a medical team, has been less than satisfactory.  In short, it gives doctors the chance to cover up.   

If the family wishes to cremate the body, there are additional formalities. A relative applies for cremation on Form A.  The treating doctor fills out Form B, in which s/he states the cause of death and provides some details of the circumstances of death. Another doctor signs Form C to say that s/he has examined the body and agrees with the cause of death given on Form B.  Then the medical referee considers all the forms before deciding whether to authorise cremation.  When cremation was first put on a statutory basis in 1902, the dangers of allowing the complete destruction of the body were recognised.  The remains could not be exhumed for forensic examination. At that time, the additional formalities were treated very seriously.  The second doctor had to form an independent opinion on the cause of death and knew that, to some extent, s/he was checking on the treating doctor.  As cremation became the norm, the examination of the body and the countersigning of Form C became, for the majority of doctors, a routine event, little more than the application of a rubber stamp. Moreover, scrutiny by the medical referee became, for many, little more than a clerical exercise.  In 1971, the Brodrick Committee reported that the system served no useful purpose.  The Review and the Inquiry reached the same conclusion.   Brodrick, the Review and the Inquiry all recommended improving death certification and abolishing the separate cremation procedures.      

Death Certification - Inquiry Recommendations 

In making recommendations for a new system, my first priority was a desire to take away from doctors the decision as to whether a death should be reported to the coroner.  I wished to do this, not only to remove the potential for abuse.  Research shows that, even when taken with complete integrity, as they usually are, doctors’ decisions are often wrong.  Many deaths that should be reported to the coroner are not. This is not altogether surprising.  First, the statutory list of circumstances in which a death should be reported to the coroner is not clear or easy to apply; nor is it very comprehensive.  As a result, many coroners supplement the list, in effect applying local rules.  Even then, the decision whether to report a death is not always easy and many doctors find that they have to telephone the coroner’s office for advice.  Not all do.  Even if a better statutory list were to be devised, as it could be, the decisions would still not be easy, particularly for doctors who do not have to make such decisions very frequently.  Research undertaken at Sheffield University shows that doctors of all grades perform badly in this respect; they make a high proportion of errors.  By contrast, coroner’s officers, who have to deal with such issues day in and day out, recognise reportable circumstances much more reliably.  Also, the research shows that some doctors make a conscious decision not to report a death to the coroner when they know that, really, they should.  Some do so out of sympathy for the family, for whom they hope to avoid the additional stress involved in a coroner’s investigation.  Sometimes doctors yield to pressure from families, who do not want an inquest.  So, for those reasons, I wanted the decision as to whether a full investigation is needed to be taken in the coroner’s office rather than by a doctor.  

I also wanted to take away from the single treating doctor the final responsibility of deciding upon the cause of death. Of course, the treating doctor will usually be in the best position to know the cause of death. But there are two problems.  First, research shows that a significant proportion of certification errors are made, even by doctors who are doing their best.  Death certification should be as accurate as reasonably possible.  Therefore, some degree of scrutiny of the treating doctor’s thinking is desirable.  Second, it will not always be possible (particularly with the very old) to ascertain the precise cause of death without full investigation.  It will not always be appropriate to undertake a full investigation; it might well be disproportionate.   I do not think that the treating doctor is the right person to decide whether or not, in a particular case, a full investigation into an uncertain cause of death is warranted. So, for those two reasons, I think it preferable that, in all cases, the final decision as to certification is taken not by the treating doctor but by the coroner or someone acting under the coroner’s authority.  

Every one accepts that the great majority of deaths do not require an in-depth investigation.  At the moment, most cases go direct to the registrar with a MCCD.  If a death is reported to the coroner, it is automatically referred for autopsy. Sometimes a coroner’s autopsy is less than satisfactory.  Often the pathologist does not have the medical records and knows nothing of the circumstances of death. Often the coroner will not pay for histology or toxicology. The opinion as to cause of death is given on the basis of the autopsy findings alone.  Usually, the coroner just accepts the pathologist’s opinion.  I want to get away from these routine and unsatisfactory autopsies. I want to see pathology resources used where they are needed and not squandered where they are not.  

However, before the stage is reached of deciding whether a case needs to go to autopsy, someone has to decide which deaths can proceed straight to registration and disposal and which require some further investigation.  Often this is obvious but sometimes it is not.   What cannot be done, in my view, is to create categories of death are ‘straightforward’ and require only a simple procedure before certification.  I have tried hard to devise such categories and I am convinced it cannot be done.  Certainly the fact that the patient was old and/or ill before the death does not mean that the death is necessarily ‘straightforward’.  It usually will be but, if we have a system that assumes that it always is, we will have learned nothing from what Shipman did. Many of Shipman’s victims were old and many were in poor health.  Most already had a significant history of chronic disease that would, in time, have led to their deaths.  If the deaths of patients who were old and ill were to be automatically excluded from full investigation and were to be registered on the basis of the doctor’s certificate, the old and ill could be killed and their deaths certified by another Shipman. In any event, if age and ill health were to be the criteria for a straightforward death, you would have to ask, ‘how ill? and ‘how old?  Nor would it be satisfactory to say that an ‘expected’ death is straightforward and does not require full investigation.  Expected to whom, you would have to ask?  Shipman always said that the deaths of his murdered patients were expected to him.  If a death were expected to the family but not the doctor, it would surely have to be investigated.   I repeat, I cannot think of any set of criteria by which deaths could be satisfactorily categorised as not requiring full investigation.  Yet plainly a large proportion of deaths do not need full investigation. In my view, the only safe way of deciding which deaths require full investigation and which do not is to consider each case individually, after an initial or basic investigation. 

How could this be done without imposing unacceptable burdens on the medical profession and on the exchequer? My view is as follows: 

First, we need a brief contemporaneous record of the circumstances of death.  At present, the fact that someone has died does not have to be formally recorded.   I think it should be and, at the same time, the circumstances (the time, place and who was present) should be noted. If the deceased died alone and was found dead, a note should be made of the person who last saw him or her alive and at what time. This form, which I call Form 1, need not be completed by a doctor.  A nurse or paramedic would be quite capable of making such a record, although if convenient, it might be done by a doctor.    

Second, I want the treating doctor to complete a form (Form 2) stating the cause of death with reasons. At the moment, the doctor states on the MCCD what s/he believes to be the cause of death and any underlying causes but does not have to say why s/he is of that view.  I am not suggesting a long exposition of the medical history. Usually two to three sentences would suffice but it should explain the doctor’s thinking.  If the medical records contain an adequate summary of the patient’s terminal condition, that could be photocopied or sent electronically with Form 2, thereby reducing the amount of writing to be done by the doctor.      

Third, I want a member of the deceased’s family to be consulted, preferably face to face, although a telephone call would suffice in many cases.  If Forms 1 and 2 revealed, as they might, that it was going to be necessary to conduct a full investigation, possibly including a post mortem, the family should be told this, officially, and the reasons should be explained.  That is only humane.  If the two forms, in themselves, suggested that the death did not require further investigation, the relative should be asked to give his or her account of the death.   Then s/he should be told what was in Forms 1 and 2 and be asked if he or she had any concerns.  In my view, it does not need a doctor to conduct that interview; a properly trained member of the coroner’s staff could quite well do it.  If no inconsistencies were found and no concerns expressed, that would be a ‘straightforward’ death, which could be certified without more ado on the basis of the treating doctor’s opinion.    If, any inconsistencies were found or concerns expressed, the case would be referred for further investigation.   I estimate that as many as 80% of all deaths could be certified after such a ‘basic’ investigation. 

I envisaged that that further investigation should be carried out by or under the direction of a medically qualified coroner. Cause of death is essentially a medical matter. It does not seem to me to be sensible to refer the issue to a legally qualified coroner who then becomes wholly dependent on the opinion of a pathologist after autopsy.  I wanted to see the medical coroner able to undertake a range of investigations.  These might only to a consideration of the medical records and a discussion with a person who was present at the death or who saw the deceased shortly beforehand.  On the other hand, the medical coroner would have the power, in an appropriate case, to give instructions for an autopsy, with or without toxicology and any other tests thought necessary.   I recommended that a death need not be referred to a legally qualified coroner for inquest unless the circumstances fell within fell within clearly defined limits, such as deaths in custody, or if there was a conflict of evidence as to the circumstances or there was some public interest reason why an inquest should be held.    

The Government’s Position Paper

The Government set out its proposals in a Position Paper published in March 2004. The space available does not permit me to discuss the proposals in detail.  They follow my recommendations to some extent and, although they do not go as far as I would wish (in particular in respect of my recommendations that we should have medical coroners and that a member of the deceased’s family or a carer should be consulted in each), they would, I believe lead to considerable improvement.  The Government has consulted on its proposals and a draft Bill is expected shortly.  At present, I am reasonably optimistic as to the outcome. 
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